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“MAJOR  MEDICAL 
BREAKTHROUGH 
SYSTEM” 


Dear  Doctors: 

It  is  with  great  pride  and  joy  that  we  are  announc- 
ing the  debut  of  the  “Major  Medical  Breakthrough 
System.”  This  system  is  designed  solely  for  the 
benefits  of  the  medical  profession  to  help  doctors, 
clinics,  and  hospitals  in  simplifying  their  billing  and 
accounting  chores.  Although  it  is  made  available 
to  every  facet  of  the  medical  profession,  it  is  not 
a readily  purchasable  item  nor  is  it  comparatively 
expensive.  This  system  is  very  versatile  and  it  can 
be  customized  with  special  features  such  as 
generating  reminder  letters,  etc.,  and  according 
to  the  specific  needs  of  each  particular  case.  The 
cost  factor  is  directly  relative  to  specifications 
made  available  in  the  system.  This  system  is 
geared  to  achieve  two  important  purposes.  Firstly, 
it  will  not  contain  any  superfluous  material  that 
will  complicate  operations.  Secondly,  it  will  be  cost 
effective.  Moreover,  each  of  our  menu-driven 
systems  is  designed  to  be  extremely  “operators 
friendly,”  and  the  most  inexperienced  persons 
could  learn  to  use  their  own  system  effectively  in 
a very  short  span  of  time. 

This  new  and  effective  system  combines  the 
most  advanced  hardware  system  of  your  choice; 
either  manufactured  by  name  brands  companies 
or  manufactured  by  Altec  Technology  Corporation 
which  is  our  sister  company  in  Los  Angeles,  and 
a tailor-made  software  system  uniquely  designed 
and  customized  according  to  your  strict  specifica- 
tions by  our  team  of  highly  educated  technicians 
in  the  fields  of  computer  science  and  engineering. 
This  merge  has  culminated  in  a highly  effective 
system  which  is  amazingly  easy  to  operate,  yet 
speedy  in  calculation,  compact  in  size,  and  most 
importantly,  provides  accurate  information.  Be- 
sides, we  realized  the  importance  of  “technical 
support,”  so  for  our  new  customers,  we  will  pro- 
vide 24  hours  telephone  support  for  a total  of  three 
full  months  free  through  our  direct  hot  line. 

So  let  us  offer  you  our  intelligent  solutions  to 
your  problems.  It  is  definitely  worthwhile  to  call  us 
to  let  us  know  when  we  can  show  you  our  de- 
monstration system  and  let  this  state  of  the  art 
applied  automation  simplify  your  cumbersome 
chores  while  saving  you  time  and  money. 

Please  direct  all  your  mail  and  queries  to  Albert 
S.  Auyang  and  you  are  welcome  to  call  us  collect. 

Thank  you  very  much  for  your  kind  attention. 

INTELLIGENT  GROUP  CONSULTANTS 
4762  Highway  58  North,  Suite  J 
Chattanooga,  TN  37416 
(615)899-8727  (615)344-8899 
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The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 
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Specify  Adjunctive. 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon"  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renai  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating , nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1’3 
Dosage  amt  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 >3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness,  in  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 

bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10.  MsggBI I 

References: 
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2.  Goodman,  GiJman  — The  Pharmacological  basis  j 
of  Therapeutics  6th  ed„  p.  176-188, 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  at.,  The  Journal  of  Urology  1 28: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

21 9 County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 


Each  capsule  contains  5 mg  cblordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCI  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCI,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

P I.  0288 

Roche  Products 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


journal  of  Htc 

tennc//ec 

medical  a//eckiUoA 

Vol.  81,  No.  9 
September,  1988 

OFFICE  OF  PUBLICATION 

1 12  Louise  Ave.,  Nashville,  37203 
(615) 327-1451 

EDITOR 

John  B.  Thomison,  M.D. 
230  25th  Ave.  North 
Nashville,  37203 

BUSINESS  MANAGER 

L Hadley  Williams 

MANAGING  EDITOR 

Jean  Wishmck 

TMA  OFFICERS 

PRESIDENT 
John  B.  Thomison,  M.D. 
230  25th  Ave.  North 
Nashville,  37203 

PRESIDENT-ELECT 
William  O.  Miller,  M.D. 
939  Emerald  Ave. 
Knoxville,  37917 

CHAIRMAN,  BOARD  OF  TRUSTEES 
Hays  Mitchell,  M.D. 
P.O.  Box  22028 
Nashville,  37202-2028 

TMA  EXECUTIVE  STAFF 

EXECUTIVE  DIRECTOR 
L.  Hadley  Williams 

ASSOCIATE  EXECUTIVE  DIRECTOR 
Donald  H.  Alexander 

DIRECTOR  OF  STUDENT  EDUCATION 
FUND  AND  HEALTH  SERVICES 
William  V.  Wallace 

DIRECTOR  OF  EDUCATION  AND 
MEETING  SERVICES 
John  H.  Grant  Jr. 

DIRECTOR  OF  GOVERNMENTAL  AND 
LEGISLATIVE  AFFAIRS 
Charles  W.  Cato  II 

EXECUTIVE  ASSISTANT 
Mark  Greene 

EXECUTIVE  ASSISTANT 
Russell  E.  Miller  Jr. 

STAFF  ATTORNEY 
Dennis  Lord 

Journal  of  the  Tennessee 
Medical  Association 
ISSN  0040-3318 

Published  monthly  under  the  direction  of  the  Board 
of  Trustees  for  and  by  members  of  the  Tennessee 
Medical  Association,  a nonprofit  organization  with 
a definite  membership  for  scientific  and  educational 

purposes. 

Devoted  to  the  interests  of  the  medical  profession  of 
Tennessee.  This  Association  does  not  officially 
endorse  opinions  presented  in  various  papers 
published  herein.  Advertisers  must  conform  to 
policies  and  regulations  established  by  the  Board  of 
Trustees  of  the  Tennessee  Medical  Association. 
Subscriptions  (nonmembers)  $16  per  year  for  US, 
$22  for  Canada  and  foreign.  Single  copy  $2. 
Payment  of  Tennessee  Medical  Association 
membership  dues  includes  the  subscription 
price  of  this  Journal. 
Copyright  1988,  Tennessee  Medical  Association. 
All  material  subject  to  this  copyright  appearing  in 
the  Journal  may  be  photocopied  for  non- 
commercial scientific  or  educational  use  only. 
Second  Class  postage  paid  at  Nashville,  TN. 
POSTMASTER:  Send  address  changes  to 
Journal  of  the  Tennessee  Medical 
Association,  1 12  Louise  Ave., 
Nashville,  TN  37203. 


content/ 

Original  Contributions 

557  Absence  of  Corpus  Callosum — Terrell  C.  Estes,  M.D.;  Joe  E. 
Mitchell,  M.D. 

560  Pulmonary  Talc  Granulomatosis  Due  to  Intravenous  Ritalin — Jerry 
Williams,  M.D.;  Scott  Wilhoite,  M.D.;  Peter  Manos,  M.D.;  Phillip  Zollars, 
M.D.;  George  Youngberg,  M.D.;  William  Dralle,  M.D. 

562  Shelby  Medical  College  and  John  Shelby,  M.D.  (1786-1859) — 

R.  H.  Kampmeier,  M.D. 


Regular  Features 

569  Medical  Grand  Rounds— White  Coat  Hypertension — Do  We  Need 
Ambulatory  Blood  Pressure  Monitoring  To  Manage  Hypertensive 
Patients? 

575  Trauma  Rounds — Traumatic  Hemobilia:  Etiology,  Diagnosis,  and 
Management 

578  Vanderbilt  Morning  Report — Quinine  Purpura;  Drug-Induced  Lupus 

580  Health  and  Environment  Report — Medicaid  and  Medical  Services  for 
Pregnant  Women  and  Children 

581  Disability  Update — Court  Orders  Social  Security  Administration  To  Give 
Treating  Physicians’  Opinions  Greater  Weight 


Special  Features 

598  Minutes  of  the  Tennessee  State  Board  of  Medical  Examiners  Meet- 
ing— February  16  and  17,  1988 


TMA  Organizational 

597  Highlights  of  the  TMA  Board  of  Trustees  Meeting — July  9 and  July 
10,  1988 


President’s  Page 

587  RCT 


Editorials 

588  Contract  Medicine— In  Which  Hospitals  Contract  With  Health  Plans 
But  Their  Doctors  Don’t 
590  On  Being  Moral,  Ethical,  and  Polite 
592  A Non-Obituary  for  J.B.,  M.D. 


Departments 

592  In  Memoriam 

592  New  Members 

593  Personal  News 
593  PRA  Recipients 
593  Announcements 

595  TMA  Auxiliary  Report— Adolescent  Suicide  Prevention  Program 

600  Continuing  Medical  Education  Opportunities 

603  Placement  Service 

604  Information  for  Authors 
604  Advertisers  in  this  Issue 

547 


Specify  Adjunctive 


The  Vanderbilts 
think  some  groups  go  too  far. 


“You  should’ve  taken  a cab from  the  parking  lot 
like  I did.” 


A t Vanderbilt  Plaza  Hotel, 
parking  is  no  problem. 

“Acres  of  parking”  sounds  great. . . until  you 
have  to  hike  in  from  the  back forty.  At  Vanderbilt 
Plaza  Hotel,  we  don ’t  think  your  group  should 
waste  time  pounding  the  pavement,  especially  if 
it’s  cold  or  raining. 

We  offer  three  easy -in,  easy -out  solutions  to 
take  the  headaches  out  of  parking — valet  service, 
an  attached  covered  garage,  and  an  adjacent  park- 
ing lot.  You  can  step  out  of  your  car  and  into  your 
meeting  in  no  time. 

Convenient  parking — just  one  more  smart 
reason  to  call  the  Vanderbilts for  your  next  meeting 
or  convention. 


VANDERBILT  PLAZA 

HOTEL- 

Personal  attention. . . not  a chain  reaction. 

2100  West  End  Avenue 
Nashville,  Tennessee  37203  (615)320-1700 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/ day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HC1,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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YOCON- 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3>4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  p tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 


(hydrocodone  bifortrate  5 mg  [Warning  May  be  habit  formmgl 
and  acetaminophen  500  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threatening  or  fess  severe  asthmatic  episodes  in  certain  susceptible  people 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low.  Sulfite  sensitivity  is  seen  more  freguently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS:  Respiratory  Depression). 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture.  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind. 
Information  for  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  ot  potentially  hazard- 
ous tasks  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotic, 
caution  should  De  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcoholj  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression.  When  combined 
therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adeguate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1 .0  mg/kg  g6h,  and  paregoric  2 
to  4 drops/kg  g4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  or  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated. 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  tne  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
guent  in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
reguired  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  is  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 
2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

RESPIRATORY 

PHYSICAL 

CONSTIPATION 

DEPRESSION 

SEDATION  EMESIS 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codei  ne.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 
24  hours). 

1.  Hopkinson  JH  III:  CurrTher  Res2A:  503-516,  1978 

2.  Beaver,  WT  Arch  Intern  Med,  141:293-300,  1981. 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  and  acetaminophen  500  mg. 

The  original  hydrocodone  analgesia 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 

ARMY  RESERVE  MEDICINE 
3606  AUSTIN  PEAY,  SUITE  313 
MEMPHIS,  TN  38128 
CALL  COLLECT:  (901)  388-9876 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 

Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 
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Attitudes  and  Experiences  of 
Fourth  Year  Medical  Students  in  a 
Teaching  Nursing  Home  Project 

JAMES  S.  POWERS,  M.D. 


The  teaching  of  geriatrics  in  medical  school  is 
a relatively  new  undertaking,  given  stimulus  by 
the  increasing  age  of  our  population  and  the  rel- 
ative neglect  of  this  field  in  the  past.  Students 
must  be  prepared  as  physicians  to  care  for  an  ag- 
ing population.  This  will  require  exposure  to  al- 
ternative models  of  health  care  delivery  and  non- 
traditional  health  care  provider  roles.13  Increas- 
ingly, a specific  body  of  knowledge  in  geriatrics 
has  been  identified  that  requires  educational  em- 
phasis.4 Others  have  found  that  trainees  receive 
geriatric  instruction  well,5  and  their  attitudes  to- 
ward the  elderly  improve  with  exposure.6 

A teaching  nursing  home  project  was  initiated 
at  Vanderbilt  University  Medical  Center  in  1982 
to  provide  a formal  geriatrics  exposure  to  fourth 
year  medical  students.  The  teaching  nursing  home 
experience  was  offered  as  part  of  an  elective  in 
primary  care  internal  medicine.  The  nursing  home 
constituted  the  only  formal  exposure  to  geriatrics 
at  Vanderbilt.  Two  faculty  internists  and  a rotat- 
ing medical  resident  supervised  the  medical  stu- 

From  the  Division  of  General  Internal  Medicine.  Department  of 
Medicine.  Vanderbilt  University  Medical  Center,  and  the  Nashville 
Veterans  Administration  Medical  Center.  Nashville. 

Reprint  requests  to  Division  of  General  Internal  Medicine.  Van- 
derbilt University  Medical  Center.  Nashville.  TN  37232  (Dr.  Powers). 


dents  at  the  nursing  home  two  mornings  a week, 
and  a weekly  lecture  series  was  developed. 

To  assist  in  the  development  of  an  effective 
geriatric  program,  we  decided  to  document  stu- 
dent attitudes  toward  and  interests  in  geriatrics, 
and  to  attempt  to  measure  the  outcome  of  our 
educational  activities  at  the  nursing  home. 

Methods 

Fourth  year  Vanderbilt  medical  students  who 
participated  in  the  primary  care  and  teaching 
nursing  home  elective  rotation  were  compared  to 
their  classmates  who  did  not  elect  the  rotation. 
A 15-point  questionnaire  (available  from  the  au- 
thor on  request)  concerning  geriatric  attitudes  and 
interest  was  sent  to  all  members  of  the  Vander- 
bilt Medical  School  Class  of  1987  (fourth  year)  in 
the  fall  of  1986.  A follow-up  identical  question- 
naire was  sent  in  the  spring  of  1987.  Three  mail- 
ings of  each  questionnaire  were  sent  in  order  to 
encourage  non-responders  to  participate  in  the 
study.  Students  who  participated  in  the  general 
internal  medicine  ambulatory  care  and  teaching 
nursing  home  elective  also  received  a post-rota- 
tion questionnaire  evaluating  their  educational 
experience.  Student  career  plans  were  available 
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from  results  of  the  NIRMP.  Questionnaire  re- 
sponses were  tallied  and  univariate  analyses  with 
Hodges-Lehman  aligned  rank  and  t-tests  were 
performed. 

Results 

Sample:  There  were  107  fourth  year  medical 
students  included  in  the  study.  There  was  a 30% 
response  rate  to  the  initial  questionnaire  and  a 
38%  response  rate  to  the  follow-up  question- 
naire. Fifty-four  percent  responded  to  at  least  one 
of  the  questionnaires;  51%  of  the  responders  were 
male  and  67%  female  (Table  1). 

The  Questionnaire:  Women  were  more  inter- 
ested in  curriculum  exposure  to  nursing  home  and 
home  care  than  were  men.  Students  planning  ca- 
reers in  primary  care  specialties  were  also  more 
interested  in  curriculum  exposure  to  home  care. 
There  were  only  minor  differences  in  the  re- 
sponses to  the  initial  and  follow-up  question- 
naires. 

No  differences  were  noted  between  students 
who  took  the  elective  and  their  classmates  who 
did  not  with  respect  to  likelihood  of  returning 
questionnaires,  career  plans,  and  previous  geri- 
atric exposure.  Few  students  had  any  prior  ex- 
perience with  nursing  homes.  Students  who  took 
the  elective,  however,  were  more  likely  to  desire 
exposure  to  home  care,  and  to  affirm  that  the 
elderly  were  a significant  burden  on  the  health 
care  system;  after  the  rotation,  they  thought  that 
appropriate  medical  care  could  be  provided  in  the 
nursing  home  for  most  medical  problems. 

The  highest  mean  responses  to  the  geriatric 
interest  questionnaire  (mean  score  equal  to  or 
greater  than  4 on  a Likert  scale  of  1 to  5)  includ- 
ed a belief  that  geriatric  socioeconomic,  psycho- 
logical, and  family  issues  are  appropriate  con- 
cerns of  physicians,  a belief  that  multidiscipline 
collaboration  is  beneficial  in  caring  for  geriatric 
patients,  and  a desire  for  geriatric  inpatient  and 
ambulatory  training  experience  in  medical  school. 
The  lowest  mean  responses  (mean  score  less  than 
or  equal  to  3 on  a Likert  scale  of  1 to  5)  included 
the  likelihood  of  personal  involvement  in  future 
geriatric  practice,  the  belief  that  disability  is  an 
inevitable  consequence  of  aging,  a belief  that  the 
elderly  are  a burden  on  the  health  care  system, 
attitudes  concerning  nursing  homes  and  nursing 
home  staff,  and  willingness  to  select  a geriatric 
elective  in  medical  school. 

Individuals  who  participated  in  the  elective  had 


a response  rate  of  65%  for  completion  of  the  post- 
rotational  questionnaire.  The  rotation  was  highly 
regarded  by  the  students  because  it  was  positive 
patient  contact  experience,  conferred  significant 
personal  and  professional  growth,  and  was  posi- 

TABLE  1 

GERIATRIC  QUESTIONNAIRE  RESPONSES 

Geriatric  Interest/ Attitude  Questionnaire 

Fourth  Year  Medical  Students  N = 107 
Initial  Respondents  = 32  (30%  of  class) 

Follow-up  Respondents  = 41  (38%  of  class) 

Responded  to  Either  Questionnaire  = 58  (54%  of  class) 
Response  Rate:  Males  = 51%  Females  = 67% 

Response  Differences* 

Men  vs.  Women 

1 .  Women  more  interested  in  curriculum  exposure  to  nursing  home 
home  care 

Residency  Plans 

1 .  Primary  care  specialty  more  interested  in  curriculum  exposure 
to  home  care 

Elective  Takers  vs.  Others 

1.  More  interested  in  curriculum  exposure  to  nursing  homes 

2.  Greater  belief  that  the  elderly  are  a burden  on  the  health  sys- 
tem 

3.  Follow-up  response  that  appropriate  medical  care  can  be  pro- 
vided in  nursing  home  for  most  medical  problems 

Descriptive  Responses 

High  (mean  equal  to  or  greater  than  4,  scale  1 to  5) 

1.  Belief  that  multidiscipline  collaboration  is  beneficial  in  caring  for 
geriatric  patients  (mean  = 4.6) 

2.  Belief  that  geriatric  socioeconomic,  psychological,  and  family 
issues  are  appropriate  concerns  of  physicians  (mean  = 4.4) 

3.  Desire  for  geriatric  inpatient  and  ambulatory  training  experi- 
ences in  medical  school  (mean  = 4.1) 

Low  (mean  less  than  or  equal  to  3,  scale  1 to  5) 

1.  Likelihood  of  personal  involvement  in  future  geriatric  practice 
(mean  = 3.0) 

2.  Belief  that  disability  is  an  inevitable  consequence  of  aging 
(mean  = 2.5) 

3.  Belief  that  the  elderly  are  a burden  on  the  health  system 
(mean  = 2.5) 

4.  Attitudes  concerning  nursing  homes  and  nursing  home  staff 
(mean  = 2.4) 

5.  Willingness  to  select  a geriatric  elective  in  medical  school 
(mean  = 2.3) 

Post  Geriatric  Experience  Questionnaire 

Fourth  Year  Teaching  Nursing  Home  Participants  N = 23 
Respondents  = 15  (65%  of  participants) 

Descriptive  Responses 

High  (mean  equal  to  or  greater  than  3.8,  scale  1 to  5) 

1.  Positive  patient  contact  experience  (mean  = 4.0) 

2.  Personal  and  professional  growth  (mean  = 3.8) 

3.  Teamwork  experience  (mean  = 3.8) 

Low  (mean  less  than  or  equal  to  3.5,  scale  1 to  5) 

1.  Social  services  experience  (mean  = 3.5) 

Constructive  Criticism 

Request  for  more  medically  oriented  didactic  sessions 

Request  for  more  patient  care  responsibility 

"P  less  than  .05. 
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tive  experience  in  a teamwork  approach  to  pa- 
tient care.  Rating  of  geriatric  social  issues  was 
less  favorable  however,  and  constructive  criti- 
cism included  a desire  for  more  formal  didactic 
presentations  of  medical  topics  and  more  direct 
patient  care  responsibility. 

Discussion 

Geriatrics  is  a growing  concern  at  Vanderbilt. 
We  believe  that  a positive  attitude  toward  geriat- 
rics, as  well  as  imparting  specific  knowledge  of 
the  field,  is  important  if  future  physicians  are  to 
provide  quality  health  care  to  an  increasingly  ag- 
ing population.7  Students  need  exposure  to 
geriatrics,  possibly  included  within  other  sub- 
jects, as  few  students  would  choose  an  elective 
exclusively  in  this  area.  The  low  response  rate  to 
our  survey  may  be  reflective  of  a generally  low 
level  of  interest  in  geriatrics  among  medical  stu- 
dents, and  the  respondents  are  likely  the  individ- 
uals with  a higher  regard  for  geriatrics.  Although 
students  do  not  identify  geriatrics  as  a strong 
preference,  we  find  that  their  regard  for  it  is 


heightened  by  exposure  to  the  nursing  home,  and 
they  feel  more  comfortable  with  providing  ger- 
iatric care. 

The  field  of  geriatrics  involves  more  than 
nursing  home  care,  and  a geriatric  program  must 
necessarily  include  involvement  in  ambulatory, 
home  health,  acute  care,  and  consultative  geriat- 
ric services.  It  is  imperative  that  instructors  pre- 
sent a positive,  balanced  experience  in  geriatrics 
to  our  future  physicians.  r A 
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The  Supply  of  Primary  Care 
Physicians  in  Tennessee 

GARY  L.  BURKETT,  Ph.D.;  ROBERT  E.  BAXLEY;  and  ANNE  C.  THEISEN 


The  supply  of  physicians  in  the  United  States, 
in  comparison  with  the  need  for  physicians,  has 
been  the  subject  of  much  recent  study,  discus- 
sion, and  conjecture.  For  most  of  this  century  the 
question  of  how  many  physicians  should  be  pro- 
duced by  the  medical  education  process  was  a 
matter  for  professional — not  governmental — 
concern.  The  ratio  of  physicians  per  100,000 
population  was  kept  fairly  constant  at  about  130 
to  150  for  many  decades  as  the  American  Medi- 
cal Association,  through  the  Council  on  Medical 
Education,  maintained  this  ratio  through  the 
medical  school  accreditation  process.12  In  the 
early  1970s,  in  response  to  a perception  of  a se- 
rious “physician  shortage,”  the  federal  govern- 
ment initiated  a policy  of  financial  assistance  to 
medical  schools  as  an  incentive  to  expand  enroll- 
ments. The  consequence  of  this  policy  was  a rap- 
id expansion  in  medical  school  class  sizes,  the  es- 
tablishment of  several  new  medical  schools,  and 
a sharp  increase  in  the  number  of  physicians 
completing  their  training. 

Few  federal  policies  have  undergone  such  a 
radical  change  in  direction  as  occurred  when  the 
perceived  “physician  shortage”  became  a per- 
ceived “physician  surplus”  in  the  early  1980s. 
When  the  federally  commissioned  Graduate 
Medical  Education  National  Advisory  Commit- 
tee (GMENAC)  issued  its  report  in  1980  warn- 
ing of  an  impending  oversupply  of  physicians  by 
1990,  dramatic  changes  of  direction  occurred  in 
public  discourse  and  in  public  policy  regarding 
support  for  medical  education.3  The  consequence 
is  that  today  all  discussion  of  the  future  of  Amer- 
ican medical  education  and  medical  care  takes 
place  in  a context  that  assumes  that  “too  many” 
physicians  are  being  produced. 


From  the  Department  of  Family  Medicine,  East  Tennessee  State 
University,  Johnson  City. 
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This  paper  examines  the  present  supply  of  pri- 
mary care  physicians  in  Tennessee  in  the  light  of 
this  predicted  physician  surplus.  Since  national 
attention  has  been  focused  on  a “physician  glut,” 
it  is  reasonable  to  inquire  as  to  whether  our  state 
is  sharing  in  this  trend. 

Method 

The  data  analyzed  in  this  report  are  from  the 
1986  edition  of  Physician  Characteristics  and  Dis- 
tribution in  the  U.S.  published  by  the  American 
Medical  Association  and  based  on  their  Physi- 
cian Masterfile4 — a large  database  on  all  physi- 
cians in  the  United  States.  The  main  advantage 
of  this  data  source,  for  the  purposes  of  this  re- 
port, is  that  it  allows  for  statistical  uniformity  in 
comparing  the  state  of  Tennessee  with  other  geo- 
graphic regions.  Since  various  agencies  often  use 
slightly  different  definitions  and  categories  to 
classify  and  count  physicians,  reliance  on  this  sin- 
gle database  assures  that  comparisons  between 
Tennessee,  other  states,  and  the  nation  as  a whole 
are  based  on  identical  methods  of  physician  clas- 
sification. A second  report,  which  analyzes  the 
distribution  of  primary  care  physicians  within  the 
state,  relies  on  more  detailed  data  from  the  Cen- 
ter for  Flealth  Statistics  of  the  Tennessee  De- 
partment of  Health  and  Environment. 

There  is  no  single,  universally  accepted,  defi- 
nition of  “primary  care.”  The  particular  medical 
specialties  identified  for  the  purposes  of  this  re- 
port as  “primary  care”  disciplines  do  not  exhaust 
the  range  of  primary  care  providers.  Family  phy- 
sicians, general  internists,  and  general  pediatri- 
cians would  be  included  in  any  definition  of  pri- 
mary care.  Obstetrician/gynecologists  are  also 
included  in  this  analysis,  since  many  of  them  serve 
as  primary  care  doctors  for  women — particularly 
but  not  exclusively  in  the  more  rural  areas.  The 
failure  to  include  them  in  the  present  analysis 
does  not  deny  that  psychiatrists,  general  sur- 
geons, and  many  other  specialists  sometimes  serve 
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TABLE  1 


PHYSICIANS  IN  PATIENT  CARE  PER  100,000  POPULATION 
FOR  SELECTED  PRIMARY  CARE  SPECIALTIES: 

TENNESSEE,  SOUTHERN  ASSOCIATION  OF  COLLEGES  AND  SCHOOLS  REGION, 
SOUTH  CENSUS  REGION,  AND  UNITED  STATES,  19854 


General  and 

Obstetrics 

All 

Family 

Internal 

and 

State  or  Region 

Physicians 

Practice 

Medicine* 

Pediatrics* 

Gynecology 

Tennessee 

162.28 

23.23 

28.54 

10.38 

11.56 

SACS  Region 

153.59 

25.35 

23.16 

10.63 

11.21 

South  Census  Region 

159.24 

25.55 

24.77 

11.18 

11.65 

United  States 

180.02 

26.20 

31.57 

12.75 

12.03 

'Includes  subspecialties. 


as  the  initial  point  of  access  for  patients  to  the 
formal  health  care  system. 

Another  limitation  in  the  data  that  needs  to 
be  mentioned  is  the  dependence  on  physicians’ 
“self-designated  specialty”  to  identify  the  nature 
of  an  individual’s  practice.  This  policy  relies  on 
physicians  to  designate  their  own  specialty  (or 
their  major,  as  opposed  to  secondary,  specialty) 
regardless  of  their  residency  training  back- 
ground, specialty  board  certification,  or  any  oth- 
er objective  determinants  of  the  nature  of  their 
practice.  In  addition,  the  need  to  place  each  phy- 
sician in  one  and  only  one  specialty  category  ig- 
nores the  fact  that  the  practices  of  many  physi- 
cians overlap  specialty  boundaries.  General 
internists,  for  example,  may  also  provide  care  in 
a subspecialty  area,  such  as  cardiology.  Many 
cardiologists  also  provide  a great  deal  of  general 
internal  medicine  care.  This  is  a perplexing  prob- 
lem of  all  studies  of  physician  manpower,  but,  as 
found  by  the  investigations  published  in  the 
GMENAC  report,  there  seems  to  be  little  actual 
difference  in  the  results  of  studies  when  second- 
ary specialties  are  included  in  the  analysis  along 
with  major  specialties. 

One  further  limitation  in  the  data  consists  of 
the  way  in  which  specialties  are  aggregated  in  the 
published  AMA  data.  While  this  report  aims  to 
analyze  the  supply  of  physicians  in  general  inter- 
nal medicine  and  general  pediatrics,  for  example, 
the  AMA  publication  does  not  separate  these 
specialties  from  some  of  the  internal  medicine  and 
pediatric  subspecialties.  Subspecialists  such  as 
hematologists,  infectious  disease  specialists,  and 
pediatric  cardiologists  are  lumped  together  with 
the  more  primary  care  oriented  practitioners  of 
the  general  specialty,  though  the  import  of  this 


limitation  is  lessened  by  the  use  of  the  same  def- 
initions for  both  the  state  of  Tennessee  and  the 
other  geographic  entities  with  which  the  state  is 
compared. 

Two  geographic  regions,  in  addition  to  the 
United  States  as  a whole,  are  used  for  purposes 
of  comparison.  The  region  covered  by  the  South- 
ern Association  of  Colleges  and  Schools  (SACS) 
includes,  in  addition  to  Tennessee,  the  states  of 
Alabama,  Florida,  Georgia,  Kentucky,  Louisi- 
ana, Mississippi,  North  Carolina,  South  Caroli- 
na, Texas,  and  Virginia.  The  South  Census  Re- 
gion of  the  U.S.  Bureau  of  the  Census  includes 
the  above  states  and  also  Arkansas,  Delaware, 
the  District  of  Columbia,  Maryland,  Oklahoma 
and  West  Virginia. 

Results 

As  Table  1 shows,  the  overall  ratio  of  physi- 
cians in  patient  care  per  100,000  in  Tennessee  is 
162.  While  10%  below  the  national  figure  of  180, 
it  is  slightly  above  the  South  Census  Region  ratio 
of  159  and  is  even  further  above  the  SACS  ratio 
of  154.  Fig.  1 demonstrates  how  the  physician 
supply  in  Tennessee  has  fared  over  time  by  plot- 
ting the  physician-population  ratio  (for  all  physi- 
cians) for  this  state  against  the  same  figures  for 
the  SACS  region,  the  South  Census  Region,  and 
the  United  States  for  the  years  between  1963  and 
1985.  The  lines  on  this  graph  are  approximately 
parallel,  with  Tennessee’s  physician-population 
ratio  being  roughly  equal  to  that  of  the  other 
southeastern  states  though  considerably  below  the 
figure  for  the  nation  as  a whole.  The  differential 
between  Tennessee  and  the  United  States,  how- 
ever, has  increased  over  time.  In  1963  there  were 
110  physicians  per  100,000  in  the  state  and  135 
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Figure  1.  Physicians  per  100,000  population  for  Tennessee,  Southern  Association  of  Colleges  and  Schools  Region,  South  Census  Region,  and 
United  States,  1963-1 985.4 


in  the  United  States  for  a difference  of  25.  In 
1985  the  corresponding  figures  were  189  in  Ten- 
nessee and  220  for  the  United  States  for  a differ- 
ence of  31. 

Fig.  2 graphically  portrays  the  comparisons  for 
particular  specialties  contained  in  Table  1.  For 
general  and  family  physicians  the  ratio  of  23  per 


100,000  in  Tennessee  is  below  the  corresponding 
figures  for  the  South  Census  Region  and  the 
SACS  region  as  well  as  below  the  national  aver- 
age of  26.  For  internists  the  ratio  of  29  internal 
medicine  physicians  per  100,000  in  Tennessee  is 
well  above  the  corresponding  figures  for  both  the 
South  Census  Region  and  the  SACS  region  but 
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Figure  2.  Primary  care  physicians  per  100,000  population:  Tennessee,  Southern  Association  of  Colleges  and  Schools  Region  South 
Census  Region,  and  United  States,  1985. 
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considerably  below  the  national  rate  of  32.  The 
ratio  of  10  pediatricians  per  100,000  in  Tennes- 
see is  below  all  three  of  the  other  geographic  re- 
gions. The  Tennessee  ratio  of  11.56  obstetrician/ 
gynecologists  is  similar  to  that  of  other  states  in 
the  region,  but  slightly  below  the  national  aver- 
age of  12.03. 

The  statistics  presented  to  this  point  consist  of 
comparisons  between  the  supply  of  physicians  in 
Tennessee  and  in  other  states  and  geographic 
areas.  These  data  provide  a basis  for  making 
judgments  about  the  relative  adequacy  of  physi- 
cian numbers  in  our  state.  They  show  how  our 
supply  of  physicians  and  of  particular  primary 
care  physicians  compares  with  that  of  other  lo- 
cations. These  data  do  not  provide  any  basis  for 
making  absolute  judgments  about  the  adequacy 
of  physician  supply,  however.  The  question  re- 
mains, “What  is  the  optimal  ratio  of  physicians 
to  population?” 

This  is,  of  course,  an  exceedingly  difficult  and 
complex  question.  The  most  sophisticated  at- 
tempt at  answering  it  was  provided  in  the  studies 
and  modeling  techniques  which  were  conducted 
in  the  preparation  of  the  GMENAC  report.  It 
was  these  estimates  that  provided  the  yardstick 
for  projecting  a conclusion  of  an  imminent  “phy- 
sician surplus.” 

Table  2 compares  current  physician-popula- 
tion ratios  in  the  state  (using  alternative  figures 
from  the  Center  for  Health  Statistics  as  well  as 
the  AMA  Physician  Masterfile  figures)  with  the 
GMENAC  estimates  of  the  optimal  physician- 
population  ratio  for  these  specialties.  It  can  be 
seen  from  these  figures  that  Tennessee  is  consid- 


erably below  the  GMENAC  estimates  of  optimal 
physician  supply  for  all  physicians  and  for  each 
of  the  primary  care  specialties  listed  except  ob- 
stetrics/gynecology. An  estimate  of  the  actual  ex- 
tent to  which  the  state  fails  to  achieve  the 
GMENAC  standards  depends  on  which  figures 
on  current  state  supply  (AMA  or  CHS)  are  used. 
The  figures  in  the  last  column  indicate  that  Ten- 
nessee currently  has  only  about  68%  of  the  fam- 
ily physicians  and  85%  of  the  general  pediatri- 
cians it  needs  according  to  the  GMENAC 
standards.  The  estimates  for  general  internal 
medicine  are  more  difficult  to  specify  because  of 
variations  in  defining  and  counting  internists  in 
the  different  databases.  The  definition  used  by 
the  Center  for  Health  Statistics  comes  closest  to 
that  used  by  the  GMENAC  report,  and  use  of 
these  figures  suggests  that  the  state  has  only  about 
72%  of  the  general  internists  needed  according 
to  the  GMENAC  standards.  These  figures  also 
indicate  that  the  state  has  attained  sufficient  phy- 
sician supply  according  to  the  GMENAC  stand- 
ards in  obstetrics/gynecology. 

Discussion  and  Conclusions 

According  to  the  standards  that  have  been 
widely  used  to  pronounce  a condition  of  “physi- 
cian oversupply”  in  the  United  States,  Tennessee 
is  still  in  a condition  of  physician  shortage.  Both 
with  respect  to  all  physicians,  regardless  of  spe- 
cialty, and  with  respect  to  most  of  the  primary 
care  disciplines  identified  in  this  report,  Tennes- 
see is  in  a different  situation  of  physician  supply 
from  much  of  the  rest  of  the  nation.  This  condi- 
tion is  not  unique  to  our  state  but  is  characteris- 


TABLE  2 

COMPARISON  OF  CURRENT  TENNESSEE  PHYSICIAN  SUPPLY  WITH  GMENAC 
ESTIMATED  REQUIREMENTS  FOR  1990:  PHYSICIANS  PER  100,000  POPULATION 


Physicians  in  Tennessee 


AMA  Physician 

TN  Center  for 

GMENAC  Requirements  19903 

Supply  as  % 

Masterfile 

Health  Statistics 

Point 

Range 

of  Requirement 

1985 

1987 

Estimate 

Estimate 

(B/C) 

All  Physicians 

162.3 

152.5 

191.4 

181.3-201.5 

(79.7%) 

General  and  Family  Practice 

23.2 

23.4 

34.5 

33.3-35.7 

(67.8%) 

General  Internal  Medicine 

28.5* 

20.7 

28.8 

26.7-30.8 

(71 .9%) 

General  Pediatrics 

10.4* 

10.5 

12.4 

11.9-12.9 

(84.7%) 

Obstetrics/Gynecology 

11.6 

10.1 

9.9 

9.5-10.3 

(102.0%) 

*AMA  data  include  some  subspecialties  in  internal  medicine  and  pediatrics. 
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tic  of  many  other  states  in  the  South  and  in  other 
predominantly  rural  regions.  Although  the  focus 
of  this  report  has  been  on  Tennessee,  similar 
conclusions  would  be  reached  if  the  focus  were 
on  other  states  outside  of  the  northern  and  west- 
ern urban  centers. 

Much  of  the  discussion  of  public  policy  that 
has  followed  the  GMENAC  report  has  oversim- 
plified its  conclusions.  While  the  report  did  pre- 
dict a general  oversupply  of  physicians  in  the  na- 
tion, it  also  carefully  noted  that  this  condition  was 
far  from  universal  and  that  certain  regions — as 
well  as  rural  areas  in  all  regions  of  the  country — 
would  continue  to  suffer  from  an  undersupply  of 
physicians.  The  report  also  stressed  that,  to  the 
extent  that  there  was  an  imminent  physician  ov- 


ersupply, this  condition  tended  to  be  concentrat- 
ed in  certain  highly  subspecialized  disciplines 
more  than  in  the  primary  care  specialties. 

Since  perceptions  of  either  a surplus  or  a 
shortage  of  physicians  have  been  demonstrated 
to  have  important  public  policy  implications  in 
recent  history,  it  is  crucial  that  policymakers  be 
kept  aware  that  there  are  major  geographic  dif- 
ferences in  the  degree  to  which  citizens  enjoy  ad- 
equate access  to  physicians.  r ^ 
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Listeria  Monocytogenes  Endocarditis 


ROGER  T.  JACKSON,  M.D.  and  WILLIAM  M.  CLARK,  M.D. 


Infections  with  Listeria  monocytogenes  have 
been  infrequent  and  sporadic,  usually  occurring 
in  immunocompromised  patients.  Recently, 
widespread  dairy  contamination  epidemics  have 
focused  attention  on  this  unusual  pathogen.1-2 
Large  numbers  of  persons  have  been  infected  due 
to  Listeria  contaminated  cheese  and  milk,  and 
pregnant  women  have  developed  Listeria  menin- 
gitis in  these  recent  epidemics. 

Endocarditis  due  to  this  organism  is  rare,  and 
allows  an  opportunity  to  compare  bactericidal  ef- 
fectiveness of  antibiotics,  since  bacteriostatic 
agents  often  fail  to  eradicate  endocarditis.  We 
report  a recent  case  of  Listeria  endocarditis  and 
meningitis  in  a cirrhotic  patient,  and  discuss  the 
various  bactericidal  agents  available  to  treat  this 
infection. 

Case  Report 

A 52-year-old  white  man  with  a seven-year  history  of  cir- 
rhosis had  status  epilepticus,  left  hemiparesis,  and  high  fever 
after  a two-week  febrile  illness  at  home.  After  control  of  sei- 
zures with  diphenylhydantoin  and  diazepam,  the  high  fever 
continued,  and  a CT  scan  of  the  head  was  normal.  The  pa- 
tient was  acutely  ill,  with  a rigid  neck  and  confusion.  He  had 
a grade  3/6  systolic  murmur,  and  questionable  diastolic  mur- 
mur. No  petechiae  were  present  and  the  spleen  was  not  pal- 
pable. Lumbar  puncture  revealed  140  cells  with  60%  lympho- 
cytes, and  a glucose  of  40  mg/dl  and  protein  of  150  mg/dl. 
The  WBC  count  was  8,000/cu  mm  with  a left  shift,  and  he- 
matocrit of  33%. 

The  patient  was  initially  treated  as  presumed  pneumococ- 
cal meningitis,  but  on  the  third  hospital  day,  two  blood  cul- 
tures and  spinal  fluid  culture  showed  growth  of  Gram-posi- 
tive rods,  identified  on  the  fourth  day  as  Listeria 
monocytogenes.  An  echocardiogram  on  the  third  day  con- 
firmed aortic  insufficiency  and  mitral  insufficiency  with  a large 
vegetation  present  on  the  mitral  valve.  The  murmur  of  aortic 
insufficiency  was  now  clearly  heard  as  a grade  2 diastolic 
murmur. 

Ampicillin  therapy  was  started,  12  gm  daily,  along  with 
gentamicin  160  mg  daily.  On  this  regimen  he  defervesced  and 
by  the  fifth  day  had  improved  clinically  with  complete  reso- 
lution of  the  left  hemiparesis.  There  was  no  overt  congestive 
heart  failure,  and  a repeat  echocardiogram  during  the  second 
week  showed  no  further  valvular  deterioration  despite  the 
continued  presence  of  the  large  mitral  vegetation. 


Reprint  requests  to  2300’ 21st  Ave.  South,  Nashville,  TN  37212 
(Dr.  Jackson). 


While  the  patient  was  receiving  ampicillin,  2 gm  IV  every 
four  hours,  and  gentamicin,  80  mg  IV  every  12  hours,  serum 
inhibitory  and  cidal  titers  were  drawn.  The  trough  serum  in- 
hibitory titer  was  1:16  and  peak  serum  inhibitory  titer  was 
1:32.  The  trough  and  peak  serum  bactericidal  titers  were  1:8 
and  1:16  dilutions  respectively. 

In  the  second  week  of  treatment  a diffuse  fine  rash  devel- 
oped, thought  due  to  an  allergic  reaction  to  ampicillin.  Alter- 
nate antibiotic  sensitivity  testing  was  performed  on  the  Lis- 
teria isolate.  The  ampicillin  and  gentamicin  were  continued 
and  the  rash  disappeared  over  the  next  two  days.  Results  of 
this  in-vitro  sensitivity  testing  are  reported  (Table  1). 

Intravenous  ampicillin  and  gentamicin  were  continued  for 
one  month  and  then  oral  ampicillin  was  continued  one  month 
after  discharge.  The  infection  was  cured,  and  at  nine  months 
after  treatment  there  has  been  no  recurrence  of  infection  or 
increasing  cardiac  decompensation. 

Discussion 

Endocarditis  with  Listeria  monocytogenes  is 
rare,  only  21  cases  having  previously  been  re- 
ported in  the  literature.3-4 

Listeria  infections  have  been  unusual  in  the 
United  States,  usually  occurring  in  immunosup- 
pressed  patients.5  The  recent  widespread  dairy 
contamination  outbreaks,  often  with  serious  out- 
come and  death  in  pregnant  women  and  neo- 
nates, have  directed  attention  at  this  unusual  or- 
ganism. 

Septicemia  and  meningitis  can  frequently  be 
managed  with  bacteriostatic  antibiotics,  but  en- 
docarditis usually  demands  a bactericidal  agent 
for  cure.  This  case  offers  an  opportunity  for  study 
of  bactericidal  antibiotic  sensitivity  of  Listeria. 

Ampicillin  is  the  antibiotic  of  choice  in  Liste- 
ria infections,  including  meningitis  and  endocar- 
ditis. A combination  of  ampicillin  and  an  ami- 
noglycoside is  usually  preferred. 

The  development  of  what  appeared  to  be  an 
allergic  skin  reaction  in  this  case  prompted  fur- 
ther sensitivity  testing.  In  a patient  with  endocar- 
ditis and  meningitis  an  alternative  bactericidal 
antibiotic  other  than  ampicillin  was  needed.  In 
addition,  aminoglycosides  cross  the  blood-brain 
barrier  poorly.  Based  on  our  in-vitro  studies, 
vancomycin  would  be  the  drug  of  choice  in  a 
penicillin-allergic  patient  (with  meningitis  and 
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endocarditis)  due  to  Listeria,  probably  combined 
with  an  aminoglycoside. 

Other  antibiotics  active  against  Listeria  (Table 
1),  such  as  erythromycin,  tetracycline,  and  chlor- 


TABLE  1 


SENSITIVITY  STUDIES  OF  LISTERIA  MONOCYTOGENES 
ISOLATE 


Ampicillin 

MIC  = 0.5* 
MBC  = 1.0* 

Cephalothin 

MIC  = 2.0 
MBC  = 8.0 

Penicillin  G 

MIC  = 0.25 
MBC  = 2.0 

Cefoxitin 

MIC  = 32 
MBC  = 64 

Gentamicin 

MIC  = 0.5 
MBC  = 0.5 

Cefamandole 

MIC  = 4 
MBC =16 

Tobramycin 

MIC  = 0.5 
MBC  = 1 .0 

Chloramphenicol 

MIC  = 4 
MBC  = >64 

Vancomycin 

MIC  = 1.0 
MBC  = 1.0 

Clindamycin 

MIC  = 2 
MBC  = >16 

Amikacin 

MIC  = 2.0 
MBC  = 4.0 

Tetracycline 

MIC  = 1 .0 
MBC  = >16 

Imipenam 

MIC  = 0.098 
MBC  = 3.13 

Erythromycin 

MIC  = 0.25 
MBC  = 16 

'MIC  = minimum  inhibitory  concentration. 
WlBC  = minimum  bactericidal  concentration. 


amphenicol,  are  bacteriostatic  and  would  proba- 
bly fail  in  treating  endocarditis.  Although  we  did 
not  test  trimethoprim-sulfa,  it  is  occasionally  used 
in  treating  Listeria  infections,  including  meningi- 
tis, but  this  combination  again  would  be  bacte- 
riostatic and  probably  ineffective  in  endocarditis. 

Meningitis  is  frequently  treated  with  the  new- 
er third  generation  cephalosporins.  Although  the 
usual  organisms  are  sensitive  to  these  new  agents, 
Listeria  is  not,  and  a penicillin  must  also  be  used 
in  meningitis,  particularly  neonatal  meningitis. 
Imipenam  exhibits  good  in-vitro  activity  but 
would  not  be  recommended  when  Listeria  is  a 
possibility.2  r S 

Ackno  wledgm  en  t: 

Thanks  to  Jane  Griffin,  ASCP,  for  her  laboratory  assist- 
ance. 
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||  HELP  FOR  IMPAIRED  PHYSICIANS 

u Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
k]  ing  from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
H not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
k]  in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
rj  is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
IN  associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

U HELP  US  TO  HELP 

kj  Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
rg  collect.  Phone  service  available  around  the  clock. 
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Special  Communication 


Professional  Liability — An  Open  Letter 


November  5,  1987 


Dear  Colleagues, 

It  is  with  a tremendous  degree  of  sadness  that  I 
inform  you  that  it  is  my  intention  of  giving  up  obstet- 
rics, a field  to  which  I have  dedicated  my  professional 
life  for  the  last  15  years.  This  action  is  not  due  to  my 
having  been  incapacitated,  or  my  having  lost  interest 
in  obstetrics,  but  it  is  due  solely  to  the  present  mal- 
practice situation  in  the  United  States.  It  has  become 
no  longer  cost  effective  for  me  to  provide  this  service. 
I am  not  talking  just  about  the  professional  liability 
cost,  which  for  me  this  year  will  be  between  $400  and 
$500  per  obstetric  patient  delivered,  but  also  about  the 
mental,  physical,  and  social  cost  it  is  to  both  myself 
and  my  “co-defendants,”  my  wife  and  children. 

The  present  system  is  neither  fair  nor  just.  There  is 
no  way  one  small  group  of  people  representing  less 
than  one  tenth  of  one  percent  of  the  population,  the 
obstetrician,  can — or  should — put  away  enough  mon- 
ey in  the  form  of  professional  liability  insurance  pre- 
miums to  protect  100%  of  the  population  from  so-called 
birth  injuries.  If  society  wants  100%  protection,  soci- 
ety as  a whole  must  contribute  in  the  form  of  taxes  to 
funds  from  which  money  can  be  withdrawn  when  in- 
dicated. 

As  you  very  well  know,  most  of  these  so-called  birth 
injuries  really  represent  a constellation  of  pre-labor  in- 
juries involving  various  genetic,  environmental  (toxic), 
nutritional  or  lack  of  nutrition,  and  infectious  process- 
es over  which  we  have  no  more  control  than  we  do 
over  the  weather. 

After  being  personally  sued  twice  in  my  15  years 
since  becoming  a physician,  I can  honestly  say  that  I 
would  never  have  become  a physician  had  I known 
how  traumatic  these  experiences  would  be  to  myself 
and  my  family.  To  those  of  you  who  are  fortunate  not 
to  have  been  sued  yet — I can  only  say  beware,  and 
count  your  blessings.  You  can  be  sued  at  any  time  in 
the  next  18  to  19  years  for  the  delivery  you  did  yester- 
day. Will  you  be  able  to  afford  the  malpractice  pre- 
mium then?  Will  malpractice  insurance  be  available 
then?  Getting  sued  is  a terrible  life-threatening  expe- 
rience. It  isn’t  like  getting  an  infectious  disease  from 
which  over  time  one  generally  recovers  completely.  It 


is  much  more  like  having  to  undergo  a heart  trans- 
plant, kidney  transplant  or  a positive  diagnosis  of 
AIDS.  It  is  knowing  you  will  never  ever  be  as  healthy 
and  strong  as  you  once  were  because  part  of  you  has 
been  chipped  away  and  destroyed.  You  will  never  be 
as  complete  after  being  sued  as  you  were  before! 

After  having  been  asked  to  review  several  major 
suits  against  obstetricians  in  East  Tennessee  at  the  re- 
quest of  our  own  professional  liability  insurance  com- 
pany in  which  there  is  no  doubt  but  the  infant  is  a 
damaged  infant — I can  only  say,  there  but  for  the  grace 
of  God,  go  I.  It  is  so  easy  to  be  a Monday  morning 
quarterback!  It  is  so  easy  for  an  academician  to  leave 
the  ivory  tower,  or  even  for  a local  M.D.,  imperfect 
though  he  is,  but  with  the  advantage  of  after-the-fact 
knowledge,  to  criticize  the  care  given  in  the  heat  of 
the  battle  by  a very  dedicated  professional.  As  we  know 
there  are  unfortunately  physicians  in  America  who 
should  put  M.P.  for  Medical  Prostitute  after  their  name 
instead  of  M.D.  as  they  will  say  whatever  anyone  pays 
them  to  say. 

We  have  been  trained  to  do  all  we  can  for  our  pa- 
tients and  to  protect  them.  We  are  not  trained  to  pro- 
tect ourselves.  We  don’t  know  how  to  protect  our- 
selves. In  the  past  we  thought  that  society  would 
protect  us  because  we  had  as  our  goal  the  protection 
of  society  by  using  our  medical  knowledge  and  skills. 
This  is  not  the  real  world  today.  We  as  obstetricians 
are  now  being  attacked  by  society  because  we  don’t 
(or  can’t)  deliver  perfect  babies  to  imperfect  mothers. 

It  is  my  belief  that  this  “National  Standard  of  Care” 
which,  if  we  adhere  to  (subscribe  to)  and  follow,  should 
nearly  always  provide  our  patients  with  a picture-per- 
fect infant  every  time  is  a bunch  of  garbage  that  we 
have  been  spoon  fed  by  attorneys  and  non-practicing 
academicians.  I am  not  perfect.  My  patients  are  not 
perfect.  Our  environment  is  not  perfect.  The  poisons 
in  cigarettes,  cocaine,  marijuana  and  heaven  knows 
what  other  drugs  our  patients  may  ingest  and  the  in- 
fectious organisms  attacking  the  materno-fetal  unit 
cannot  help  an  unborn  to  be  more  perfect.  But  when 
less  than  perfect  results  occur,  we  are  the  ones  who 
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are  sued  and  have  to  endure  the  years  of  agony  from 
trying  to  help  our  fellow  man  in  the  first  place. 

I remember  from  reading  about  the  signers  of  the 
Declaration  of  Independence  that  Benjamin  Franklin 
is  alleged  to  have  said  to  the  other  brave  patriots 
present  when  they  risked  life  itself  by  signing  their 
name  to  the  document,  “Gentlemen  we  must  all  hang 
together,  or  assuredly  we  shall  all  hang  separately.” 
That  is  exactly  what  is  happening  in  obstetrics.  We  are 
presently  hanging  separately  as  regards  this  present 
malpractice  situation  as  we  quit  one  at  a time.  Each 
one  of  us  is  seeing  our  malpractice  insurance  premi- 
ums increase  to  astronomical  levels  although  the  ob- 
stetric care  we  give  in  America  has  never  been  high- 
er. We  see  the  number  of  suits  escalate  and  the  dollars 
lost  in  the  millions;  the  trauma  inflicted  on  our  spouse, 
marriage,  and  children  increases  and  we  continue  to 
sit  on  our  butts  and  accept  the  status  as  being  “nor- 
mal” or  acceptable!  No,  I don’t!  I have  had  too  much! 
I cannot  stand  it  anymore!  I have  written  my  repre- 
sentative and  two  Tennessee  governors  about  this  in- 
tolerable malpractice  environment  without  interest  or 
understanding.  The  laws  won’t  get  changed  until  so- 
ciety demands  that  they  be  changed,  as  the  present 
system  benefits  the  legislature  members  since  they  are 
mainly  attorneys  and  as  such  benefit  by  the  present 
system. 

It  is  my  belief  that  the  standard  of  care  we  should 
be  expected  to  adhere  to  is  that  standard  expected  of 
all  professionals — which  is  to  do  the  best  we  can!  That 
standard  does  not  guarantee  a perfect  product,  only 
that  we  do  the  best  we  can  at  the  time  with  what  we 
have  to  work  with.  Is  a lawyer  expected  to  win  100% 
of  his  cases?  Of  course  not,  but  isn’t  that  his  goal?  Are 
professional  ball  players  expected  to  hit  home  runs 
every  time  at  bat  or  score  touchdowns  every  time  they 
carry  the  ball?  Of  course  not,  but  isn’t  that  their  goal 
or  standard?  I certainly  don’t  remember  the  profes- 
sional athlete  getting  sued  for  malpractice.  That  may 
be  a future  field  for  attorneys  to  consider. 

It  is  my  intention  of  not  accepting  new  patients  if 
they  are  due  after  May  1988,  which  is  when  my  pres- 
ent insurance  policy  expires,  unless  the  laws  are 
changed  to  remove  my  neck  from  the  malpractice 
noose.  The  way  things  are  now  I could  lose  everything 
I’ve  earned  up  to  now  and  even  in  the  future  with  just 


one  successful  malpractice  suit.  This  is  in  my  view  a 
completely  unreasonable  and  intolerable  situation. 

I will  continue  to  practice  obstetrics  in  the  future 
only  when  the  law  protects  me  by  saying  I have  to 
render  the  care  expected  of  every  professional  in  every 
field  of  endeavor,  be  it  the  professional  President  of 
the  United  States  or  the  professional  street  sweeper — 
which  is  to  do  the  best  I can  with  what  I have  to  work 
with,  with  my  knowledge  and  experience  at  the  time. 
In  short  the  Golden  Rule,  do  unto  others  as  you  would 
have  them  do  unto  you.  This  standard  is  different  than 
the  “National  Medical  Standard”  that  we  have  al- 
lowed ourselves  to  be  talked  into  and  led  to  believe 
that  if  we  do  such  and  such  at  such  and  such  time,  a 
perfect  outcome  will  result. 

It  is  not  my  purpose  in  this  communication  to  tell 
you  how  to  practice  medicine.  It  is  my  belief  that  you 
may  not  agree  at  the  present  time  with  what  I have 
written  today,  but  that  at  some  time  you  too  will  reach 
your  limit  and  say  “no  more.”  When  enough  of  us 
believe  that  and  inform  our  patients  and  our  legisla- 
tures that  we  cannot  practice  under  the  present  sys- 
tem, the  laws  will  be  changed.  As  Benjamin  Franklin 
said  211  years  ago,  Gentlemen,  we  must  hang  together 
or  we  will  surely  hang  individually. 

I thank  you  for  your  time. 

Sincerely, 


Richard  O.  Manning,  M.D. 
2001  Laurel  Ave.,  Suite  105 
Knoxville,  TN  37916 


P.S.  My  wife  helped  make  the  decision  to  stop  ob- 
stetrics easier  when  she  pointed  out  the  fact  that  she, 
with  a Master’s  Degree  in  Education,  had  to  teach 
school  (as  a substitute  teacher)  for  over  two  weeks  in 
order  to  make  the  equivalent  amount  of  money  I had 
to  pay  for  professional  liability  for  each  obstetric  pa- 
tient for  just  this  one  year  of  protection.  Knowing  that 
I must  buy  insurance  for  at  least  the  next  18  years  to 
protect  me  from  past  deliveries,  the  true  cost  is  astro- 
nomical and  intolerable. 
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Medical  Grand  Rounds 


Update  on  Ulcer  Disease 

JOYCE  F.  BREMER,  M.D. 


MICHAEL  DRAGUTSKY,  M.D. 

(Fellow  in  Gastroenterology) 

The  case  for  discussion  today  is  a 32-year-old  white  man 
who  came  to  G.I.  Clinic  with  a one-month  history  of  an  in- 
termittent burning,  aching,  abdominal  pain,  located  in  the 
epigastrium  without  radiation,  which  occurs  predominantly  at 
night,  waking  him  up  at  2:00  in  the  morning,  and  is  relieved 
by  milk,  Rolaids,  or  Turns.  He  has  occasionally  had  this  dis- 
comfort during  the  day,  usually  if  he  skips  a meal;  it  is  re- 
lieved by  eating  of  food  or  antacids.  He  denies  any  weight 
loss,  melena,  hematochezia,  nausea,  or  vomiting.  His  only 
medication  is  an  occasional  aspirin  for  a headache.  Past  med- 
ical history  is  unremarkable  except  that  he  does  smoke  ap- 
proximately one  pack  of  cigarettes  per  day,  which  he  has  been 
doing  for  15  years.  He  has  an  occasional  beer  on  the  week- 
ends. His  father  also  had  ulcer  disease.  Physical  examination 
was  unremarkable  except  for  minimal  tenderness  on  deep 
palpation  in  the  epigastrium  without  rebound,  masses,  or 
organomegaly;  rectal  examination  revealed  no  masses  and  a 
brown,  heme-negative  stool.  Endoscopy  revealed  a normal 
esophagus  and  stomach,  but  a 7-mm  ulceration  in  the  duo- 
denal bulb.  Treated  with  cimetidine  (Tagamet)  400  mg  with 
breakfast  and  at  bedtime  along  with  antacids  as  needed,  the 
patient  is  symptomatically  improved. 

JOYCE  F.  BREMER,  M.D. 

(Professor  of  Medicine) 

Over  the  past  10  to  15  years,  there  has  been  a 
dramatic  change  in  both  our  understanding  of  ul- 
cer disease  and  its  treatment,  so  I would  like  to 
bring  you  up  to  date  on  some  of  the  more  recent 
findings  in  ulcers  and  hope  that  you  will  under- 
stand a little  bit  about  where  we  are  going  in  our 
study  of  ulcer  disease.  But  first  a few  basic  facts 
on  ulcer  disease.  About  10%  of  the  population 
of  Western  civilization,  one  out  of  every  ten  peo- 
ple, will  have  an  ulcer  at  some  time  in  their  life, 
either  gastric  or  duodenal.  Though  these  changes 
depend  on  the  geographies,  in  Western  societies, 
especially  the  United  States,  these  are  the  num- 
bers we  see.  In  1978  there  were  300,000  patients 
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admitted  to  hospitals  in  the  United  States  with  a 
diagnosis  of  ulcer  disease;  of  these,  6,000  died. 
Fifteen  thousand  of  them  had  perforations,  89,000 
a major  hemorrhage  requiring  blood  tranfusion, 
and  85,000  underwent  some  sort  of  surgical  ther- 
apy.1 

Over  the  past  century  the  spectrum  of  ulcer 
disease  has  changed  dramatically.  Back  in  the 
19th  century,  ulcer  disease  occurred  most  com- 
monly in  young  women  of  low  social  class  in  their 
teens  and  20s.  Sudden  abdominal  pain,  abdomi- 
nal rigidity,  and  fever  were  followed  by  death 
within  24  to  48  hours.  At  autopsy,  these  patients 
would  have  died  of  a perforated  gastric  ulcer,2 
which  was  very  common  in  that  time.  In  the  ear- 
ly part  of  the  1900s  around  the  second  or  third 
decade,  duodenal  ulcers  began  increasing  in  fre- 
quency, and  began  to  be  more  common  than  gas- 
tric ulcers,  and  the  incidence  in  women  dropped, 
and  increased  in  men  (Fig.  I).3 

Over  the  past  few  decades,  the  average  age  of 
a patient  with  ulcer  disease  has  increased  until 
presently  it  seems  to  be  most  frequent  in  the  el- 
derly (Fig.  2).  The  incidence  of  ulcer  disease  in 
general  has  also  dropped  over  the  past  several 
years,  leading  some  investigators  to  consider  the 
possibility  of  a cohort  phenomenon.  They  spec- 
ulate that  individuals  born  around  the  turn  of  the 
century  had  some  type  of  environmental  expo- 
sure that  made  them  more  susceptible  to  ulcer 
disease  than  people  born  at  other  times.  In  the 
1950s,  say,  patients  who  were  50  years  old  had 
the  highest  incidence  of  ulcers,  then  in  the  1960s 
the  60-year-olds  did,  and  so  on,  until  now  in  the 
1980s  people  born  around  1900  are  dying  out,  so 
that  we  see  the  incidence  of  ulcer  disease  drop- 
ping.1 

Not  only  is  the  incidence  of  duodenal  ulcer 
disease  decreasing,  but  so  is  the  number  of  hos- 
pitalizations, though  for  gastric  ulcer  both  the  in- 
cidence and  the  hospitalizaton  rate  have  re- 
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mained  relatively  constant  through  the  years  (Fig. 
3). 4 In  addition,  we  also  have  a decrease  in  the 
death  rate  from  ulcer  disease.  Cimetidine  was  in- 
troduced in  1977,  but  the  decline  in  the  death 
rate  preceded  the  use  of  H2  blockers,  so  we  can- 
not attribute  this  decrease  to  the  change  in  our 
treatment  of  ulcer  disease. 

To  what  then  can  we  attribute  it?  Well,  it  may 
be  the  cohort  phenomenon  that  I mentioned  pre- 
viously. It  also  could  be  the  change  in  our  prac- 
tices for  diagnosing  ulcer  disease.  With  fiberoptic 
endoscopes  we  are  able  to  make  a more  precise 
diagnosis,  and  this  may  reflect  some  of  the  dif- 
ferences that  we  see  in  the  death  rate  and  hos- 
pitalization. To  those  who  study  the  epidemiolo- 
gy of  peptic  ulcer  disease,  the  reasons  for 
differences  in  social  class,  age,  and  geographies 
as  they  relate  to  ulcer  disease  are  still  completely 
unknown. 

As  we  learn  more  about  ulcer  disease,  we  be- 
gin to  realize  that  probably  the  term  peptic  ulcer 
disease  is  a misnomer;  we  should  be  calling  it 
peptic  ulcer  diseases  because  there  are  many 
biologic  factors  and  many  pathophysiologic  and 
immunologic  abnormalities  that  make  patients 
susceptible  to  gastric  or  duodenal  ulceration. 
There  seems  to  be  a herterogeneity  of  diseases 
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Figure  1.  Demographical  changes  in  morphology  and  sex-distribution 
of  peptic  ulcer  in  Western  countries  until  1950  (from  Bonnevie3). 


Figure  2.  Annual  age-  and  sex-specific  incidence  rates  of  duodenal 
ulcer  and  gastric  ulcer  in  Copenhagen  County  1963-1968  (from 
Bonnevie3). 


with  the  same  physical  manifestations  in  com- 
mon— a hole  in  the  mucosa  of  the  stomach  or 
the  duodenum  (Table  1).  We  know  that  many 
different  genetic  syndromes  are  manifested  by 
ulcer  disease.  In  both  MEN  1 and  Zollinger-El- 
lison  syndrome  ulcer  disease  is  due  to  a gastrin- 
producing  pancreatic  tumor  causing  an  excess  of 
acid  output.  Systemic  mastocytosis  also  has  ul- 
cers, but  the  etiology  here  is  the  excess  of  hista- 
mine causing  the  acid  output.  Ulcer-tremor-nys- 
tagmus  is  a recently  described  genetic  syndrome 
in  which  the  etiology  for  ulcer  is  unknown,  but 
is  associated  with  some  neurologic  abnormalities. 

There  is  ethnic  variability  in  patients  who  have 
ulcer  disease.  Ulcers  in  Europe  tend  to  be  duo- 
denal, whereas  on  the  other  hand,  in  Japan  gas- 
tric ulcer  is  much  more  frequent.  Complications 
of  the  disease  also  vary  with  geographic  location. 
In  Africa  and  India,  stenosis  is  much  more  com- 
mon than  in  other  countries,  whereas  in  Europe 
the  most  common  complication  is  hemorrhage. 
In  addition,  there  is  a familial  site-specific  ulcer 
relationship;  duodenal  ulcer  runs  in  certain  fam- 
ilies, and  gastric  ulcers  in  others.  The  age  of  on- 
set also  indicates  a different  type  of  disease  pro- 
cess. Ulcers  early  in  life  tend  to  cause  different 
complications  and  run  a different  course  than 
those  occurring  later  in  life.  Duodenal  ulcer  is 
associated  with  blood  group  O whereas  gastric 
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YEAR  YEAR 

Figure  3.  Annual  rates  of  physician  visits  for  gastric  and  duodenal 
ulcer  per  100,000  male  or  female  United  States  population  (from 
Sonnenberg4). 


ulcer  is  not.  Some  patients  with  duodenal  ulcers 
have  an  increase  in  the  serum  pepsinogen  1,  and 
many  of  them  may  have  increased  acid  output, 
whereas  patients  with  gastric  ulcers  do  not.  Some 
patients  with  duodenal  ulcers,  however,  have 
normal  acid  output  and  normal  serum  pepsino- 
gen. Hyperfunction  of  antral  G cells  has  been 
shown  to  cause  ulcers  in  some  patients.5 

We  divide  our  studies  of  the  pathophysiology 
of  ulcers  into  two  areas,  reflecting  the  excess  in 
the  aggressive  factors,  i.e.,  an  increase  in  acid  or 


pepsin,  or  a decrease  in  the  defensive  factors,  i.e., 
the  mucus  and  the  bicarbonate  production  that 
protect  the  stomach  and  the  duodenal  mucosa 
from  the  continual  bombardment  of  acids.  First, 
let’s  look  at  the  aggressive  factors.  As  you  know, 
acid  is  produced  by  the  parietal  cell,  and  the 
stimulus  for  its  production  is  by  stimulation  of 
one  of  three  receptors  located  on  the  parietal  cell; 
these  receptors  are  for  acetylcholine,  which  is 
usually  released  from  the  vagus  nerve,  for  hista- 
mine, which  is  released  by  the  mast  cells,  and 
gastrin,  which  is  released  from  the  antrum  and 
the  intestine  (Fig.  4).  Stimulation  of  any  one  of 
these  receptors  will  cause  the  parietal  cell  to  in- 
crease its  production  of  acid,  and  any  excess  can 
cause  a hypersecretion  of  acid,  such  as  is  seen  in 
systemic  mastocytosis  and  the  Zollinger-Ellison 
syndrome. 

Several  other  pathophysiologic  abnormalities 
have  been  associated  with  increased  acid  produc- 
tion and  an  increased  susceptibility  of  ulcer  dis- 
ease. One  is  an  increase  in  parietal  and  chief  cell 
mass,  which  is  reflected  by  an  increased  peak  acid 
output;  these  patients  also  have  an  increased  ser- 
um pepsinogen  1 level.  This  abnormality  seems 
to  be  inherited  as  an  autosomal  dominant.  Other 
patients  may  have  an  increase  in  the  basal  secre- 
tory drive,  though  their  ratio  of  peak  to  basal 


TABLE  1 

CRITERIA  FOR  SHOWING  HETEROGENEITY  IN  A COMMON  DISEASE,  PEPTIC  ULCER* 


Criteria 

Rare  genetic  syndromes  with  peptic  ulcer 
Ethnic  variability 


Clinical  genetic  studies 
Clinical  evidence 

Herterogeneity  of  association  with  genetic 
polymorphisms 
Physiologic  differences 


Genetic  studies  using  physiologic 

abnormalities  as  subclinical  markers 


'From  Grossman.5 


Example 

Multiple  endocrine  adenomatosis  I and  Zollinger-Ellison  syndrome,  systemic  mastocytosis, 
ulcer-tremor-nystagmus 

Ulcer  incidence  and  site:  Duodenal  ulcer  more  frequent  in  Europe;  gastic  ulcer  more  frequent 
in  Japan 

Complications:  Stenosis  common  in  duodenal  ulcer  in  Africa  and  India;  hemorrhage 
commonest  in  Europe 

Ulcer  site:  Increased  familial  risk  is  site  specific,  that  is,  gastric  or  duodenal  ulcers  run  in 
families  or  twin  pairs 

Age  of  onset:  Childhood  versus  adult  duodenal  ulcers.  Early  and  late  onset  of  duodenal  ulcer 
show  different  complications 

Blood  group  O associated  with  duodenal  ulcer  and  not  with  gastric  ulcer  of  the  body  of  the 
stomach 

Gastric  versus  duodenal  ulcers:  Acid  secretion  and  serum  pepsinogen  I greater  in  duodenal 
than  gastric  ulcer 

Within  duodenal  ulcer:  Acid  hypersecretors  and  normosecretors.  Hyperpepsinogenemic  I and 
normopepsinogenemic  I.  Increased  and  normal  gastrin  response.  Increased  and  normal 
rate  of  gastric  emptying 

Combined  gastric  and  duodenal  ulcers:  positive  gastrin-gastric  acid  correlation 

Hyperpepsinogenemic  I duodenal  ulcer  versus  normopepsinogemic  I duodenal  ulcer 

Rapid  empyting  duodenal  ulcer 

Antral  G cell  hyperfunction 
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output  is  normal;  this  is  usually  found  in  patients 
without  an  excess  of  the  total  acid  production, 
such  as  in  Zollinger-Ellison  syndrome,  the  re- 
tained antrum,  or  antral  G cell  hyperfunction. 
Other  patients  have  a normal  basal  acid  output, 
but  an  abnormal  response  to  food  stimulation, 
possibly  due  to  a decreased  inhibition  of  acid  by 
gastrin  release.  Normally,  gastrin  has  a negative 
feedback  mechanism  so  that  gastrin  is  suppressed 
as  acid  is  released;  in  some  patients  this  feedback 
mechanism  is  nonfunctional.  Also,  they  can  have 
an  increased  sensitivity  of  the  parietal  cell  to  gas- 
trin, and  possibly  to  histamine.  Though  gastrin  is 
released  in  normal  amounts,  the  parietal  cell  is 
stimulated  to  a greater  degree  than  normal.6 

Some  patients  have  been  shown  to  have  an  in- 
crease in  nocturnal  secretion  of  acid.  Food  buff- 
ers the  acid  that  is  produced  normally  in  the 
stomach  during  the  day,  yet  at  night  there  is  a 
higher  concentration  of  acid  continually  bom- 
barding the  mucosa.  This  has  led  some  investi- 
gators to  test  treatment  of  ulcers  with  a noctur- 
nal dose  of  an  acid-suppressing  agent,  which 
seems  to  be  as  successful  in  healing  ulcers  as  day- 
time medication.7  Other  patients  have  been 
shown  to  have  rapid  gastric  emptying  in  associa- 
tion with  duodenal  ulcers,1  and  it  is  thought  that 
these  people  get  ulcer  disease  because  acid  is 
emptied  into  the  duodenum  faster  than  the  pan- 
creatic and  biliary  secretions  can  neutralize  it. 

Next,  let’s  look  at  abnormalities  in  the  de- 
fense. Since  frog  legs  will  completely  dissolve  in 
normal  gastric  secretions  within  a matter  of  days, 
the  importance  of  our  gastrointestinal  defense 
mechanisms  is  readily  apparent.  Our  first  line  of 
defense  is  our  gastrointestinal  mucus  production 
(Fig.  5);  this  mucus  is  a glycoprotein  in  a water 
matrix,  which  essentially  serves  as  an  unstirred 
layer  that  captures  acid  diffusing  from  the  lumen 
through  the  mucus,  in  addition  to  the  bicarbon- 
ate that  diffuses  from  the  epithelial  layer  up 
through  the  mucus  gel.  Some  patients  with  ulcer 
disease  have  been  shown  to  have  an  abnormal 
production  of  mucus — an  abnormal  concentra- 
tion of  glycoproteins  that  makes  the  mucus 
weaker.6  Anything  that  will  decrease  mucus  pro- 
duction will  also  increase  the  susceptibility  to  ul- 
ceration. 

The  second  line  of  defense  is  the  bicarbonate 
layer.  Bicarbonate  is  produced  by  surface  epithe- 
lial cells  and  diffuses  out  through  the  mucus  lay- 
er; as  the  hydrogen  ions  in  the  lumen  diffuse 
through  the  mucus  gel  they  combine  with  the  bi- 
carbonate, producing  carbonic  acid  which  breaks 


PARIETAL  CELL  LUMEN 


Figure  4.  Scheme  of  the  main  steps  leading  to  H+  secretion  by  the 
parietal  cell  and  sites  of  action  of  some  anti-ulcer  drugs  (from  Bertac- 
cini  G,  Coruzzi  G:  Pharmacology  of  the  treatment  of  peptic  ulcer  dis- 
ease. Dig  Dis  Sci  30  [November  suppl] :435-51 5,  1985). 


down  to  C02  and  F[20,  producing  a pH  gradient 
between  the  lumen,  with  a pH  of  around  2,  and 
the  epithelial  cells,  with  a pH  around  7.  Any- 
thing that  will  decrease  the  production  of  bicar- 
bonate will  increase  the  amount  of  hydrogen  that 
can  make  it  back  through  to  the  epithelial  cell 
layer  and  then  again  increase  the  susceptibility 
for  ulceration.  Patients  with  duodenal  ulcers  have 
a much  lower  level  of  bicarbonate  production  in 
the  proximal  duodenum  than  normal.8  Endoge- 
nous prostaglandins  stimulate  the  production  of 
mucus  and  bicarbonate  and  anything  that  dimin- 
ishes the  production  of  endogenous  prostaglan- 
din will  decrease  both  mucus  and  bicarbonate 
formation,  increasing  the  susceptibility  for  ul- 
cers. 

The  next  line  of  defense  is  the  superficial  epi- 
thelial cell  layer,  which  has  to  be  able  to  recon- 
stitute itself  rapidly;  therefore,  anything  that  will 
decrease  the  reproduction  of  epithelial  cells  will 
increase  ulcer  formation. 

The  last  line  of  defense  is  the  blood  flow,  any 
decrease  in  which  will  cause  erosions  and  ulcer- 
ation; this  is  especially  important  in  the  forma- 
tion of  stress  ulcers,  in  which  the  initial  insult  is 
ischemia. 

An  infectious  etiology  for  ulcers  has  recently 
been  studied.  In  1975,  Steer  and  Colin-Jones  ob- 
served a Gram-negative  organism  in  the  gastric 
mucus  of  patients  with  gastric  ulcers.9  In  1983 
Marshall  showed  that  this  organism  was  present 
in  70%  gastric  ulcers  and  90%  duodenal  ulcers.10 
It  is  a Gram-negative  organism  believed  to  be  a 
Campylobacter  species,  however  it  does  have 
some  morphologic  differences  from  the  Campy- 


JANUARY,  1988 


33 


lobacter  that  causes  diarrhea.  It  has  been  classi- 
fied as  Campylobacter  pyloridis,  and  in  the  last 
two  to  three  years  there  have  been  many  studies 
to  determine  whether  it  causes  ulcers  or  is  just 
opportunistic. 

An  investigator  in  Australia,  attempting  to 
fulfill  Koch’s  postulates,  underwent  endoscopy, 
and  after  he  was  found  to  have  grossly  and  mic- 
roscopically normal  gastric  mucosa,  ingested  a 
culture  of  Campylobacter  pyloridis.  Over  the  next 
few  days,  he  began  to  have  some  epigastric  dis- 
comfort, dyspepsia,  and  nausea  and  vomiting.  On 
endoscopy  he  was  found  to  be  achlorhydric, 
where  previously  his  pH  was  normal,  and  on  bi- 
opsy he  was  found  to  have  active  gastritis;  his 
mucosa  was  very  friable,  and  organisms  were 
found.  His  symptoms  lasted  about  two  weeks  and 
resolved  without  treatment.11  Studies  have  just 
begun  to  determine  whether  or  not  eradication 
of  this  organism  can  lead  to  healing  of  ulcers; 
some  unpublished  data  were  presented  at  the  1986 
annual  meeting  of  the  American  College  of  Gas- 
troenterology that  suggest  that  indeed  eradica- 
tion of  the  organism  promotes  healing  of  the  ul- 
cer.12 One  study  compared  cimetidine  to  bismuth 
in  eradication  of  the  organism,  since  it  has  been 
shown  that  colloidal  bismuth  clears  the  mucosa 
of  this  organism  faster  than  antibiotics.13 

In  a double-blinded  study,  the  investigators 
compared  cimetidine  plus  placebo,  cimetidine 
plus  a broad  spectrum  antibiotic,  bismuth  plus  a 
placebo,  and  bismuth  plus  a broad  spectrum  an- 
tibiotic. Cimetidine  plus  placebo  showed  no 
clearance  of  the  organism,  and  bismuth  plus  the 
broad  spectrum  antibiotic  cleared  the  organism 
from  85%  of  the  patients,12  which  is  nice,  but 
what  does  it  do  to  the  ulcer — does  it  help  it  or 
not?  Well,  interestingly  enough,  in  92%  of  pa- 
tients cleared  of  the  organism,  their  ulcer  healed. 
In  patients  who  were  not  cleared  of  the  orga- 
nism, only  60%  showed  healing  of  their  ulcer.12 

They  also  looked  at  this  with  regard  to  re- 
lapse. As  you  know,  there  is  a very,  very  high 
incidence  of  relapse,  up  to  90%,  of  ulcer  disease 
within  the  first  year.  The  relapse  rate  was  only 
27%  for  those  who  had  been  cleared  of  the  or- 
ganism, and  92%  in  the  first  three  months  in 
those  in  whom  the  organism  remained.12  These 
early  studies  suggest  that  eradicating  this  orga- 
nism may  have  a role  in  the  treating  of  ulcer  dis- 
ease. 

What  is  new  about  treatment?  Let’s  first  look 
at  the  treatment  that  inhibits  acid  secretion,  or 
blocks  the  aggressive  factors.  The  H2  blockers, 


introduced  about  ten  years  ago,  revolutionized 
our  treatment  of  ulcer  disease.  The  first  to  be 
introduced  was  cimetidine,  which  is  character- 
ized by  an  imidazole  ring.  Though  cimetidine  is 
successful  in  healing  up  to  80%  of  peptic  ulcers 
in  a four-times-a-day  dosage,  some  CNS  and  anti- 
androgenic  side  effects  do  occur,  as  well  as  some 
drug-drug  interaction,  especially  with  the  cyto- 
chrome P-450  system.  The  next  drug  to  be  re- 
leased was  ranitidine,  which  is  characterized  by 
the  alpha-furan  ring.  Ranitidine  was  stronger  than 
cimetidine  and  lasted  a little  longer;  many  of  the 
drug  interactions  were  eliminated,  and  there  were 
fewer  side  effects.  It  is  taken  twice  daily,  but  as 
the  search  went  on,  a once-a-day  H2  blocker  has 
just  been  released.  Famotidine  is  characterized 
by  a thiazole  nucleus,  and  is  nine  times  as  strong 
as  ranitidine  and  32  times  as  strong  as  cimeti- 
dine. A once-a-day  dosage  is  all  that  is  needed, 
and  acid  suppression  lasts  for  about  10  to  12 
hours.  It  is  very  potent,  and  does  a good  job  in 
healing  ulcers.  Because  it  is  only  recently  avail- 
able, our  knowledge  is  limited  as  to  side  effects, 
but  is  more  better?  Does  more  acid  suppression 
help  the  treatment  of  ulcers,  or  are  we  going  to 
have  problems  later  on  from  increasing  the  acid 
suppression?  We  do  not  presently  know  the  an- 
swer to  that  question. 

The  tricyclic  drugs  have  been  shown  to  be  suc- 
cessful in  treating  ulcer  disease,  probably  due  to 
their  anticholinergic  effect.  Perinzapine  is  a tri- 
cyclic drug  that  does  not  cross  the  blood-brain 
barrier,  acting  mainly  as  an  anticholinergic.  It  is 
probably  as  good  as  the  H2  blockers  in  healing 
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Figure  5.  Schematic  illustrating  degradation  of  mucus  by  pepsin  (from 
Richardson6). 
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ulcers,  but  its  side  effects  of  dry  mouth  and 
blurred  vision  are  bothersome.  The  anticholin- 
ergics initially  were  thought  to  be  important  in 
treatment,  but  because  of  their  side  effects  they 
are  usually  reserved  for  combination  therapy  with 
H2  blockers  for  patients  with  hypersecretory  states 
such  as  Zollinger-Ellison  syndrome. 

The  substituted  benzomidazoles,  or  omepra- 
zole, which  most  studies  have  been  done  with, 
are  an  extremely  potent  suppressor  of  acid  secre- 
tion. They  act  as  a blocker  of  the  proton  pump 
at  the  apex  of  the  parietal  cell  by  inhibiting 
H+-K+  ATPase,  which  completely  blocks  any 
acid  secretion.14  Omeprazole  is  taken  up  directly 
by  the  parietal  cell  and  remains  in  the  parietal 
cell  for  several  days,  so  that  the  effects  last  for 
quite  a long  time.15  There  are  few  systemic  side 
effects,  since  the  drug  reacts  only  in  the  parietal 
cells,  but  there  has  been  a problem  with  omepra- 
zole in  that  treated  rats,  but  not  treated  mice  and 
dogs,  have  developed  carcinoid  tumors,  so  that 
human  studies  are  presently  limited  to  a few  cen- 
ters. If  this  drug  is  ever  released  it  will  probably 
be  restricted  to  patients  with  hypersecretory 
states.  Both  the  gastrin  antagonist,  proglumide, 
and  somatostatin  will  decrease  acid  secretion,  but 
the  problem  with  somatostatin  is  its  very  short 
half-life,  which  makes  it  very  difficult  to  use;  the 
longer  acting  somatostatin  analog,  however,  may 
be  found  useful.  Prostaglandins  also  decrease  acid 
secretion,16  but  their  more  important  role  is 
probably  in  the  stimulation  of  mucus  and  bicar- 
bonate secretion. 

Two  known  drugs — carbonoxolone  and  pros- 
taglandins— work  by  enhancing  the  mucosal  de- 
fense. Carbonoxolone  is  a licorice  derivative 
which  through  an  unknown  mechanism  has  been 
shown  to  increase  mucus  and  bicarbonate  secre- 
tion. It  has,  however,  the  side  effects  of  hypo- 
kalemia, aldosterone-like  effects,  hypertension, 
and  fluid  retention,  and  so  it  obviously  cannot  be 
used  in  all  patients.  Prostaglandins  have  been 
shown  to  be  very  important  in  preventing  gastric 
lesions  induced  by  ethanol  and  indomethacin,17 
but  they  can  cause  severe  diarrhea  and  can  also 
cause  pregnant  women  to  miscarry,  so  their  clin- 
ical usage  may  be  limited.  Sucralfate  may  en- 
hance mucosal  defense  by  causing  the  release  of 
endogenous  prostaglandins  and  therefore  in- 
crease the  mucosal  defense  by  mucus  and  bicar- 
bonate secretion.18  It  is  thought  to  do  that  by 
stimulating  the  release  of  prostaglandin  E2 
through  causing  microscopic  damage  to  the  gas- 
trointestinal mucosa.19 


Sucralfate  initially  was  believed  to  heal  ulcers 
by  binding  to  the  ulcer  bed  and  protecting  it  from 
acid,  allowing  healing  to  take  place;  however  it 
works,  sucralfate  heals  ulcers  as  well  as  the  H2 
blockers.  Colloidal  bismuth  also  coats  the  ulcer 
crater  and  allows  healing;  in  addition,  bismuth 
also  gets  rid  of  Campylobacter  pyloridis,  so  that 
bismuth  may  also  have  a dual  role  in  ulcer  heal- 
ing. Though  colloidal  bismuth  is  not  available  as 
such  in  the  United  States,  bismuth  subsalicylate 
is  available  as  Pepto-Bismol. 

What  is  new  in  surgical  therapy?  With  the 
newer  medications  that  we  have  for  treating  ul- 
cers, the  frequency  of  ulcer  surgery  has  been  de- 
creasing rapidly.  Even  though  surgery  has  been 
successful  in  curing  patients  of  ulcers,  it  causes 
dumping  and  alkaline  reflux  gastritis  in  some  pa- 
tients. The  standard  surgical  procedure  for  years 
has  been  a vagotomy,  and  then,  since  a truncal 
vagotomy  destroys  not  only  the  acid  innervation 
but  the  motor  innervation  of  the  stomach  as  well, 
either  a pyloroplasty  or  antrectomy  was  done  so 
that  the  stomach  could  empty  its  contents. 

In  the  search  for  a better  surgical  procedure, 
the  proximal  gastric  vagotomy  (parietal  cell  va- 
gotomy or  superselective  vagotomy)  was  devel- 
oped, so  that  only  the  acid-producing  part  of  the 
stomach  is  denervated,  preserving  the  vagal  sup- 
ply to  the  antrum  and  pylorus,  so  that  the  motor 
function  should  continue  normally.  That  is  now 
the  preferred  surgical  therapy  for  non-emergency 
ulcer  surgery.  The  problem  with  the  proximal 
gastric  vagotomy,  however,  is  that  the  relapse  rate 
is  extremely  high,  and  the  longer  patients  go  fol- 
lowing this  procedure,  the  greater  their  likeli- 
hood of  having  recurrent  disease20;  in  some  stud- 
ies this  is  as  high  as  50%. 21 

Antral  stripping  is  a procedure  that  combines 
the  anti-ulcer  therapy  of  vagotomy  and  antrec- 
tomy but  preserves  motor  function;  it  has  been 
studied  in  dogs,  but  has  not  yet  been  tried  in  hu- 
mans.22 

Epilogue 

To  return  to  our  case  for  discussion  today.  This 
is  a young  man  with  a family  history  of  ulcer  dis- 
ease, takes  occasional  aspirin,  and  is  a cigarette 
smoker.  The  etiology  of  his  ulcer  disease  is  un- 
clear to  us;  it  may  be  a familial  disorder,  or  could 
be  related  to  his  aspirin  or  cigarette  use.  We  do 
not  know  whether  or  not  he  has  Campylobacter. 
How  should  he  be  treated?  We  know  that  most 
ulcers,  regardless  of  their  etiology,  will  heal  with 
H2  blockers,  and  indeed  this  man  is  symptomati- 
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cally  improved  on  cimetidine.  A better  choice 
may  be  sucralfate  in  this  patient,  however,  since 
we  know  that  sucralfate  increases  endogenous 
prostaglandins,  and  both  cigarette  smoking  and 
aspirin  decrease  production  of  prostaglandin  E2. 
So  I probably  would  have  treated  this  man  with 
sucralfate  for  six  weeks;  if  his  ulcer  recurred 
within  a year,  I would  repeat  the  full  dose  ther- 
apy, but  at  the  end  of  the  treatment  course,  I 
would  place  him  on  a maintenance  dose  noctur- 
nally  to  prevent  ulcer  recurrence.  r ^ 
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Trauma  Rounds 


Blunt  Hepatic  Vein  Disruption 

SAM  HUDDLESTON,  M.D.;  GRIFFIN  COATES,  M.D.;  and  R.  PHILLIP  BURNS,  M.D. 


Case  Report 

A 36-year-old  white  woman  involved  in  a motor  vehicle 
accident  on  the  evening  of  admission  was  transferred  to  the 
Erlanger  Hospital  emergency  room  from  an  outlying  hospital 
approximately  one  hour  after  injury'.  Though  she  complained 
of  pain  in  the  right  lateral  thorax  area  she  was  ambulatory  on 
arrival,  but  during  the  initial  15  minutes  in  the  emergency 
room  she  became  lethargic  and  progressively  pale.  Blood 
pressure  dropped  to  50  palpable  with  pulse  increasing  to  130/ 
min  and  respiratory'  rate  to  28/min.  She  was  well  developed 
and  nourished,  with  pale,  cool  skin  and  a protuberant  abdo- 
men. The  chest  was  clear  to  auscultation,  but  the  right  lateral 
thorax  was  tender  to  palpation.  The  abdomen  was  distended, 
tense  and  quiet,  with  direct  and  mild  localized  rebound  tend- 
erness in  the  right  upper  quadrant.  Fluid  resuscitation  was 
intensified  and  rapidly  performed  peritoneal  lavage  showed 
gross  blood. 

The  patient  was  immediately  taken  to  the  operating  room, 
where  laparotomy  disclosed  a massive  hemoperitoneum,  ap- 
proximately 2,500  to  3,000  cc  of  blood  being  aspirated  from 
the  cavity.  An  obvious  injury'  to  the  dome  of  the  liver  was 
packed  to  control  hemorrhage,  fluids  and  blood  were  in- 
fused, and  vital  signs  were  stabilized  before  an  operative  ap- 
proach to  the  liver  initiated. 

Exploration  of  the  right  upper  quadrant  revealed  a large 
stellate  laceration  of  the  right  lobe  extending  into  the  coro- 
nary' ligament,  with  massive  bleeding  from  the  region  of  the 
hepatic  veins.  Pressure  w7as  applied  to  this  area  and  Pringle 
maneuver  performed.  The  ligamentous  attachments  of  the  liver 
were  divided,  the  liver  totally  mobilized,  and  the  stellate  lac- 
eration was  further  opened  and  the  hepatic  veins  further  ex- 
posed, revealing  that  the  hepatic  veins  from  the  right  lobe  of 
the  liver  had  been  avulsed  from  the  vena  cava.  Vigorous 
bleeding  w'as  occurring  from  both  the  vena  cava  and  the  right 
hepatic  veins,  w'hich  w'as  controlled  by  a partially  occluding 
clamp  applied  to  the  vena  cava.  The  site  of  avulsion  of  the 
hepatic  vein  from  the  vena  cava  w?as  sutured,  and  the  hepatic 
vein  injury'  in  the  liver  was  exposed  and  ligated  with  a contin- 
uous suture.  An  additional  area  of  bleeding  identified  in  the 
retrohepatic  vena  cava  posterolaterally  was  also  exposed  and 
sutured,  and  a partial  right  hepatectomy  w'as  completed  to 
remove  devitalized  hepatic  tissue  from  the  dome  of  the  liver. 
Multiple  bleeding  sites  were  cauterized  or  sutured  in  the  he- 
patic parenchyma,  but  oozing  persisted  from  the  raw'  hepatic 
surface  w'hen  the  Pringle  maneuver  was  released,  so  that  sub- 
sequently the  right  hepatic  artery'  was  isolated  and  ligated, 
controlling  the  bleeding.  Cholecystectomy  was  performed. 
Total  blood  loss  for  the  procedure  w'as  7,500  cc.  Total  intra- 
operative fluid  infusion  included  12  units  banked  blood,  8 
units  of  autotransfused  blood,  6,850  cc  of  crystalloid,  10  units 
fresh  frozen  plasma  and  10  units  of  platelets. 

Postoperatively  the  patient  did  w'ell,  with  only  mild  coag- 
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ulopathy  for  the  first  24  hours  complicating  the  clinical  course. 
The  ventilator  w'as  discontinued  on  the  fourth  postoperative 
day.  Initially  serum  bilirubin  levels  were  slightly  elevated,  but 
returned  to  normal  promptly,  and  she  was  discharged  on  the 
12th  postoperative  day;  she  has  continued  to  do  w'ell. 

Discussion 

The  liver  is  the  second  most  commonly  in- 
jured organ  in  patients  with  blunt  abdominal 
trauma.1  The  surgeon  who  deals  with  trauma  must 
therefore  be  intimately  familiar  with  the  resusci- 
tative,  diagnostic,  and  therapeutic  modalities  for 
hepatic  trauma. 

Any  patient  who  is  hypotensive  in  the  emer- 
gency room  following  blunt  abdominal  trauma 
must  be  suspected  of  having  a severe  liver  injury. 
A high  index  of  suspicion  is  especially  indicated 
in  patients  with  clinically  evident  rib  fractures  in 
the  right  anterior-inferior  chest.  If  multiple  inju- 
ries are  present,  if  the  patient’s  mental  status  is 
altered,  or  if  spinal  cord  injuries  are  present,  the 
abdomen  should  be  evaluated  using  an  open  di- 
agnostic peritoneal  tap  and  lavage. 

Although  80%  of  liver  injuries  can  be  handled 
by  simple  operative  techniques,  it  is  important  to 
be  prepared  for  more  major  injuries.2  The  pa- 
tient should  be  prepped  and  draped  so  that  the 
entire  chest,  abdomen,  and  upper  thighs  can  be 
exposed.  A midline  incision  from  the  xiphoid  to 
the  umbilicus  is  initially  utilized  because  it  is  rap- 
id and  can  be  easily  extended  if  necessary  to  a 
median  sternotomy.  If  massive  bleeding  is  en- 
countered after  entering  the  abdomen,  it  should 
be  initially  controlled  with  multiple  laparotomy 
packs  and  pressure  until  further  blood  volume  can 
be  restored  and  an  autotransfusion  device  acti- 
vated, if  available.  If  the  patient  becomes  severe- 
ly hypotensive,  it  may  be  necessary  to  occlude 
the  aorta,  either  immediately  below  the  dia- 
phragm or  through  a left  thoracotomy,  to  tem- 
porarily control  hemorrhage  in  the  abdomen. 

Clamping  of  the  hepatoduodenal  ligament 
(Pringle  maneuver)  is  always  necessary,  and  as- 
sists in  control  of  bleeding  from  the  liver.  Major 
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hepatic  vein  or  retrohepatic  vena  cava  injury 
should  be  suspected  if  hemorrhage  continues  af- 
ter the  Pringle  maneuver  is  applied.  If  this  is  sus- 
pected and  liver  exposure  inadequate  or  difficult, 
extension  of  the  incision  may  be  necessary 
through  a median  sternotomy  to  allow  more  ad- 
equate vascular  control.3  Controversy  exists  over 
whether  to  use  an  atriocaval  shunt  to  isolate  the 
hepatic  vein  or  inferior  vena  cava  injury,  or  to 
control  the  area  with  partially  occluding  clamps 
on  the  vena  cava  after  dividing  the  diaphragm.4 
Surgeons  who  have  little  or  no  experience  with 
these  shunts  may  experience  less  than  optimal 
results  and  would  benefit  from  either  practicing 
these  procedures  in  the  laboratory  setting  or  us- 
ing alternative  methods  for  exposure.  It  has  been 
our  experience  that  a combination  of  direct 
compression  and  partial  or  complete  occlusion  of 
the  hepatic  veins  and  vena  cava  can  be  effective 
in  slowing  hemorrhage  sufficiently  to  allow  vas- 
cular repair  without  cardiovascular  collapse  from 
hypovolemia.  Only  in  cases  where  hemorrhage  is 
too  great  to  allow  repair,  or  patients  cannot  tol- 
erate vena  cava  occlusion,  have  we  resorted  to 
vena  cava  shunting  procedures. 

Hepatic  parenchymal  injury  can  be  extended 
using  the  finger  fracture  technique,  and  individ- 
ually ligating  bleeding  vessels.  Repair  of  major 
hepatic  vein  injuries  can  be  attempted,  but  if  this 
is  not  possible,  a limited  resectional  debridement 
or  wedge  resection  is  performed.  An  anatomic 
lobectomy  is  rarely  required.  If  further  bleeding 
occurs,  a trial  of  selective  devascularization  is 
made,  as  was  done  with  our  patient.  First  the  in- 
volved lobar  artery  is  occluded,  and  if  that  is  suc- 
cessful in  controlling  hemorrhage,  the  artery  is 
ligated.  Most  patients  will  not  require  hepatic  ar- 
tery ligation.  The  greater  omentum  can  be  mo- 
bilized to  cover  raw  surfaces  left  by  resectional 


debridement,  and  various  topical  hemostatic 
agents  may  be  of  benefit  in  controlling  less  se- 
vere bleeding. 

If  a severe  coagulopathy  develops  after  the 
above  methods  for  controlling  hemorrhage  have 
been  used,  gauze  laparotomy  packs  may  be  used 
to  compress  the  liver  and  control  hemorrhage, 
and  the  procedure  terminated.  The  patients  are 
then  stabilized  in  the  intensive  care  unit  for  24  to 
72  hours  and  are  then  returned  to  the  operating 
room  for  removal  of  the  packing,  debridement  of 
any  remaining  necrotic  hepatic  tissue,  and  defin- 
itive vascular  control.  Adequate  dependent 
drainage  is  essential  in  extensive  liver  trauma,  and 
may  require  removal  of  the  12th  rib. 

Summary  and  Conclusions 

Although  most  hepatic  injuries  can  be  man- 
aged by  relatively  simple  techniques  of  hemosta- 
sis and  drainage,  major  injuries  to  the  hepatic 
veins  and  the  retrohepatic  vena  cava  are  among 
the  most  difficult  a surgeon  faces.  Successful 
management  requires  a coordinated  team  ap- 
proach with  compression  of  the  liver,  occlusion 
of  the  hepatic  artery  and  portal  vein,  and  exten- 
sive mobilization  of  the  liver.  Repair  of  the  he- 
patic veins  is  difficult  and  ligation  usually  neces- 
sary. Selective  hepatic  artery  ligation  may  also 
be  necessary  to  control  bleeding.  Postoperative 
complications  and  mortality  are  high  with  inju- 
ries of  this  magnitude.  EL 
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Vanderbilt  Morning  Report 


Splenic  Abscess 


Case  Report 

A 65-year-old  white  man  with  psoriasis  associated  with 
arthritis,  hypertension,  and  mild  anemia,  was  transferred  to 
Vanderbilt  Hospital  for  evaluation  of  fever,  chills,  and  a 
splenic  lesion  observed  on  CT  scan. 

He  had  felt  well  until  six  months  prior  to  admission,  when 
intermittent  nausea,  vomiting,  and  left  upper  quadrant  ab- 
dominal pain  began.  Three  months  prior  to  admission  he  had 
a normal  gallbladder  sonogram,  barium  enema,  and  procto- 
scopic examination;  upper  GI  series  showed  a hiatal  hernia. 
Cimetidine  relieved  his  symptoms,  but  three  weeks  prior  to 
admission,  he  again  developed  nausea,  vomiting,  fever,  ab- 
dominal pain,  and  chills,  as  well  as  diarrhea  and  a decreased 
appetite.  On  admission  to  his  local  hospital,  he  had  a WBC 
count  of  19,300/cu  mm  (normal  5,000  to  10,000)  with  68% 
segmented  neutrophils  and  32%  bands,  and  though  chest 
x-ray  showed  no  infiltrates,  a small  left  basilar  effusion  with 
a slightly  elevated  left  hemidiaphragm  was  noted.  Abdominal 
plain  films  were  normal.  Abdominal  CT  scan  showed  a small 
central  radiolucent  defect  in  the  spleen  (Fig.  1).  One  of  four 
sets  of  blood  cultures  was  positive  for  Staphylococcus  aureus. 
The  patient  was  transferred  to  Vanderbilt  Hospital. 

On  physical  examination  he  was  an  ill-appearing  white  man 
with  extensive  psoriasis.  His  temperature  was  100.6°  F orally. 
He  had  no  conjunctival  hemorrhages  or  petechiae  and  no  ad- 
enopathy. There  were  decreased  breath  sounds  at  the  left  lung 
base  and  his  heart  appeared  normal.  Laboratory  examination 
showed  a normal  SMA6  and  a WBC  count  as  noted  above. 
Hematocrit  was  33%  (normal  37  to  42)  and  platelet  count 
was  407,000/cu  mm  (normal  150,000  to  300,000).  His  albumin 
was  2.9  gm/dl  (normal  3.5  to  5)  and  alkaline  phosphatase  227 
IU/L  (normal  40  to  100).  Urinalysis  was  normal.  Blood  cul- 
tures again  grew  S.  aureus.  Echocardiogram  showed  normal 
valves  without  vegetations.  When  repeat  CT  scan  of  the  ab- 
domen (Fig.  2)  showed  marked  increase  in  the  size  of  the 
splenic  lesion,  believed  consistent  with  an  abscess,  a splenec- 
tomy was  done.  Examination  of  the  spleen  showed  a large 
abscess  filled  with  seropurulent  material  which  subsequently 
grew  S.  aureus.  The  patient  was  treated  with  nafcillin  intra- 
venously for  six  weeks  because  of  a concern  that  his  splenic 
abscess  and  bacteremia  were  due  to  endocarditis,  although  it 
was  never  proven. 

Discussion 

Splenic  abscess  is  rare,  being  found  in  less  than  1% 
of  cases  in  autopsy  series,  but  mortality  is  high,  rang- 
ing from  30%  to  100%. 12  Chun  et  al1  reported  14  cases 
and  reviewed  the  literature  on  159  others.  Mean  pa- 
tient age  was  37  years,  with  a male  to  female  ratio  of 
nearly  2:1.  The  most  common  clinical  symptoms  were 
fever  and  abdominal  pain  with  chest  pain,  chills,  and 
weakness.  Physical  findings  included  abdominal  tend- 
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Figure  1.  Abdominal  CT  showing  a small  central  splenic  defect. 


Figure  2.  Repeat  CT  showing  marked  increase  in  size  of  the  splenic 
lesion. 


erness,  usually  confined  to  the  left  upper  quadrant. 
Splenomegaly  was  observed  in  over  one  half  of  cases, 
and  pulmonary  findings  frequently  seen  were  left  bas- 
ilar dullness  and  rales,  with  chest  x-ray  abnormalities 
consisting  of  elevation  of  the  left  hemidiaphragm  and 
left  basilar  atelectasis,  infiltrates,  or  effusion.  Abdom- 
inal plain  films  showed  a left  upper  quadrant  soft  tis- 
sue mass  in  30%  of  cases.  Leukocytosis  was  common. 
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Diagnosis  of  splenic  abscess  can  be  made  with  ul- 
trasonography, CT,  gallium  scanning,  or  arteriog- 
raphy, but  ultrasonography  and  CT  are  the  procedures 
of  choice.3 

Blood  cultures  are  positive  in  about  60%  of  cases. 
Streptococcal  species  are  the  most  common  organisms 
in  splenic  abscesses,  followed  by  Staphylococcus  au- 
reus, Salmonella  species,  and  other  Gram-negative 
bacteria.3 

The  pathogenesis  of  splenic  abscess  may  be  divided 
into  four  categories,  with  pyogenic  bacteremia  and 
subsequent  splenic  seeding  the  most  common  cause. 


Other  causes  include  trauma  or  sickle  cell  disease  with 
secondary  infection,  or  abscess  formation  with  spread 
to  the  spleen  from  a contiguous  focus  of  infection.1 
Splenectomy  and  antibiotic  therapy  are  the  treatments 
of  choice.3 
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Abnormal  Liver  Function  Tests  in  a Middle-Aged  Woman 


Case  Report 

A 50-year-old  white  woman  admitted  to  Vanderbilt  Hos- 
pital for  evaluation  of  abnormal  liver  function  tests  had  had 
a parathyroidectomy  in  1981  for  asymptomatic  hypercalcemia 
and  a remote  history  of  arthritis  associated  with  a skin  rash 
believed  to  be  erythema  nodosum.  She  had  felt  well  recently 
except  for  weight  gain,  for  which  she  was  referred  to  a phy- 
sician. Screening  laboratory  values  were  normal  except  for  an 
alkaline  phosphatase  of  469  IU/L  (normal  20  to  115),  SGOT 
91  IU/L  (normal  0 to  40),  SGPT  93  IU/L  (normal  0 to  40), 
and  GGT  469  IU/L  (normal  0 to  45).  Her  serum  bilirubin 
was  normal.  She  denied  abdominal  pain,  jaundice,  or  pruri- 
tus, and  had  had  no  blood  transfusions  or  other  potential  ex- 
posure to  hepatitis.  She  drank  four  glasses  of  wine  per  week, 
and  took  no  medications.  She  was  referred  to  Vanderbilt  for 
further  evaluation. 

Her  physical  examination  was  normal  except  for  mild 
obesity  and  a liver  edge  palpable  3 cm  below  the  right  costal 
margin,  and  her  laboratory  examination  was  as  noted  above. 
Hepatitis  A and  B serology  was  negative.  Antimitochondrial 
antibody  was  positive  at  1:160  (normal  negative).  Abdominal 
ultrasound  showed  a normal  gallbladder,  ducts,  and  liver. 
Liver  biopsy  revealed  increased  fibrosis,  with  a lymphoid  in- 
filtration and  destruction  of  the  portal  tracts  consistent  with 
primary  biliary  cirrhosis. 

Discussion 

Primary  biliary  cirrhosis  is  a chronic  and  progres- 
sive cholestatic  liver  disease  marked  by  intrahepatic  bile 
duct  destruction,  portal  inflammation,  and  fibrosis.1 
The  disease  is  usually  found  in  middle-aged  women 
who  are  seen  for  fatigue  or  pruritus;  the  diagnosis  may 
also  be  made  in  asymptomatic  individuals  with  unex- 
plained hepatomegaly  or  abnormal  liver  function  tests. 
Primary  biliary  cirrhosis  is  found  in  all  races.1  An  as- 
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sociation  with  HLA-DR8  has  been  noted.2  Although 
the  cause  of  primary  biliary  cirrhosis  is  unknown,  au- 
toimmune mechanisms  are  postulated,  since  the  dis- 
ease is  associated  with  other  presumably  immune  me- 
diated illnesses  including  scleroderma,  rheumatoid 
arthritis,  and  Sjogren’s  syndrome.1-3 

Laboratory  tests  in  primary  biliary  cirrhosis  reveal 
a cholestatic  picture  with  an  elevated  alkaline  phos- 
phatase and  gamma-glutamyl  transpeptidase.1  Amino- 
transferases are  normal  or  slightly  elevated.  Serum  bil- 
irubin is  normal  initially  and  then  increases  as  the 
disease  progresses.  Antimitochondrial  antibody  is 
present  in  95%  of  cases.1 

Liver  biopsy  usually  confirms  the  clinical  diagnosis. 
Primary  biliary  cirrhosis  is  histologically  divided  into 
four  stages,  with  early  findings  of  mononuclear  infil- 
tration and  bile  duct  damage  (stage  1)  progressing  to 
cirrhosis  (stage  4).1  Primary  biliary  cirrhosis  is  a pro- 
gressive disease  with  a 60%  survival  at  five  years. 
Death  is  usually  related  to  liver  failure. 

No  satisfactory  therapy  exists,  although  azathio- 
prine,  other  immunosuppressives,  or  colchicine  may 
delay  progression  of  the  disease.1  r S 
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Loss  Prevention  Case  of  the  Month 


“Minor”  Surgery 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 56-year-old  man  was  admitted  for  an  elective  cholecys- 
tectomy with  a history  of  “indigestion”  for  a number  of  years; 
a careful  history  revealed  several  bouts  of  epigastric  pain,  as- 
sociated with  nausea  and  vomiting,  requiring  narcotics  for  re- 
lief. The  bouts  ordinarily  occurred  within  two  to  three  hours 
after  a heavy  meal  and  were  not  influenced  by  antacids.  He 
had  had  no  jaundice. 

On  two  occasions,  studies  of  the  upper  GI  tract  by  x-ray 
failed  to  reveal  evidence  of  peptic  ulcer  disease.  Oral  chole- 
cystogram  showed  “no  function,”  and  sonography  demon- 
strated stones.  This  seemed  to  be  a clear-cut  case  of  symp- 
tomatic cholelithiasis  requiring  surgical  treatment. 

In  this  day,  when  most  major  surgery  is  more  dramatic 
and  newsworthy  than  the  removal  of  a diseased  gallbladder, 
both  the  surgeon  and  the  patient  approached  the  task  as 
“routine.”  In  fact,  the  patient  remembers  the  surgeon  char- 
acterizing the  planned  operation  as  “routine”  and  “minor.” 

At  operation,  a diseased  gallbladder  was  found  containing 
palpable  “small”  stones  and,  although  no  jaundice  had  been 
reported  in  the  history,  x-rays  were  made  during  the  surgery, 
and  showed  “prompt  emptying  of  dye  into  the  duodenum 
without  evidence  of  common  duct  obstruction.”  Surgery  pro- 
ceeded with  the  removal  of  the  gallbladder,  immediately  af- 
ter which  the  surgeon  noted  significant  spillage  of  bile  into 
the  operative  site.  Examination  disclosed  that  the  common 
duct  had  been  severed;  this  required  a Roux-en-Y  procedure 
to  reestablish  biliary  tract  continuity  with  the  small  bowel. 

The  immediate  postoperative  course  was  marked  by  pro- 
longed and  significant  biliary  drainage  from  the  operative  site, 
but  eventually,  in  about  four  weeks,  drainage  ceased  and 
healing  occurred.  About  eight  weeks  postoperatively,  how- 
ever, the  patient  developed  chills,  fever,  and  jaundice,  and 
subsequent  studies  revealed  “intrahepatic”  obstruction  of  bil- 
iary ducts.  Reoperation  was  done  in  an  out-of-state  medical 
center  to  which  the  patient  was  referred  by  his  attending  sur- 
geon. 

Six  months  after  the  second  surgical  intervention,  a law- 
suit was  filed  charging  the  original  surgeon  with,  among  other 
things,  “failure  to  secure  informed  consent  from  the  plaintiff 
patient,”  and  “negligence  in  the  performance  of  surgery  in 
that  the  common  duct  was  carelessly  severed.” 

The  medical  report  contained  a rather  long  and  detailed 
“consent  form”  which  had  been  signed  by  the  patient  and 
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witnessed  by  a hospital  nurse.  In  the  text  of  the  “consent 
form”  the  patient  agreed  to  allow  the  hospital  and  “members 
of  its  professional  staff’  to  treat  him  in  the  “manner  appro- 
priate to  my  medical  condition,”  understanding  that  there  was 
no  “guarantee  of  successful  outcome  stated  or  implied.”  In 
sworn  testimony  by  the  plaintiff,  the  descriptive  terms  of 
“routine”  and  “minor”  were  attributed  to  the  surgeon  in  ref- 
erence to  the  original  surgery.  There  was  no  indication  in  the 
record  that  the  surgeon  had  personally  discussed  the  surgery 
in  detail  with  his  patient.  The  surgeon  said  that  he  had.  The 
patient  said  that  he  had  not. 

Expert  testimony  by  a qualified  surgeon  was  highly  criti- 
cal of  what  appeared  to  be  a failure  on  the  surgeon’s  part  to 
carefully  investigate  the  possibility  of  anatomic  anomalies  of 
his  patient’s  biliary  tract  which,  according  to  the  expert,  were 
present  in  a significant  percentage  of  all  people.  He  pointed 
to  the  intraoperative  x-rays  as  evidence  that  the  surgeon  him- 
self was  suspicious  of  the  possibility  of  some  common  duct 
problem  or  he  would  not  have  ordered  them.  On  the  other 
hand,  expert  testimony  was  plentiful  that  the  surgeon  had 
acted  in  accordance  with  an  acceptable  standard  of  care  and 
that  although  the  surgical  result  was  in  fact  terrible,  it  was  a 
sometimes  unavoidable  hazard  of  the  procedure. 

Loss  Prevention  Comments 

It  is  always  wise  to  approach  any  operative  in- 
tervention or  invasive  diagnostic  procedure  as  if 
it  were  to  be  performed  on  a beloved  member  of 
one’s  own  family.  Gallbladder  surgery  is  in  fact 
“routine”  and  “minor”  most  of  the  time,  as  are 
bronchoscopy,  arteriography,  and  a host  of  other 
“tests.”  But  what  occurred  in  this  case  can  and 
does  happen,  and  our  patients  have  the  legal  right 
to  be  informed  as  to  the  potential  for  the  “non- 
routine” and  “major”  possibilities  in  their  own 
cases. 

A large  settlement  was  necessary  in  this  case, 
not  because  our  colleague  was  “negligent”  in  his 
surgical  care  of  this  patient,  but  because  he  had 
been  negligent  in  his  obligation  to  openly  and 
honestly  discuss  possible  complications  of  gall- 
bladder surgery  with  the  patient  and  to  record 
that  discussion  in  his  medical  record.  r s’ 
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Health  and  Environment  Report 


Reported  Cocaine  Deaths  Rise  in  Tennessee 

ANN  HOGAN  and  REBECCA  GROVES 


During  1983  through  1985  inclusive  there  were  11 
reported  resident  accidental  deaths  from  cocaine  ov- 
erdose. Data  from  death  certificates  filed  with  the  De- 
partment of  Health  and  Environment  (DHE)  indicate 
there  were  nine  resident  deaths  from  this  cause  in  1986 
alone,  and  provisional  resident  data  for  January 
through  July  1987  show  seven  cocaine  overdose  deaths 
among  Tennessee  residents,  indicating  that  the  num- 
ber of  reported  deaths  from  this  cause  will  likely  be 
higher  in  1987  than  in  any  previous  year. 

The  typical  person  dying  from  a cocaine  overdose 
during  1983  through  1987  was  a white  man  between  19 
and  45  years  of  age,  with  an  average  in  the  early  30s. 
The  decreasing  price  of  cocaine  and  its  increasing 
availability  may,  however,  cause  not  only  more  deaths, 
but  also  a change  in  the  demographic  profile  of  the 
user. 

Cocaine  can  be  introduced  into  the  body  nasally, 
orally,  vaginally  and  rectally,  as  well  as  through  smok- 
ing, and  injection  either  intravenously,  intramuscular- 
ly, or  subcutaneously.  It  would  be  helpful  to  both  re- 
searchers and  to  health  professionals  for  the  death 
certificate  to  show  the  method  by  which  the  drug  was 
administered,  as  well  as  the  exact  effect  that  the  drug 
overdose  caused,  in  order  to  correlate  drug  overdoses 
of  any  kind,  not  just  cocaine,  with  its  deadly  conse- 
quences. 

Even  in  small  amounts  cocaine  has  been  shown  to 
cause  cardiac  and  vascular  disorders,  seizures,  lung 
disorders,  and  combinations  of  them.  Of  the  deaths  in 
both  1986  and  1987,  one  was  the  result  of  combining 
ethyl  alcohol  and  cocaine  and  one  other  was  caused  by 
epileptic  convulsions  from  the  overdose.  The  remain- 
ing certificates  generally  contained  insufficient  infor- 
mation for  determining  the  means  of  overdose  and  the 
specific  physical  reaction  that  caused  death. 

It  is  the  responsibility  of  the  medical  examiner  or 
private  physician  completing  a death  certificate  to  se- 
lect, to  the  best  of  his  knowledge,  the  underlying  cause 
of  death.  Currently,  the  quality  of  the  data  reported 
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on  death  certificates  varies  markedly.  In  certifying  the 
cause  of  death,  several  kinds  of  errors  or  oversights 
are  frequent,  perhaps  due  to  a lack  of  knowledge  or 
understanding  of  the  certification  procedures.  One  of 
the  most  frequent  errors  is  the  omission  of  descriptive 
details  concerning  the  circumstances  of  the  violence  or 
accident,  which  includes  overdose  of  cocaine,  and 
whether  or  not  an  autopsy  was  performed. 

For  purposes  of  medical  research  and  statistics,  the 
International  Classification  of  Diseases  (ICD),  pub- 
lished by  the  World  Health  Organization,  is  used  to 
classify  all  deaths  by  cause  in  the  United  States  and 
most  other  countries.  This  system  has  standardized 
rules  and  logic  to  achieve  maximum  accuracy  in  the 
reporting  and  classification  of  each  death,  and  conse- 
quently in  the  quality  of  the  resultant  data  for  the  study 
of  trends  and  causes  of  death.  When  overdose  of  co- 
caine, other  poisonings,  or  external  cause  is  listed  as 
the  cause  of  death  without  further  specification,  the 
event  is  classified  as  accidental,  when  in  fact  the  death 
may  have  been  suicide. 

Every  month  the  DHE  receives  approximately  55 
death  certificates  that  lack  sufficient  information  to  al- 
low complete  and  accurate  coding  of  external  causes 
of  injury  or  poisoning.  The  DHE  queries  certifying 
physicians  by  mail  to  obtain  more  explicit  statements 
to  promote  the  basic  integrity  of  the  data  and  thus 
eliminate  the  necessity  for  using  the  automatic  as- 
sumptions allowable  under  ICD  rules. 

Death  certificates  are  an  excellent  and  inexpensive 
secondary  source  of  information  on  the  prevalence  of 
deviant  behavior.  These  data  assist  health  policy  plan- 
ners in  identifying  areas  of  concern  for  improving  the 
health  of  residents  of  the  state;  therefore,  it  is  impor- 
tant that  as  much  information  as  possible  be  included 
on  the  death  certificate.  Additional  data,  such  as  the 
results  of  toxicology  reports,  can  be  submitted  to  the 
DHE  after  the  death  certificate  has  been  filed.  Avail- 
able from  your  local  health  department,  the  Delayed 
Report  of  Diagnosis  (form  number  PH-1665)  facili- 
tates the  addition  of  relevant  information  that  will  as- 
sist the  DHE  in  completing  an  accurate  picture  of  the 
events  surrounding  the  death.  r ^ 
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James  T.  Galyon 


Medicare  Revisited 

Once  again  the  Medicare  program  is  in  the  spotlight.  The  budget  deficit 
has  forced  the  government  to  look  for  ways  to  reduce  spending.  What  pro- 
gram do  you  suppose  has  been  chosen  to  bear  the  brunt  of  the  budget  cuts? 
You  are  right;  Medicare.  The  suggested  projections  reduce  Medicare  pay- 
ments to  save  $27.2  billion  over  the  next  five  years.  By  comparison,  the  cuts 
in  new  weapons  for  defense  would  save  $25  billion  and  agricultural  program 
expenditures  would  be  reduced  to  save  $6.8  billion  over  the  same  period. 

This  is  just  one  of  Medicare’s  problems.  We  are  all  aware  of  the  impos- 
sible MAAC  reimbursement  mechanism,  the  confusing  two-tier  payment 
system  for  participating  and  non-participating  physicians,  and  the  very  com- 
plex, expensive,  and  often  unfair  PRO  attempts  to  control  Medicare  costs. 
Surgeons  and  others  supplying  elective  services  costing  over  $500  will  now 
have  to  supply  patients  with  a written  account  of  what  Medicare  will  pay. 
This  seems  like  Medicare’s  responsibility,  not  ours.  None  of  these  problems, 
however,  is  Medicare’s  most  serious  flaw. 

The  fact  is  that  the  program  is  so  poorly  constructed  that  it  is  heading 
straight  for  bankruptcy.  Medicare  is  not  an  insurance  program,  but  a pay- 
as-you-go  program  where  today’s  workers  pay  for  the  benefits  of  those  who 
are  over  65  or  retired.  We  are  able  to  do  this  only  because  there  are  now 
four  workers  to  pay  for  each  beneficiary.  Fifty  years  from  now  this  will  be 
reduced  to  only  two  workers  for  every  beneficiary.  By  the  late  1990s,  the 
Part  A Trust  Fund  will  be  totally  exhausted,  and  by  2010  it  will  be  $1  trillion 
in  debt. 

Major  changes  must  be  made  to  protect  the  health  care  of  the  elderly. 
The  AMA  has  developed  such  a plan  to  bring  about  fiscal  soundness.  The 
AMA  plan  would  provide  eligibility  based  on  age  and  create  actuarially  sound 
financing  through  pre-funding.  Most  beneficiaries  would  have  a cap  on  out- 
of-pocket  spending  at  $2,500  for  an  individual  and  $3,750  per  year  for  a 
couple.  These  limits  are  to  be  achieved  by  combining  a uniform  coninsur- 
ance  limit  with  a deductible  that  varies  in  relation  to  income. 

A single  beneficiary  or  couple  would  receive  a voucher  annually  for  the 
purchase  of  a policy  from  a number  of  approved  insurance  companies  or 
health  plans.  The  minimum  age  of  the  beneficiaries  would  gradually  be  in- 
creased from  65  to  67.  There  would  be  means  testing  and  levels  of  benefi- 
ciary cost  sharing  based  upon  the  ability  to  pay.  The  difficult  part  comes  in 
financing,  because  during  working  years  contributions  must  be  sufficient  to 
simultaneously  fund  future  health  care  costs  for  those  now  working,  as  well 
as  deferring  initially  similar  costs  for  those  now  on  Medicare.  If  we  look  at 
the  way  Congress  and  the  administration  dodge  responsibility  for  the  current 
budget  deficit,  we  cannot  be  very  encouraged  that  they  will  face  up  to  this 
problem  until  it  is  absolutely  necessary,  or  maybe  even  until  it  is  too  late. 
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And  Still  No  Millennium 

“It  seems  like  it  was  only  yesterday  that.  . . 
You  hear  it  all  the  time  about  whatever.  But  sure 
enough  it  does,  and  the  older  you  get,  the  far- 
ther back  what  seems  like  only  yesterday  stretch- 
es. Right  now,  though,  what  seems  like  only  yes- 
terday was  sometime  in  November  1986  when  I 


was  faced  with  writing  an  editorial  welcoming  in, 
or  at  least  exhorting  you  to  face  up  to,  1987 — I 
forget  which.  It’s  not  important.  What  is  impor- 
tant is  that,  barring  some  catastrophe  in  the  next 
six  weeks,  the  calendar  will  have  turned  around 
again  to  a new  year  for  you  to  welcome,  curse, 
or  otherwise  greet.  You  could  ignore  it,  but  that 
won’t  help. 

A look  at  the  front  page  of  almost  any  news- 
paper (except  the  Nashville  newspapers,  which 
usually  are  covered  entirely  by  a couple  of  quart- 
er page  pictures  of  not  much  and  one  or  two  sen- 
sational stories  that  could  appeal  only  to  the 
mindless)  will  indicate  how  poorly  prepared  any- 
one is,  much  less  me,  to  predict  what  might  be 
there  tomorrow.  I would  only  point  out  to  you 
that  except  for  a few — and  I mean  so  very  few 
you  could  count  them  on  one  hand — of  the  best 
known  stock  market  prognosticators,  and  their 
millions  of  devotees,  were  all  groveling  before  the 
money  tree  on  October  18  last,  and  when  they 
looked  up,  they  found  its  limbs  had  been  sawed 
off.  The  market  dropped  a few  trillion  or  so,  and 
some  rich  people  became  not  so. 

Now  “a  trillion  dollars”  has  little  meaning  to 
me.  I haven’t  even  yet  learned  to  cope  with  nine 
ciphers,  let  alone  twelve.  You  can  check  my 
arithmetic  (I  might  be  off  a zero  or  two  one  way 
or  another,  but  it  wouldn’t  matter  much  in  get- 
ting the  idea  across.  It  would  only  matter  much 
if  it  were  your,  or  by  indirection,  your  govern- 
ment’s, money).  With  the  help  of  my  calculator, 
I find  that  there  are  about  a half  million  minutes 
in  a year  (525,600,  to  be  exact,  except  next  year, 
when  there  will  be  527,040.  But  we’ll  stick  with 
half  a million).  To  spend  a billion  dollars  in  a 
year  you  would  have  to  lay  down  about  $2,000 
each  minute  of  the  24-hour  day.  A trillion  would 
up  it  to  a cool  two  million.  That  would  not  leave 
you  any  time  for  eating,  sleeping,  or  thinking 
about  what  to  spend  it  on.  Only  the  folks  in 
Washington  are  any  good  at  that,  and  though  they 
seem  on  occasion  not  to  give  it  much  thought, 
they  do  quarrel  about  it  a lot,  and  “My  God, 
how  the  money  rolls  out,”  to  paraphrase  a well 
known  bawdy  ballad.  The  outlay  for  a 70-year 
lifetime,  begining  at  birth,  would  be  $30,000  a 
minute. 

Come  to  think  of  it,  I don’t  think  that  helped 
me  much  in  understanding  what  a trillion  is,  be- 
cause, once  you  got  the  time  factor  down  to 
manageable  proportions — say  each  minute  of  an 
eight-hour  day  (that  would  be  x 3)  for  250  days 
a year  would  cut  the  time  by  another  third,  for 
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50  of  the  70  years  would  chop  off  another  quar- 
ter or  so.  What  you  really  are  (or  at  least  I am) 
talking  about  is  six  million  working  minutes,  dur- 
ing each  of  which  you  would  have  to  spend 
roughly  $150,000.  I don’t  think  I have  that  much 
imagination,  though  I would  be  willing  to  try. 

Let’s  see;  where  were  we?  You  probably  have 
left  me,  but  I’m  still  running  on.  Besides  death 
and  taxes,  and  the  possibility  of  litigation,  there 
are  wars  and  rumors  of  wars  in  Central  America, 
the  Middle  East,  and  the  Persian  Gulf  that  could 
engulf  us.  There  are  famines  throughout  Africa 
and  in  the  Far  East;  we  have  a drought.  There 
are  earthquakes  in  divers  places,  some  accus- 
tomed to  them  and  others  not — with  consequent 
volcanic  eruptions,  some  expected  and  others  not. 
Nation  is  sure  enough  rising  up  against  nation, 
and  though  there  are  people  around  who  ain’ 
gonna  study  war  no  mo’,  there  is  a lot  of  study- 
ing of  it  going  on — some  of  it  pretty  close  by. 
False  prophets  are  deceiving  many  people,  and 
wickedness  is  increasing  (I  think — but  since  there 
has  always  been  so  much,  it  may  be  that  it  is  just 
more  out  in  the  open,  and  we  have  better  ways 
of  spreading  the  word).  The  gospel  of  the  King- 
dom is  being  preached  in  the  whole  world,  though 
some  of  it  underground  in  places  where  its  bear- 
ers are  being  persecuted  and  hated  and  handed 
over  to  the  authorities  because  of  it. 

It  is  a pretty  good  prelude  to  the  end  as  de- 
scribed in  the  24th  chapter  of  Matthew’s  gospel; 
but  I wouldn’t  kid  you:  people  have  been  pre- 
dicting that  now  is  the  time  ever  since  Jesus  spoke 
His  piece  recorded  there.  The  survivalists — who 
are  distinct  from  the  followers  of  Jesus — are 
fleeing  to  the  hills  fully  laden  with  survival  para- 
phernalia— or  at  least  they  are  stocking  up  for 
the  collapse  of  civilization.  They  feel  vindicated 
by  Wall  Street’s  egg-laying.  They  could  of  course 
be  right,  but  people  have  also  been  prophesying 
that  for  at  least  several  centuries. 

Since  my  crystal  ball  has  cataracts,  I wouldn’t 
dare  say  who  if  any  of  the  above  prophets  are  cor- 
rect, but  would  simply  point  out  Jesus’  wise  words 
that  false  prophets  will  rise  up  and  deceive  many. 
Each  one  of  us  has  to  decide  whether  he  will  run 
scared,  run  courageously,  look  back  or  not  look 
back,  or  just  stay  put.  But  as  Pogo  once  said,  you 
can’t  count  on  the  world’s  ending;  “you  has  to  live 
each  day  as  it  come,  win,  lose  or  draw,”  and  keep 
your  powder  dry.  With  that  in  mind. 

Happy  New  Year. 

J.B.T. 


Great  Expectations 

New  York  Times  economist  Harry  Schwartz 
once  observed  that  what  the  public  expects  of 
Medicine  is  that  it  will  endow  them  with  immor- 
tality, with  full  sexual  powers,  and  at  no  cost  to 
themselves.  To  call  that  frivolous  begs  the  issue, 
because  the  first  part  of  the  expectation  has  been 
promised — or  at  least  projected — by  Medicine  it- 
self, abetted  by  the  news  media,  and  the  latter  at 
least  suggested,  if  not  promised,  by  the  govern- 
ment. The  public’s  expectations,  then,  have  at 
least  some  basis,  even  though  not  firm. 

On  the  news — prominently  on  the  news — this 
morning  was  a three-year-old  girl  who  had  never 
taken  solid  food,  who  after  a five-organ  trans- 
plant is  now  asking  for  a pizza.  Suggestions  are 
that  this,  though  miraculous,  is  no  more  than 
what  is  to  be  expected,  given  our  current  tech- 
nical prowess.  Of  course,  nothing  is  said  of  the 
hundreds  (thousands?)  of  similar  kids  who  are  not 
asking  for  pizza,  or  anything  else,  and  who  never 
will.  Nothing  is  said  of  the  lifetime  of  immuno- 
suppression, with  attendant  risk  of  infection. 
Nothing  is  said  of  the  expense  of  all  sorts.  This 
miracle  is  held  out  to  the  public  as  the  sort  of 
thing  it  is  to  expect. 

And  I hope  it  is.  But  somebody  needs  to  in- 
ject a note  of  caution,  and  timidly  suggest  that 
the  time  is  not  yet — that  all  this  is  still  experi- 
mental and  not  the  norm. 

Understand,  I’m  not  knocking  it.  What  I am 
suggesting,  though,  is  that  when  those  on  the  line 
in  the  practice  of  medicine  fail  to  meet  those  great 
expectations,  it  is  not  due  to  either  incompet- 
ence, ignorance,  or  negligence — at  least  not  usu- 
ally. Every  now  and  then,  of  course,  any  one  of 
these  may  set  in;  occasionally  “malpractice”  is 
indeed  malpractice.  Almost  always,  though,  fail- 
ures to  heal  are  due  to  failures  in  the  system  or 
in  the  patient’s  response.  We  do  not,  in  fact, 
know  everything,  we  do  not  have  all  the  neces- 
sary tools,  and  we  cannot  do  the  things  necessary 
to  achieve  what  is  expected  of  us.  That  is  not 
malpractice;  it  is  just  the  way  it  is. 

I could  go  on  at  length  about  this,  but  I won’t, 
because  this  piece  is  written  only  to  point  you  to 
a poignant  open  letter  carried  elsewhere  in  this 
issue  as  a special  communication.  It  is  from  one 
of  our  colleagues — an  obstetrician — who  has  had 
enough.  He  is  not  alone,  of  course,  but  he  has 
articulated  his  reasons  better  than  any  I have 
come  across,  and  has  also  stated  the  problem 


JANUARY,  1988 


53 


clearly  and  concisely.  In  a word,  it  is  that  the 
obstetricians  of  the  country  are  expected  to  carry 
enough  insurance  to  indemnify  every  family  to 
whom  they  deliver  a less  than  perfect  offspring, 
and  they  are  being  subjected  to  the  indignity  of 
litigation  and  accusations  of  incompetence  to 
boot,  based  on  the  assurances  that  such  a perfect 
offspring  is  no  more  than  they  are  entitled  to  and 
should  expect. 

For  the  same  reasons,  it  is  impossible  to  find 
a neurosurgeon  in  Florida,  where  also  obstetri- 
cians are  charging  $500  up  front  just  for  the  lia- 
bility insurance,  before  anything  is  mentioned 
about  fees;  that  is,  when  one  can  find  an  obste- 
trician at  all  who  is  willing  to  be  subjected  to  lit- 
igation and  remains  in  practice. 

That  is  way  down  in  Florida,  though;  it  can’t 
happen  in  good  ol’  Ned’s  good  ol’  Tennessee. 
But,  as  you  see,  it  can.  It  has. 

J.B.T. 


New  Year’s  Resolution 

The  founding  fathers  of  the  United  States 
framed  our  Constitution  from  the  persuasion  that 
the  purpose  of  laws  is  to  make  the  citizen’s  life 
better,  and  that  the  fewest  laws  that  the  citizen 
had  to  contend  with  is  the  best  for  both  him  and 
the  nation.  We  have  strayed  far  afield;  every  time 
one  of  our  legislators  or  one  of  his  constituents 
develops  a yen  or  an  aversion,  a new  statute  gets 
dropped  into  the  hopper,  and  like  as  not  will  be- 
come law.  Too  many  of  those  laws  are  enacted 
to  protect  a citizen’s  life  from  its  owner’s  dere- 
liction, a hopeless  task  to  begin  with,  and  a ter- 
rible incursion  into  the  liberty  and  pursuit  of 
happiness  so  valued  by  the  Constitution.  There 
are  laws  on  the  books  that  no  one  even  knows 
about,  laws  that  are  occasionally  trotted  out  on 
the  whim  of  someone  to  the  discomfiture  of  an- 
other. 

When  a law  requiring  the  use  of  seat  belts  in 
automobiles  was  first  proposed,  my  reaction  was, 
well,  here  we  go  again.  Repression  on  whim. 
Tennessee  having  been  populated  by  rugged  in- 
dividualists, the  frontier  mentality  persisted  suf- 
ficiently that  for  a long  time  the  majority  of  its 
legislators  agreed,  and  while  neighboring  states 
were  requiring  restraints,  Tennesseans  could  go 
on  bashing  their  heads  into  windshields  as  they 
chose. 
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Mounting  statistics  from  the  restrained  citizen- 
ry finally  persuaded  legislators — and  me — that 
seat  belts  are  sure  enough  helpful  in  mitigating 
death  and  personal  destruction.  In  its  wisdom, 
the  legislature  determined  that  though  a citizen 
might  still  exercise  his  right  to  be  damaged,  a 
babe  in  arms  should  not  be  made  a party  to  his 
self-destructive  behavior,  and  so  child  restraint 
laws  were  enacted. 

Though  there  may  be  no  obligation  (even 
though  some  maintain  that  in  fact  there  is)  to 
protect  a citizen  from  himself,  there  is  a Consti- 
tutional— as  well  as  moral — obligation  to  protect 
one’s  life,  liberty,  and  pursuit  of  happiness  from 
the  actions  of  others.  With  the  cost  of  medical 
care  rising,  progressively  greater  proportions  of 
the  cost  of  serious  injury  fall  on  the  public,  either 
directly  through  tax-supported  (which  includes  the 
nonprofit)  institutions,  or  indirectly  through  in- 
creased premiums  for  third  party  contracts.  At 
the  very  least  this  encroaches  on  the  pursuit  of 
happiness  of  the  public  at  large,  and  that  was 
what  persuaded  me  that  seat  belt  use  is  no  longer 
a matter  of  personal  concern  alone,  but  one  for 
the  public.  And  so  I supported  enactment  of  the 
seat  belt  law. 

Whether  I do  or  do  not  support  the  concept, 
though,  is  of  no  consequence,  since  the  legisla- 
tors— or  most  of  them — were  likewise  persuad- 
ed, and  seat  belt  use  is  now  required  by  law  in 
Tennessee.  Having  a law,  though,  is  one  thing; 
having  it  obeyed  is  quite  another.  While  there 
are  some  people  around,  to  be  sure,  who  willful- 
ly ignore  the  law,  mostly  it  is  disobeyed  by  folks 
who,  like  me,  simply  forget  to  buckle  up.  We 
need  reminding.  One  of  our  own  cars  rings  a bell 
to  do  that.  The  other  doesn’t. 

On  a recent  trip  to  East  Tennessee  I saw  one 
sign — as  I left  a rest  area  to  return  to  the  high- 
way— indicating  that  I should  buckle  up.  That  was 
all  I saw,  and  even  that  did  not  remind  me  it  was 
the  law.  In  most  states  with  seat  belt  laws  one  is 
constantly  being  reminded  that  the  law  requires 
seat  belt  use.  Lack  of  such  reminders,  and  also 
lax  enforcement  of  the  statute  in  Tennessee,  was 
a concern  expressed  in  a meeting  of  TMA’s  Leg- 
islative Committee  in  November.  The  medical 
community,  which  daily  sees  the  results  of  car- 
nage on  the  highways,  and  observes  firsthand  that 
the  dead  and  horribly  maimed  almost  never  were 
wearing  seat  belts,  it  seems  to  me  should  be  in 
the  vanguard  of  those  furthering  the  use  of  re- 
straints. Mostly,  it  requires  reminders.  It  also  re- 
quires education  of  the  public  that  seat  belts  really 
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do  help.  Lastly,  and  sadly,  enforcement  is  some- 
times necessary  when  nothing  else  works. 

As  a digression,  I was  reminded  of  something 
else  the  other  day,  which  is  that  seat  belts  cause 
a lot  of  discomfort  for  patients  with  colostomies, 
and  so  such  patients  tend  not  to  wear  them.  The 
patients  even  sometimes  obtain  “excuses”  from 
their  doctor  to  show  law  enforcement  officers 
should  they  be  apprehended  for  noncompliance. 
All  of  this,  of  course,  defeats  the  purpose  of  the 
law,  and  also  can  render  the  excusing  doctor  lia- 
ble should  the  excusee  be  injured.  To  solve  their 
problems,  an  ostomy  patient  in  Chattanooga  de- 
signed, and  has  formed  a shoestring  operation  for 
manufacturing,  an  inexpensive  device  for  pro- 
tecting the  stoma  and  bag  from  pressure  by  the 
seat  belt.  I think  it  is  a worthwhile  thing  for  our 
ostomy  patients,  and  commend  it  to  your  consid- 
eration. It  was  featured  in  a Chattanooga  News — 
Free  Press  story  of  recent  date,  and  an  ad  for  it 
appears  elsewhere  in  this  issue  of  the  Journal. 

Well,  back  to  the  business  at  hand;  get  out 
there  and  do  what  you  can  to  mitigate  the  mass 
murder  by  promoting  a New  Year’s  resolution  to 
buckle  up.  Furthermore,  get  out  there  and  per- 
suade the  Department  of  Safety  to  remind  our 
citizens  and  our  visitors  that  such  is  the  law  in 
Tennessee. 

J.B.T. 


Joe  Mallory  Strayhorn,  Sr.,  age  79.  Died  November 
12,  1987.  Graduate  of  Vanderbilt  University  School  of 
Medicine.  Member  of  Nashville  Academy  of  Medi- 
cine. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BEDFORD  COUNTY  MEDICAL  SOCIETY 

Pamela  G.  Standard,  M.D.,  Shelbyville 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Robert  M.  Potter,  M.D.,  Alcoa 
Lawrence  Gordon  Kautz,  M.D.,  Maryville 


BRADLEY  COUNTY  MEDICAL  SOCIETY 

Gordon  R.  Held,  M.D.,  Copperhill 
J.  Michael  Mazzolini,  M.D.,  Cleveland 
Barry  Parker,  M.D.,  Cleveland 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

T.  Kelly  Ballard,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Robert  Nichols,  M.D.,  Crossville 

LAKEWAY  MEDICAL  SOCIETY 

Peter  Clark,  M.D.,  Bean  Station 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Johnny  Barry  Joyner,  M.D.,  Dyersburg 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Vaughn  Eric  Dobalian,  M.D.,  Gainesboro 
Carl  M.  Hollmann,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Thomas  C.  Caldwell,  Jr.,  M.D.,  Oak  Ridge 
Timothy  Ralph  Oesch,  M.D.,  Oak  Ridge 
Clifford  L.  P osman,  M.D.,  Oak  Ridge 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Debra  Lee  McGinn,  M.D.,  Bristol 

WASHINGTON-UNIC 01- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Alan  E.  Anderson,  M.D.,  Johnson  City 
Donald  E.  Clemons,  M.D.,  Johnson  City 
Paul  A.  Hollier,  M.D.,  Erwin 
Randal  J.  Rabon,  M.D.,  Johnson  City 
Robert  A.  Taylor,  M.D.,  Johnson  City 


per/onol  new/ 


Louis  J.  Bernard,  M.D.,  Nashville,  interim  dean  of  the 
Meharry  Medical  College  School  of  Medicine,  has  been 
elected  president  of  the  Tennessee  Division  of  the 
American  Cancer  Society. 

John  K.  Duckworth,  M.D.,  Memphis,  has  taken  office 
as  a governor  of  the  College  of  American  Pathologists; 
he  was  elected  to  a three-year  term.  Dr.  Duckworth 
has  served  the  CAP  as  chairman  of  the  Commission 
on  Laboratory  Accreditation,  and  as  a member  of  nu- 
merous other  CAP  committees  and  commissions. 

Dan  C.  Martin,  M.D.,  Memphis,  has  been  reelected  a 
trustee  of  the  American  Association  of  Gynecologic 
Laparoscopists. 
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Kimball  I.  Maull,  M.D.,  Knoxville,  has  been  named 
to  the  American  Medical  Association’s  Commission  on 
Emergency  Medical  Services. 

John  B.  Thomison,  M.D.,  Nashville,  president-elect 
of  the  Tennessee  Medical  Association  and  editor  of 
the  Journal,  has  received  the  Southern  Medical  Asso- 
ciation’s Distinguished  Service  Award.  Dr.  Thomison 
has  been  a member  of  SMA  for  25  years,  has  been 
editor  of  its  Southern  Medical  Journal  since  1977,  and 
has  served  on  numerous  SMA  committees. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Eighteen  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
October  1987. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

James  D.  Bryant,  M.D.,  Nashville 
Larry  D.  Burke,  M.D.,  Memphis 
Nancy  E.  Chaney,  M.D.,  Nashville 
Horace  B.  Cupp,  Jr.,  M.D.,  Johnson  City 
Charles  E.  Darling,  Jr.,  M.D.,  Oak  Ridge 
Jayanta  K.  Dirghangi,  M.D.,  Memphis 
Melvin  L.  Elson,  M.D.,  Nashville 
Charles  T.  Faulkner,  M.D.,  Nashville 
James  W.  Hedden,  M.D.,  Chattanooga 
Sue  P.  W.  Johnson,  M.D.,  Shelbyville 
Venk  Mani,  M.D.,  Dickson 
Don  G.  Mills,  M.D.,  Chattanooga 
Paul  D.  Parsons,  M.D.,  Franklin 
Brahm  D.  Sethi,  M.D.,  Manchester 
Lyle  R.  Smith,  M.D.,  Kingsport 
Richard  B.  Stewart,  M.D.,  Nashville 
George  W.  Vick,  M.D.,  Knoxville 
Philip  G.  Williams,  M.D.,  Milan 


announcement/ 


Feb.  1-3 

Feb.  2 

Feb.  3-5 

Feb.  7 

Feb.  11-13 

Feb.  15-19 
Feb.  17-21 
Feb.  18-21 

Feb.  27- 
March  5 
Feb.  28- 
March  2 

Feb.  28- 
March  4 

March  6-11 

March  9-11 


March  9-12 

March  11-14 

March  11-14 

March  13-18 

March  16-20 

March  20-23 

March  23-26 

March  24-26 
March  24-27 

March  24-27 
March  27-31 
March  27-31 


CALENDAR  OF  MEETINGS 

NATIONAL 

Southeastern  Surgical  Congress — Lake 
Buena  Vista,  Fla. 

American  Association  of  Psychiatric  Serv- 
ices for  Children — San  Antonio.  Tex. 
Southern  Society  for  Pediatric  Research — 
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Neurologic  Manifestations  of 
N on-Ketotic  Hyperglycemia 
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Introduction 

Non-ketotic  hyperglycemia  (NKH)  is  a meta- 
bolic syndrome  characterized  by  severe  hypergly- 
cemia, hyperosmolality,  and  dehydration  with 
little  or  no  ketoacidosis.  First  described  in  1957, 1 
NKH  has  received  little  emphasis  outside  of  the 
neurologic  literature.  Neurologic  manifestations 
may  provide  the  first  clinical  clues  to  the  pres- 
ence of  NKH.  Prompt  recognition  of  NKH  by 
Emergency  Department  (ED)  personnel  will  re- 
verse the  progression  of  fluid  imbalance  that 
might  otherwise  lead  to  seizures,  cerebral  ede- 
ma, coma,  and  death.  We  present  two  cases  of 
NKH  with  associated  focal  neurologic  symptoms 
recently  admitted  to  the  ED  at  Vanderbilt  Uni- 
versity Hospital  (VUH). 

Case  Reports 

Case  1.  A 47-year-old  white  woman  with  hemodialysis- 
dependent  chronic  renal  failure  and  a 16-year  history  of  adult- 
onset  diabetes  mellitus  was  transferred  from  the  dialysis  clinic 
to  the  ED  at  VUH  because  of  right  upper  extremity  focal 
seizures  of  recent  onset.  There  was  generalized  “twitching” 
of  all  extremities,  followed  by  episodic  myoclonic  right  arm 
jerks  lasting  15  to  20  seconds.  Spontaneous  rapid  resolution 
without  postictal  manifestations  was  noted  after  each  epi- 
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sode.  The  cyclic  nature  of  the  disturbance  was  identical  to 
that  noted  in  the  dialysis  clinic. 

Admission  temperature  was  37.9°C  orally,  blood  pressure 
160/70  mm  Hg,  and  pulse  95/min;  she  did  not  appear  to  be  in 
distress,  but  was  lethargic  and  confused.  She  was  legally  blind 
in  both  eyes  due  to  diabetic  retinopathy.  There  was  a grade 
3/6  systolic  murmur  heard  best  at  the  apex,  and  slight  epigas- 
tric tenderness  without  rebound  or  organomegaly.  A left 
brachiocephalic  arteriovenous  shunt  with  erythematous  inci- 
sion site  was  noted.  Her  neurologic  status  was  inconstant;  she 
answered  questions  with  one-word  responses  and  much  per- 
severation, and  intermittently  produced  nonsensical  sounds 
and  outcries.  She  was  quite  uncooperative  during  the  exami- 
nation. 

Laboratory  studies  showed  blood  glucose  1,568  mg/dl, 
serum  sodium  (uncorrected)  112  mEq/L,  potassium  6.9  mEq/ 
L,  chloride  74  mEq/L,  BUN  51  mg/dl,  creatinine  5.6  mg/dl, 
magnesium  2.6  mg/dl,  lactic  acid  4.2  mEq/L,  and  osmolality 
314  mOsm/kg.  Arterial  blood  pH  was  7.28,  Po2  77  mm  Hg, 
Pco2  36  mm  Hg,  and  calculated  Hco3-  17  mmole/L.  Serum 
acetone  was  1:128  and  serum  ketones  1:16.  The  white  blood 
cell  (WBC)  count  was  13,000/cu  mm  with  84%  segmented 
polymorphonuclear  leukocytes.  Urine  showed  a 4+  glu- 
cosuria  and  urinalysis  showed  20  to  30  WBC/HPF.  An  elec- 
troencephalogram (EEG)  obtained  in  the  ED  revealed  a spike 
and  wave  pattern  localized  to  the  left  hemisphere.  Computed 
tomography  without  contrast  showed  mild  cerebral  atrophy 
without  other  lesion.  Lumbar  puncture  showed  190  RBCs, 
with  clear  spun  fluid,  and  a CSF  glucose  level  of  269  mg/dl. 
Cultures  of  the  brachiocephalic  shunt  yielded  growth  of  Gram- 
negative rods  that  were  sensitive  to  cefotaxime;  it  was  never 
completely  identified.  The  patient  had  been  administered  90 
ml  5%  dextrose  in  water  (D5W)  en  route  to  the  ED  from  the 
dialysis  clinic.  In  the  ED,  D5W  was  replaced  with  normal  sa- 
line, and  sodium  bicarbonate  50  mEq  was  administered  intra- 
venously along  with  10  units  of  regular  insulin.  After  four 
hours,  blood  glucose  was  measured  at  942  mg/dl.  The  patient 
was  admitted  to  the  hospital  for  further  hemodialysis.  Due  to 
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the  suspected  metabolic  etiology,  anticonvulsant  therapy  was 
not  recommended.  Another  47  units  of  regular  insulin  were 
infused  in  the  dialysis  unit  over  the  next  four  to  five  hours, 
and  the  blood  glucose  level  fell  to  248  mg/dl.  Insulin  infusion 
was  discontinued  at  this  point,  as  all  neurologic  disturbances 
had  abated.  It  was  thought  that  an  infected  indwelling  cath- 
eter, later  removed,  had  been  primarily  responsible  for  the 
patient’s  deterioration,  and  she  was  started  on  cefotaxime  and 
gentamicin.  The  hospital  course  was  uneventful,  and  after  11 
days  the  patient  was  discharged  much  improved. 

Case  2.  A 74-year-old  white  man  was  admitted  to  the  ED 
at  the  VUH  with  a 24-hour  history  of  right  upper  extremity 
jerking  initiated  by  any  voluntary  movement.  On  the  pre- 
vious day  the  rhythmic  activity  could  initially  be  stopped  by 
holding  the  right  arm  with  the  left.  The  episodes  had  no  tem- 
poral pattern,  lasted  one  to  two  minutes,  and  resolved  spon- 
taneously; there  was  brief  postictal  weakness.  He  was  incon- 
tinent during  some  of  these  clonic  episodes.  The  episodes 
became  more  frequent  and  pronounced,  progressing  nearly 
to  hemiballismus,  and  by  day  of  admission,  the  patient  was 
unable  to  suppress  the  jerking,  which  had  progressed  to  in- 
volve the  left  arm  as  well,  although  not  as  severely.  The  fam- 
ily remarked  that  the  patient  had  suffered  increasing  fatigue 
for  two  days,  and  his  wife  noted  that  he  had  polydipsia,  poly- 
uria, and  a 30-lb  weight  loss  over  the  previous  month.  There 
was  no  reported  family  history  of  adult  onset  diabetes  melli- 
tus. 

His  admission  temperature  was  37.1°C  orally,  pulse  76/ 
min,  blood  pressure  156/84  mm  Hg,  and  respirations  18/min. 
The  patient  was  an  overweight,  alert,  well-oriented  white  man 
in  no  acute  distress.  He  was  neurologically  intact,  excluding 
the  movement  disorder.  He  claimed  ill-defined  heart  prob- 
lems since  the  age  of  15,  including  congestive  heart  failure, 
and  four  years  previously  a malignant  melanoma  on  the  back 
of  his  left  hand  had  been  excised.  Current  medications  in- 
cluded diphenylhydantoin  (for  chronic  atrial  fibrillation), 
quinidine,  and  digoxin. 

Laboratory  studies  showed  blood  glucose  of  1,264  mg/dl, 
serum  sodium  137  mEq/L,  potassium  4.3  mEq/L,  chloride  104 
mEq/L,  and  BUN  36  mg/dl.  Arterial  blood  pH  was  7.43,  Pco: 
41  mm  Hg,  Po2  62  mm  Hg,  and  calculated  Hco3~  27  mmole/ 
L.  Serum  osmolality  was  367  mOsm/kg.  Urine  was  4+  for 
glucose  without  ketone  bodies.  The  WBC  count  was  7,900/cu 
mm  with  77%  segmented  polymorphonuclear  leukocytes. 

The  patient  was  admitted  from  the  ED  to  the  neurology 
service,  where  he  was  initially  managed  with  normal  saline 
hydration.  Intravenous  insulin  was  used  to  bring  his  blood 
glucose  over  a period  of  several  hours  to  approximately  400 
mg/dl,  whereupon  a subcutaneous  sliding  scale  regimen  con- 
trolled his  fasting  glucose  level  at  150  to  300  mg/dl.  Nuclear 
magnetic  resonance  imaging  revealed  cerebral  atrophy  with- 
out masses,  and  EEG  revealed  diffuse  background  slowing 
and  disorganization  consistent  with  mild  generalized  enceph- 
alopathy without  seizure  activity. 

No  anticonvulsant  therapy  was  used,  as  myoclonic  activity 
had  disappeared  with  metabolic  correction.  Oral  diphenylhy- 
dantoin was  discontinued,  and  the  patient  was  released  in  good 
condition  after  72  hours. 

Discussion 

A variety  of  neurologic  manifestations  with 
NKH  have  been  described.  Although  choreoath- 
etosis  and  ballism,2  dysphagia,3  and  coma411  have 
all  been  reported,  the  most  common  neurologic 
disturbance  is  increased  seizure  activity,  particu- 
larly epilepsia  partialis  continua1214  and  focal  mo- 
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tor  seizures41518;  generalized  seizures  occur,  but 
are  less  frequent.  Early  diagnosis  and  aggressive 
treatment  with  fluid  and  insulin  will  halt  progres- 
sion of  NKH  to  severe  hyperosmolality,  coma, 
and  frequently  death.  The  death  rate  may  be  as 
high  as  60%  once  these  severe  consequences  have 
been  established,12  but  neurologic  changes  gen- 
erally remit  promptly  once  these  underlying  met- 
abolic disturbances  have  been  corrected.  A dis- 
tinctive feature  of  seizures  due  to  NKH  is 
resistance  to  anticonvulsant  drugs,  particularly 
diphenylhydantoin,  and  in  fact,  it  has  been  sug- 
gested that  diphenylhydantoin  may  aggravate  the 
metabolic  shift  by  its  tendency  to  inhibit  the  ac- 
tion of  insulin.517  Singh  et  al13  estimated  that  fo- 
cal seizures  occur  in  approximately  20%  of  pa- 
tients suffering  from  NKH,  and  are  the  chief 
initial  manifestation  in  6%.  The  occurrence  of 
focal  seizures  in  a control  population  is  0.2%19; 
in  an  elderly  population,  they  are  most  common- 
ly of  metabolic  origin,  and  rarely  reflect  intrace- 
rebral hemorrhage,  central  nervous  system  can- 
cer, or  infection.  Such  focal  seizures  are  normally 
clonic  jerks  of  one  or  more  extremity,  sometimes 
involving  the  face,  and  may  be  repetitive. 

NKH  patients  are  normally  over  the  age  of  50, 
and  almost  universally  suffer  from  adult-onset  di- 
abetes; NKH  is  often  the  initial  presentation  of 
diabetes  in  the  elderly.  Juvenile-onset  diabetes, 
on  the  other  hand,  often  manifests  itself  as  dia- 
betic ketoacidosis  (DKA)  following  a respiratory 
or  skin  infection.6  In  most  patients  with  NKH, 
the  level  of  consciousness  is  not  severely  de- 
pressed, although  this  depends  largely  upon  the 
patient’s  state  of  hydration.  Lethargy  is  com- 
mon,18 and  polyuria  and/or  polydipsia  may  or  may 
not  be  present.  Though  seizures  are  notably  re- 
sistant to  anticonvulsant  therapy,  particularly  di- 
phenylhydantoin, activity  is  halted  with  correc- 
tion of  the  underlying  metabolic  imbalances,  and 
most  patients  recover  completely. 

Pathogenesis.  NKH  is  the  result  of  a partial 
insulin  deficiency  in  which  adequate  insulin  is 
present  to  inhibit  free  fatty  acid  mobilization  and 
ketoacidosis,  but  insufficient  to  transport  glucose 
into  cells.  It  is  recognized  by  a plasma  glucose 
level  above  600  mg/dl,  absent  or  mild  plasma  ke- 
toacidosis (less  than  2+  at  1:1  dilution),  plasma 
or  serum  osmolality  above  350  mOsm/kg  H:0. 
profound  dehydration,  and  neurologic  abnormal- 
ities. Hyperglycemia  promotes  continuous  os- 
motic diuresis,  leading  to  hypertonic  dehydration 
and  worsening  hyperglycemia.  The  vicious  cycle 
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continues  until  proper  fluid  balance  is  attained.7 
Seizures  do  not  figure  prominently  in  DKA,  per- 
haps because  acidosis  encourages  formation  of 
gamma  amino  butyric  acid  (GABA)  in  the  cen- 
tral nervous  system,  thereby  inhibiting  increased 
electrical  activity.15 

Dehydration  plays  a major  role  in  the  devel- 
opment of  NKH,  which  may  be  precipitated  by 
congestive  heart  failure,  renal  failure,  infection, 
pancreatic  disease,  diuretics,  corticosteroids,  and 
diphenylhydantoin.  Virtually  all  patients  with 
NKH  suffer  from  some  degree  of  renal  dysfunc- 
tion, either  age-related  or  disease-related.  One 
mechanism  for  blood  glucose  to  exceed  200 
mg/dl  is  for  glomerular  filtration  rate  (GFR)  to 
fall  below  normal  values.  Depression  of  senso- 
rium  attributed  to  hyperosmolality  decreases  fluid 
intake,  further  lowers  GFR,  and  raises  blood 
glucose  level  and  plasma  osmolality.  In  addition, 
dehydration  suppresses  insulin  production. 

Although  the  exact  mechanism  of  focal  motor 
seizures  without  a localized  lesion  is  unknown,  in 
this  situation  it  is  likely  that  focal  cortical  venous 
sludging  or  thrombosis  is  induced  by  hypergly- 
cemia, hyperosmolality,  dehydration,  or  any 
combination  thereof.18  Cortical  venous  infarc- 
tion, being  highly  epileptogenic,  seems  to  be  a 
reasonable  and  consistent  explanation  for  the  fo- 
cal nature  of  the  seizures. 

Treatment.  Neurologic  symptoms  are  normally 
eliminated  once  NKH  has  been  treated.  An  im- 
portant requirement  for  proper  treatment  is  the 
distinction  of  NKH  from  other  metabolic  dis- 
turbances, such  as  DKA,  as  well  as  its  distinction 
from  cortical  lesions,  which  might  manifest 
themselves  similarly.  Patients  with  DKA  rarely 
have  seizures,  and  may  be  clinically  differentiat- 
ed from  those  with  NKH  by  the  presence  of  pro- 
tracted vomiting,  hyperventilation,  acetone 
breath,  and  profound  dehydration.  A history  of 
antecedent  diabetes  is  more  often  absent  in  a 
person  who  suffers  from  NKH.  In  general,  an  in- 
tracerebral lesion  can  be  ruled  out  radiologically, 
and  the  following  trends,  although  not  absolute, 
help  distinguish  NKH  from  DKA9: 


Blood  glucose 
Blood  bicarbonate 
Plasma  osmolality 


NKH 

>600  mg/dl 
> 15  mEq/L 
>350  mOsm/kg 


DKA 

<500  mg/dl 
< 12  mEq/L 
<335  mOsm/kg 


Initially,  when  plasma  glucose  is  rapidly  low- 
ered with  insulin,  brain  osmolality  falls  at  a sim- 
ilar rate.  If  descent  is  too  rapid  (e.g.,  to  below 


250  to  300  mg/dl  in  less  than  24  hours),  CSF  glu- 
cose decline  lags,  resulting  in  a descending  os- 
motic gradient  from  brain  to  plasma,  causing  a 
rapid  shift  of  fluid  into  the  brain,8  and  cerebral 
edema  becomes  a significant  risk  after  metabolic 
abnormalities  have  largely  been  corrected.10 

Balance  studies  demonstrate  that  the  fluid  lost 
through  the  kidneys  is  about  half  normal  saline 
(0.45%  sodium  chloride)  with  40  mEq/L  of  cal- 
cium chloride  added.6-8  Replacement  should  be- 
gin with  regular  insulin  to  lower  blood  glucose, 
with  at  least  one  liter  of  normal  saline  (0.9%  so- 
dium chloride)  to  rapidly  expand  intravascular 
volume.  Once  stabilization  is  accomplished,  half 
normal  saline  with  potassium  supplementation  of 
10  to  20  mEq/L  should  be  substituted  until  plas- 
ma glucose  is  lowered  to  300  mg/dl,  at  which  point 
dextrose-containing  solutions  are  not  contraindi- 
cated.6 Serum  potassium  should  be  closely  mon- 
itored. The  total  amount  of  insulin  required  to 
reverse  NKH  is  approximately  one  half  that 
needed  to  manage  DKA.  Regular  insulin  should 
be  given  intravenously  at  0.15  units/kg/hr  until 
the  glucose  drops  to  300  mg/dl.  This  infusion  al- 
lows the  glucose  to  decrease  at  a rate  of  80  to 
100  mg/dl/hr.20  Therapy  should  not  allow  the 
blood  glucose  to  fall  too  rapidly,  so  that  the  brain 
may  slowly  equilibrate  as  normal  osmolality  is 
reached,  to  avoid  paradoxical  CNS  hyperglycem- 
ia and  cerebral  edema.  If  symptoms  suggest  in- 
creased intracranial  pressure,  insulin  must  be 
stopped,  and  intravenous  osmotic  agents  such  as 
mannitol  should  be  considered  in  order  to  de- 
crease the  brain-plasma  osmotic  gradient  and 
thereby  effectively  raise  the  plasma  glucose  lev- 
els to  the  300  mg/dl  level. 

About  half  of  the  total  fluid  deficit  (approxi- 
mately 20%  of  total  body  water,  or  about  8 liters 
in  a 70-kg  man)  should  be  replaced  over  the  ini- 
tial 12  hours,  and  the  remainder  over  the  next  24 
hours.6-8  These  generalizations  must  be  altered 
with  renal  failure  and  decreased  urine  output,  or 
with  congestive  heart  failure  and  sodium  intoler- 
ance. Because  of  these  variations,  some  patients 
require  only  minuscule  doses  of  insulin  and  less 
vigorous  fluid  replacement;  still  others  require 
only  fluid  replacement.  Final  adjustments  in  fluid 
electrolyte  balance  should  be  accomplished  oral- 
ly once  the  patient  is  alert.11 

Summary 

It  is  important  for  ED  physicians  to  be  famil- 
iar with  the  manifestations  of  metabolic  disor- 
ders that  affect  the  elderly.  NKH  is  a common 
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problem  that  may  cause  focal  neurologic  mani- 
festations. Prompt  diagnosis  and  treatment  is 
necessary  to  avoid  progression  to  coma  and  death. 
Since  focal  seizures  commonly  reflect  intracere- 
bral hemorrhage,  CNS  cancer,  and  infection, 
metabolic  disturbances  may  not  be  suspected.  A 
simple  determination  of  the  blood  glucose  should 
be  rapidly  performed  on  anyone  with  altered 
mental  status  or  having  seizures.  r A 
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HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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The  Distribution  of  Primary  Care 

Physicians  in  Tennessee 


GARY  L.  BURKETT,  Ph.D.;  ROBERT  E.  BAXLEY;  and  ANNE  C.  THEISEN 


In  a previous  paper1  comparing  the  supply  of 
primary  care  physicians  in  the  state  of  Tennessee 
with  that  of  other  geographic  areas,  including  the 
other  southeastern  states  and  the  United  States 
as  a whole,  we  concluded  that  Tennessee  as  a 
whole,  like  most  other  southern  states  and  like 
other  parts  of  the  country  with  large  rural  popu- 
lations, is  not  sharing  in  the  “physician  oversup- 
ply” projected  by  the  GMENAC  report.2  Of 
equal  concern,  for  considering  the  access  to  phy- 
sicians enjoyed  by  the  citizens  of  Tennessee  and 
for  formulating  rational  public  health  care  poli- 
cy, is  the  pattern  of  distribution  of  these  primary 
care  physicians  within  the  state. 

It  would  be  anticipated  that  the  general  distri- 
bution of  physicians  within  the  state  would  not 
be  dissimilar  to  the  pattern  that  has  been  estab- 
lished for  other  regions  of  the  country.  There  is 
a known  marked  tendency  for  physicians  to  lo- 
cate their  practices  in  or  near  the  larger  urban 
centers — a tendency  that  derives  from  the  per- 
ceived desirability  of  access  to  advanced  medical 
resources  and  facilities,  adequate  referral  net- 
works, a sufficiently  large  and  sufficiently  pros- 
perous patient  base,  and  physician  preferences 
regarding  community  settings  and  social  ameni- 
ties for  the  physician,  spouse,  and  family.  This 
paper  examines  the  specific  ways  in  which  this 
pattern  of  physician  distribution  pertains  to  pri- 
mary care  physicians  within  Tennessee. 

Methods 

The  data  used  for  this  report  were  obtained 
from  the  Center  for  Health  Statistics  of  the  Ten- 
nessee Department  of  Health  and  Environment. 
The  database  includes  all  physicians  licensed  to 
practice  in  Tennessee  in  May  1987.  Physicians 
who  were  inactive  or  retired  or  were  in  training 
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at  that  time  were  excluded  from  the  calculations. 

Our  previous  report  utilized  data  from  the 
AMA  Physician  Masterfile  in  order  to  assure 
uniformity  in  comparison  between  this  state  and 
other  geographic  areas.  This  report  relies,  in- 
stead, on  data  from  the  Center  for  Health  Statis- 
tics because  it  is  concerned  only  with  the  distri- 
bution of  physicians  within  the  state,  and  because 
the  Center  for  Health  Statistics  data  file  is  more 
up  to  date  and  more  detailed  than  the  AMA  data 
that  were  available  to  us.  For  the  most  part,  dif- 
ferences between  the  two  data  sets  are  negligi- 
ble. In  instances  where  there  appear  to  be  signif- 
icant differences  in  numbers,  these  differences  are 
explained  by  variations  in  definitions  or  cate- 
gories used  to  classify  physicians.  The  AMA  data, 
for  example,  include  residents,  while  the  figures 
derived  from  the  Center  for  Health  Statistics  data 
file  do  not. 

The  limitations  relating  to  specialty  self-desig- 
nation ascribed  to  the  data  in  the  previous  report 
also  apply  here.  Also,  as  in  the  previous  report, 
the  present  analysis  focuses  on  family  practice, 
general  internal  medicine,  general  pediatrics,  and 
obstetrics/gynecology  as  primary  care  specialties 
without  meaning  to  imply  that  these  disciplines 
are  exhaustive  of  all  physicians  who  provide  pri- 
mary care.  For  this  report  “general  internists”  and 
“general  pediatricians”  include  physicians  who 
used  the  general  specialty  to  designate  them- 
selves rather  than  one  of  the  internal  medicine 
or  pediatrics  subspecialties.  “Obstetrician/gyne- 
cologists” include  all  physicians  who  designated 
themselves  as  such  or  as  “obstetricians”  or 
“gynecologists.”  “Family  practice”  includes  phy- 
sicians who  designated  their  specialty  as  either 
“family  practice”  or  “general  practice.” 

Results 

Table  1 displays  the  population,  number  of 
physicians,  and  physician  per  100,000  population 
ratio  for  the  state  as  a whole  and  for  each  of  the 
three  grand  divisions  of  the  state  for  each  of  the 
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TABLE  1 


PRIMARY  CARE  PHYSICIANS  IN  TENNESSEE 
REGIONS  AND  RATIO  PER  100,000  POPULATION 


Family 

Practice 


Population 

No. 

Ratio 

State  of  Tennessee 

4,855,651 

1,135 

23.4 

Region 

East 

1,835,822 

489 

26.6 

Middle 

1,585,655 

346 

21.8 

West 

1,434,174 

300 

20.9 

General 

Obstetrics/  Internal  General 

Gynecology  Medicine  Pediatrics 


No. 

Ratio 

No. 

Ratio 

No. 

Ratio 

488 

10.1 

1,004 

20.7 

510 

10.5 

167 

9.1 

307 

16.7 

177 

9.6 

174 

11.0 

368 

23.2 

170 

10.7 

147 

10.2 

329 

22.9 

162 

11.3 

four  primary  care  specialties  that  are  of  interest 
in  this  report.  Some  geographic  variation  be- 
tween these  regions  can  be  seen  in  that  while 
Middle  and  West  Tennessee  have  higher  concen- 
trations of  general  internists,  general  pediatri- 
cians, and  obstetrician/gynecologists,  East  Ten- 
nessee tends  to  have  more  family  physicians. 
Within  these  regions,  of  course,  there  is  also 
considerable  variation.  The  ratio  of  general  in- 
ternists per  100,000,  for  example,  is  0 in  27  coun- 
ties but  52  in  Davidson  County.  There  are  51 
counties  in  the  state  with  no  general  pediatri- 
cians, but  Shelby  County  has  146. 

The  maps  contained  in  Figs.  1 through  5 pro- 
vide displays  of  the  exact  distribution  of  these 
primary  care  physicians  between  the  counties  of 
the  state.  Fig.  1 shows  that  for  all  physicians  the 
only  counties  in  Tennessee  having  a physician  per 
100,000  ratio  of  better  than  175  (about  the  na- 


tional average)  are  Shelby,  Madison,  Davidson, 
Hamilton,  Knox,  Washington,  and  Sullivan. 
These  counties,  with  the  largest  population  cen- 
ters in  the  state,  tend  to  have  much  higher  phy- 
sician-population ratios  than  the  rest  of  the  coun- 
ties. They  contain  about  47%  of  the  state’s 
population  but  have  65%  of  the  state’s  physi- 
cians in  these  four  primary  care  specialties.  Sev- 
enty-eight percent  of  the  state’s  general  intern- 
ists, 78%  of  general  pediatricians,  76%  of 
obstetrician/gynecologists,  and  42%  of  family 
physicians  are  in  these  seven  counties. 

The  other  maps  show  the  distribution  of  gen- 
eral internists,  general  pediatricians,  obstetri- 
cian-gynecologists, and  family  physicians  among 
the  counties  within  the  state.  With  the  exception 
of  family  physicians,  it  can  be  seen  that  the  dis- 
tribution of  these  primary  care  practitioners  is 
similar  to  that  of  all  physicians.  They  tend  to  be 
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Figure  1.  Physicians  per  100,000  population. 
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Figure  2.  General  internists  per  100,000  population. 
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Figure  3.  General  pediatricians  per  100,000  population. 
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Figure  4.  Obstetrician/gynecologists  per  100,000  population. 
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Figure  5.  General  and  family  physicians  per  100,000  population. 


more  highly  concentrated  in  the  same  urban 
counties  that  hold  the  major  population  centers. 
It  is  interesting  that  the  distribution  pattern  of 
family  physicians  is  quite  different,  more  of  them 
being  located  in  the  more  rural  counties  where 
there  are  few  if  any  of  the  other  medical  special- 
ties represented. 

Another  method  for  examining  the  urban-ru- 
ral distribution  of  primary  care  physicians  is  pro- 
vided by  Table  2.  Here  the  counties  in  Tennes- 
see have  been  divided  into  those  that  are  part  of 
a Metropolitan  Statistical  Area  (MSA)  and  those 
that  are  not.  While  the  Census  Bureau’s  defini- 
tion of  an  MSA  is  rather  complex,  the  division 
between  MSA  and  non-MSA  counties  provides  a 
rough  categorization  into  the  more  urban  and  the 
more  rural  counties  in  the  state.  Table  2 shows 


TABLE  2 

DISTRIBUTION  OF  PRIMARY  CARE  PHYSICIANS  IN 
TENNESSEE  BETWEEN  MSA  AND  NON-MSA  COUNTIES 


MSA 

Non-MSA 

Counties 

Counties 

Number 

26 

69 

Population 

3,075,298 

1,780,353 

Physicians 

Physicians 

No. 

Ratio 

No. 

Ratio 

All  Physicians 
General  Internal 

5,852 

190.3 

1,553 

87.2 

Medicine 

807 

26.2 

197 

11.1 

General  Pediatrics 

435 

14.1 

75 

4.2 

Obstetrics/Gynecology 

398 

12.9 

90 

5.1 

Family  Practice 

642 

20.9 

493 

27.7 
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that  all  physicians  and  primary  care  physicians — 
again  with  the  exception  of  family  physicians — 
tend  to  be  more  concentrated  in  the  counties  that 
are  parts  of  an  MSA.  The  overall  physician-pop- 
ulation ratio  is  about  190  per  100,000  in  the 
counties  that  are  part  of  an  MSA  but  only  87  in 
the  counties  that  are  not  part  of  an  MSA.  The 
differential  between  MSA  and  non-MSA  coun- 
ties for  general  internists,  general  pediatricians, 
and  obstetrician/gynecologists  is  similar  with  the 
more  urban  counties  having  physician-population 
ratios  two  to  three  times  those  of  the  rural  coun- 
ties. The  pattern  for  family  physicians,  however, 
is  totally  different,  with  more  family  doctors  in 
the  non-MSA  counties  than  in  the  MSA  coun- 
ties— 27.7  for  the  more  rural  counties  and  20.9 
for  the  more  urban  counties. 

Discussion  and  Conclusions 

While  there  is  little  new  or  surprising  in  the 
finding  that  physicians  tend  to  concentrate  in 
more  urban  and  cosmopolitan  centers,  the  actual 
exent  to  which  this  pattern  holds  true  for  prima- 
ry care  physicians  in  Tennessee  is  noteworthy. 
The  analysis  reported  here  shows  that  the  urban- 
rural  imbalance  of  physicians  is  not  a conse- 
quence only  of  high  technology-oriented  subspe- 
cialists choosing  to  locate  in  proximity  to  large 
and  sophisticated  medical  centers.  Physicians  in 
most  primary  care  disciplines  as  well  have  a sim- 
ilar tendency  to  practice  in  or  near  major  popu- 
lation centers. 

The  finding  of  a different  distribution  pattern 
for  family  physicians  in  this  state,  in  contrast  to 
other  primary  care  specialties,  is  also  notewor- 
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thy.  The  evidence  presented  here  provides  em- 
pirical support  for  the  suspicion  many  people 
would  share  that  family  doctors  are  more  likely 
to  practice  in  the  rural  communities  of  the  state. 
The  patterns  detected  in  this  study  show  not  only 
that  family  physicians  are  more  likely  than  their 
other  primary  care  colleagues  to  locate  in  rural 
communities,  but  also  that  their  geographic  lo- 
cation pattern  is  the  reverse  of  other  physicians. 
The  physician-population  ratio  for  family  physi- 
cians in  Tennessee  is  actually  higher  in  the  rural 
than  in  the  urban  counties. 

This  report,  especially  when  considered  to- 
gether with  previous  results  demonstrating  that 
Tennessee  is  not  sharing  in  the  condition  of  phy- 
sician oversupply  perceived  for  the  nation  as  a 


whole,  reaffirms  the  question  of  the  adequacy  of 
physician  access  for  many  of  the  citizens  of  this 
state.  While  progress  on  this  front  has  been  made 
over  the  past  several  years,3  there  is  an  impor- 
tant and  continuing  need  to  consider  the  unmet 
health  care  requirements  of  the  many  Tennessee 
citizens  who  live  outside  of  the  major  population 
centers.  r ^ 


REFERENCES 

1.  Burkett  GL,  Baxley  RE,  Theisen  AC:  The  supply  of  primary  care  physi- 
cians in  Tennessee.  J Tenn  Med  Assoc  81:16-20,  1988. 

2.  Report  of  the  Graduate  Medical  Education  National  Advisory  Committee 
to  the  Secretary,  Department  of  Health  and  Human  Services.  U.S.  Dept,  of  Health 
and  Human  Services,  1980. 

3.  Diggs  WW:  Rural  distribution  of  physicians  in  Tennessee.  J Tenn  Med 
Assoc  76:79-85,  1983. 


APRIL  1988 

| Sunday 

Monday 

Tuesday  Wednesday  Thursday 

Friday 

Saturday 

NOTES 

1 

2 

3 

4 

5 

6 

7 

1 

8 

9 

10 

11 

12 

13  14  15  16 

TMA  153RD  ANNUAL  MEETING 
Peabody  Hotel — Memphis 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

FEBRUARY,  1988 


85 


Home  Health  Vs . Nursing  Home  Care 

JAMES  S.  POWERS,  M.D. 


Practicing  physicians  in  nearly  all  specialties 
will,  at  one  time  or  another,  be  faced  with  a fam- 
ily anguishing  over  whether  to  place  a loved  one 
in  a nursing  home  or  to  continue  support  in  the 
home  environment.  This  essay  discusses  strate- 
gies for  effective  physician  involvement  in  long- 
term care  decisions. 

I find  that  although  most  families  try  to  keep 
infirm  elderly  relatives  at  home  as  long  as  possi- 
ble, families  differ  on  their  ability  to  provide 
home  care.  It  is  only  recently  that  material  writ- 
ten for  the  lay  public  has  become  available  to 
educate  patients  and  families  to  assist  them  in 
decisions  regarding  home  health  care  versus 
nursing  home  placement.13  When  I advise  fami- 
lies regarding  home  health,  I am  very  specific 
about  the  demands  on  the  care  giver  and  the  spe- 
cial needs  to  be  considered  for  home  care,  in- 
cluding sick  room  equipment,  specialized  diets, 
architectural  changes,  and  the  day-to-day  reali- 
ties of  providing  assistance  with  activities  of  daily 
living  (ADL).  The  decision  to  accept  home  health 
care  is  a very  individual  one  for  the  family  and 
patient,  based  partly  on  personal  preferences, 
degree  of  infirmity  of  the  patient,  perceived  fears 
and  obligations,  the  physical  and  emotional  health 
of  the  care  giver,  and  the  availability  of  support 
services.  Though  the  growth  of  home  health 
agencies  has  been  beneficial,  there  are  presently 
few  geriatric  day  care  centers  available  to  assist 
families  in  caring  for  older  relatives.  When  fam- 
ilies accept  home  care  responsibilities,  many 
health  care  costs  are  shifted  to  them. 

The  consideration  of  nursing  home  placement, 
in  my  experience,  requires  many  hours  of  profes- 
sional time  in  supportive  and  informative  coun- 
seling with  patients  and  families.  Certain  disabil- 
ities such  as  incontinence,  feeding  difficulties, 
immobility,  severe  disorientation  or  behavior 
problems,  and  complexity  of  medical  therapy  are 
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conditions  that  favor  nursing  home  care  over 
home  care.  The  decision  to  accept  nursing  home 
care  commonly  angers  the  patient  and  causes 
feelings  of  guilt  in  the  family.  Relocation  stress 
is  common  among  patients  and  may  be  manifest- 
ed by  depression  or  confusion  that  may  take 
weeks  to  resolve.  Understanding  by  the  physi- 
cian is  greatly  needed  during  this  difficult  transi- 
tion period. 

One  of  the  best  indicators  as  to  the  preferable 
location  of  care  for  infirm  elderly  with  chronic 
disease  is  the  status  of  functional  ADL.  Func- 
tional status  correlates  well  with  severity  of  dis- 
ease processes  and  many  health  outcome  meas- 
urements, and  is  extremely  useful  in  aiding 
medical  placement  decisions.  The  ADL  scale  of 
Katz4  is  a highly  recommended  assessment  tool; 
it  includes  dressing,  bathing,  toileting,  feeding, 
incontinence,  and  mobility.  The  functional  as- 
sessment of  geriatric  patients  can  easily  be  per- 
formed in  the  office  by  observing  patients  and 
questioning  family  members.  The  assessment 
serves  to  guide  the  physician  and  serves  as  a fo- 
cus for  discussion  with  the  patient  and  family  re- 
garding optimum  placement  considerations. 

Home  health  care  is  not  a panacea  for  the  el- 
derly with  chronic  or  terminal  disease.  We  need 
both  good  home  services  and  good  institutional 
care  as  alternatives  for  humane  and  effective  care 
of  our  aging  patients.  Deciding  how  to  most  ef- 
fectively utilize  these  alternative  resources  takes 
considerable  thought  and  skill.  The  concerned 
advice  of  the  physician  in  the  decision-making 
process  will  benefit  both  patients  and  families 
faced  with  the  prolonged  survival  of  elderly  loved 
ones  with  chronic  disease,  and  guarantee  opti- 
mum care  for  our  patients.  r s* 
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AMA  1987  Interim  Meeting  Report 


Ethical  Issues  Involved  in  the  Growing  AIDS  Crisis 


The  Council  on  Ethical  and  Judicial  Affairs  of  the 
American  Medical  Association  recognizes  the  growing 
AIDS  crisis  as  a crucial  health  problem  involving  the 
physician’s  ethical  responsibility  to  his  patients  and  to 
society.  The  House  of  Delegates  adopted  Report  YY 
(A-87)  of  the  Board  of  Trustees  which  provides  excel- 
lent guidance  for  a responsible  public  policy  (/  Tenn 
Med  Assoc  80:543-549,  1987).  As  stated  therein,  AIDS 
patients  are  entitled  to  competent  medical  service  with 
compassion  and  respect  for  human  dignity  and  to  the 
safeguard  of  their  confidences  within  the  constraints  of 
the  law.  Those  persons  who  are  afflicted  with  the  dis- 
ease or  who  are  seropositive  have  the  right  to  be  free 
from  discrimination. 

A physician  may  not  ethically  refuse  to  treat  a pa- 
tient whose  condition  is  within  the  physician’s  current 
realm  of  competence  solely  because  the  patient  is  ser- 
opositive. The  tradition  of  the  American  Medical  As- 
sociation, since  its  organization  in  1847,  is  that:  “when 
an  epidemic  prevails,  a physician  must  continue  his  la- 
bors without  regard  to  the  risk  to  his  own  health.” 
(See  Principles  of  Medical  Ethics,  1847,  1903,  1912, 
1947,  1955.)  That  tradition  must  be  maintained.  A 
person  who  is  afflicted  with  AIDS  needs  competent, 
compassionate  treatment.  Neither  those  who  have  the 
disease  nor  those  who  have  been  infected  with  the  vi- 
rus should  be  subjected  to  discrimination  based  on  fear 
or  prejudice,  least  of  all  by  members  of  the  health  care 
community.  Physicians  should  respond  to  the  best  of 
their  abilities  in  cases  of  emergency  where  first  aid 
treatment  is  essential,  and  physicians  should  not  aban- 
don patients  whose  care  they  have  undertaken.  (See 
Section  8.10  of  Current  Opinions  of  the  Council  on 
Ethical  and  Judicial  Affairs  of  the  American  Medical 
Association,  1986.) 

Principle  VI  of  the  1980  Principles  of  Medical  Eth- 
ics states  that  “A  physician  shall  in  the  provision  of 
appropriate  patient  care,  except  in  emergencies,  be  free 
to  choose  whom  to  serve,  with  whom  to  associate  and 
the  environment  in  which  to  provide  medical  serv- 
ices.” The  Council  has  always  interpreted  this  Princi- 
ple as  not  supporting  illegal  or  invidious  discrimina- 
tion. (See  Section  9.11  of  Current  Opinions,  1986.) 
Thus,  it  is  the  view  of  the  Council  that  Principle  VI 
does  not  permit  categorical  discrimination  against  a 
patient  based  solely  on  his  or  her  seropositivity.  A 
physician  who  is  not  able  to  provide  the  services  re- 
quired by  persons  with  AIDS  should  make  an  appro- 
priate referral  to  those  physicians  or  facilities  that  are 
equipped  to  provide  such  services. 


This  is  AMA  Council  on  Ethical  and  Judicial  Affairs  Report  A, 
submitted  to  the  House  of  Delegates  at  its  interim  meeting  in  Decem- 
ber 1987. 


At  its  1987  Annual  Meeting,  the  House  of  Dele- 
gates adopted  Substitute  Resolution  18  which  asked 
the  Council  on  Ethical  and  Judicial  Affairs  to  address 
“the  patient  confidentiality  and  ethical  issues  raised  by 
known  HIV  antibody-positive  patients  who  refuse  to 
inform  their  sexual  partners  or  modify  their  behav- 
ior.” Physicians  have  a responsibility  to  prevent  the 
spread  of  contagious  diseases,  as  well  as  an  ethical  ob- 
ligation to  recognize  the  rights  to  privacy  and  to  con- 
fidentiality of  the  AIDS  victim.  These  rights  are  ab- 
solute until  they  infringe  in  a material  way  on  the  safety 
of  another  person  or  persons.  Those  who  are  not  in- 
fected with  the  virus  are  entitled  to  protection  from 
transmission  of  the  disease.  Thus,  the  societal  need  for 
accurate  information  and  public  health  surveillance 
must  also  be  respected.  As  the  Board  of  Trustees  stat- 
ed in  Report  YY  (A-87),  “A  sound  epidemiologic  un- 
derstanding of  the  potential  impact  of  AIDS  on  soci- 
ety requires  the  reporting  [on  an  anonymous  or 
confidential  basis  to  public  health  authorities]  of  those 
who  are  confirmed  as  testing  positive  for  the  antibody 
to  the  AIDS  virus.” 

In  those  jurisdictions  in  which  the  reporting  of  in- 
dividuals infected  with  the  AIDS  virus  to  public  health 
authorities  is  not  mandated,  a physician  who  knows 
that  a seropositive  patient  is  endangering  a third  party 
faces  a dilemma.  The  physician  should  attempt  to  per- 
suade the  infected  individual  to  refrain  from  activities 
that  might  result  in  further  transmission  of  the  disease. 
When  rational  persuasion  fails,  authorities  should  be 
notified  so  that  they  can  take  appropriate  measures  to 
protect  third  parties.  Ordinarily,  this  action  will  fulfill 
the  physician’s  duty  to  warn  third  parties;  in  unusual 
circumstances  when  all  else  fails,  a physician  may  have 
a common  law  duty  to  warn  endangered  third  parties. 
However,  notification  of  any  third  party,  including 
public  health  authorities,  without  the  consent  of  the 
patient  may  be  precluded  by  statutes  in  certain  states. 
Therefore,  the  Council  reiterates  and  strongly  endors- 
es Recommendations  16  and  17  of  Board  Report  YY 
(A-87).  They  are: 

Recommendation  16:  Specific  statutes  must  be 
drafted  which,  while  protecting  to  the  greatest 
extent  possible  the  confidentiality  of  patient  in- 
formation, (a)  provide  a method  for  warning  un- 
suspecting sexual  partners,  (b)  protect  physi- 
cians from  liability  for  failure  to  warn  the 
unsuspecting  third  party  but,  (c)  establish  clear 
standards  for  when  a physician  should  inform  the 
public  health  authorities,  and  (d)  provide  clear 
guidelines  for  public  health  authorities  who  need 
to  trace  the  unsuspecting  sexual  partners  of  the 
infected  person. 
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Recommendation  17:  Given  the  risk  of  infec- 
tion being  transmitted  sexually,  and  given  the 
dire  potential  consequences  of  transmission,  se- 
rious consideration  should  be  given  to  sanctions, 
at  least  in  circumstances  where  an  unsuspecting 
sexual  partner  subsequently  finds  out  about  a 
partner’s  infection  and  brings  a complaint  to  the 
attention  of  authorities.  Preemptive  sanctions  are 
not  being  endorsed  by  this  recommendation. 

The  civil  rights  and  liberties  of  those  who  are  in- 
fected with  the  AIDS  virus,  as  well  as  those  who  are 
not,  are  entitled  to  protection.  The  ethical  challenge 
to  the  medical  profession  is  to  maintain  a judicious 
balance  in  this  regard,  including  the  issue  of  whether 
physicians  who  are  HIV-infected  must  inform  their  pa- 
tients or  whether  they  may  continue  in  patient  care  at 
all.  The  Council’s  new  opinion  on  physicians  and  in- 
fectious diseases  is: 

A physician  who  knows  that  he  or  she  has  an 
infectious  disease  should  not  engage  in  any  ac- 
tivity that  creates  a risk  of  transmission  of  the 
disease  to  others. 

In  the  context  of  the  AIDS  crisis,  the  application 
of  the  Council’s  opinion  depends  on  the  activity  in 
which  the  physician  wishes  to  engage. 

The  Council  on  Ethical  and  Judicial  Affairs  reiter- 
ates and  reaffirms  the  AMA’s  strong  belief  that  AIDS 
victims  and  those  who  are  seropositive  should  not  be 
treated  unfairly  or  suffer  from  discrimination.  How- 
ever, in  the  special  context  of  the  provision  of  medical 
care,  the  Council  believes  that  if  a risk  of  transmission 
of  an  infectious  disease  from  a physician  to  a patient 
exists,  disclosure  of  that  risk  to  patients  is  not  enough; 
patients  are  entitled  to  expect  that  their  physicians  will 
not  increase  their  exposure  to  the  risk  of  contracting 
an  infectious  disease,  even  minimally.  If  no  risk  exists, 
disclosure  of  the  physician’s  medical  condition  to  his 
or  her  patients  will  serve  no  rational  purpose;  if  a risk 
does  exist,  the  physician  should  not  engage  in  the  ac- 
tivity. The  Council  recommends  that  the  afflicted  phy- 
sician disclose  his  or  her  condition  to  colleagues  who 


can  assist  in  the  individual  assessment  of  whether  the 
physician’s  medical  condition  or  the  proposed  activity 
poses  any  risk  to  patients.  There  may  be  an  occasion 
when  a patient  who  is  fully  informed  of  the  physician’s 
condition  and  the  risks  that  condition  presents  may 
choose  to  continue  his  or  her  care  with  the  seroposi- 
tive physician.  Great  care  must  be  exercised  to  assure 
that  true  informed  consent  is  obtained. 

In  summary,  the  Council  on  Ethical  and  Judicial 
Affairs  believes  that: 

• A physician  may  not  ethically  refuse  to  treat  a 
patient  whose  condition  is  within  the  physician’s  cur- 
rent realm  of  competence  solely  because  the  patient  is 
seropositive.  Persons  who  are  seropositive  should  not 
be  subjected  to  discrimination  based  on  fear  or  preju- 
dice. 

• Physicians  are  dedicated  to  providing  competent 
medical  service  with  compassion  and  respect  for  hu- 
man dignity. 

• Physicians  who  are  unable  to  provide  the  services 
required  by  AIDS  patients  should  make  referrals  to 
those  physicians  or  facilities  equipped  to  provide  such 
services. 

• Physicians  are  ethically  obligated  to  respect  the 
rights  of  privacy  and  of  confidentiality  of  AIDS  pa- 
tients and  seropositive  individuals. 

• Where  there  is  no  statute  that  mandates  or  pro- 
hibits the  reporting  of  seropositive  individuals  to  pub- 
lic health  authorities  and  a physician  knows  that  a ser- 
opositive individual  is  endangering  a third  party,  the 
physician  should  (1)  attempt  to  persuade  the  infected 
patient  to  cease  endangering  the  third  party;  (2)  if  per- 
suasion fails,  notify  authorities;  and  (3)  if  the  authori- 
ties take  no  action,  notify  the  endangered  third  party. 

• A physician  who  knows  that  he  or  she  is  sero- 
positive should  not  engage  in  any  activity  that  creates 
a risk  of  transmission  of  the  disease  to  others. 

• A physician  who  has  AIDS  or  who  is  seropositive 
should  consult  colleagues  as  to  which  activities  the 
physician  can  pursue  without  creating  a risk  to  pa- 
tients. 

The  Council  on  Ethical  and  Judicial  Affairs  re- 
quests that  this  report  be  filed.  r ^ 
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Special  Communication 


An  Open  Letter  to  Blue  Cross 

December  7,  1987 


Mr.  Tom  Long,  Vice  President 
Blue  Cross/Blue  Shield  of  Tennessee 
801  Pine  St. 

Chattanooga,  TN  37402 
Dear  Tom: 

I am  responding  to  your  letter  of  November  20,  re- 
garding renewal  of  my  Blue  Cross  PPO  provider  status 
for  the  coming  year.  I am  writing  to  you  personally 
because  I wanted  to  make  a personal  statement  to  you 
regarding  what  I think  is  an  unreasonable  approach  on 
the  part  of  your  company.  Though  in  our  contacts  over 
the  years  you  have  always  been  reasonable  and  civil, 
your  company  has  never  been  either  fair  or  friendly  to 
me  as  a provider  of  cognitive  services.  I take  partial 
responsibility  for  a generally  low  level  of  reimburse- 
ment for  my  services,  because  I have  never  really  pur- 
sued the  matter,  and  have  neither  complained  nor 
analyzed  carefully  your  reimbursement  levels.  I be- 
lieve, however,  that  there  truly  is  no  reason  for  me  to 
accept  a “non-preferred  provider  level  of  reimburse- 
ment” simply  because  I may  happen  to  have  a patient 
in  a hospital  with  which  you  currently  have  no  con- 
tract. I consider  it  unfair  that  you  reduce  payment  to 
me  in  a situation  where  circumstances  are  totally  be- 
yond my  control.  The  hospitals  with  which  you  con- 
tract are  your  business  and  your  problem.  If  my  pa- 
tients request  admission  to  hospitals  that  do  not  happen 
to  be  on  your  participating  hospital  list,  that  would 


seem  to  me  in  no  way  to  warrant  reduced  payment  for 
my  services. 

Therefore,  I request  that  you  remove  my  name  from 
your  participating  provider  panel,  and  not  renew  my 
contract  for  the  coming  year.  I would  be  happy  to  meet 
with  you  personally  at  any  time  to  try  to  re-analyze 
your  company’s  methods  of  reimbursing  for  cognitive 
services.  As  you  may  know,  the  American  Society  of 
Internal  Medicine  has  finally  been  able  to  change  the 
thinking  of  some  of  our  legislators  and  of  Medicare 
administrators  in  considering  this  type  of  service. 

While  I continue  to  be  unhappy  about  the  way  your 
company  has  treated  me  and  internists  in  general,  I 
have  continued  hope  that  your  good  judgment  and 
overall  knowledge  may  allow  a more  satisfactory  rela- 
tionship with  all  of  your  providers. 

With  best  regards,  I remain 

Yours  sincerely, 

Paul  R.  Stumb,  M.D. 

1211  21st  Avenue  South 

Nashville,  TN  37212 
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Special  Communication 


That’s  Life 

MARKS.  GOLDFARB,  M.D. 


“I  am  looking  forward  to  the  Labor  Day  week- 
end,” Mr.  B.  said.  “July  4th  was  a bust,  but  I have  a 
good  feeling  about  Labor  Day.” 

“Why?”,  I said  naively,  ignoring  the  obvious. 

“A  lot  of  car  accidents,”  he  replied  half  jokingly. 
“Things  happen  and  I’m  ready.” 

I looked  at  him  at  first  with  a disbelieving  glance 
and  then  slowly  a smile  came  across  my  face.  Our  eyes 
met,  and  we  both  laughed  out  loud. 

“Mr.  B,  you’re  terrible,”  I responded. 

“Got  to  be,”  he  said  simply.  “That’s  life.” 

Such  a simple  word,  and,  oh,  how  differently  we 
viewed  and  valued  it.  Or  did  we? 

Mr.  B was  awaiting  a heart  transplant.  Without  it, 
his  time  was  significantly  limited.  He  knew  that;  we 
had  been  through  it  numerous  times  before.  His  heart 
disease  was  terminal,  the  result  of  two  huge  infarcts. 
He  remained  at  risk  for  progressive  heart  failure  and 
always  at  high  risk  for  sudden  death  in  face  of  his  ar- 
rhythmias. He  was  aware  of  this.  He  was  bright,  intel- 
ligent, and  strong;  and  so  he  persevered. 

Mr.  B,  at  age  40,  was  only  six  years  older  than  I. 
Perhaps  this  is  why  I identify  so  closely  with  him  and 
his  plight.  Had  not  medicine  brought  us  together,  we 
might  have  met  at  the  gym  or  at  a party  and  become 
friends  and  contemporaries.  Now  we  were  friends  and 
colleagues — colleagues  in  his  battle  to  survive. 

He  was  healthy  until  the  first  of  his  heart  attacks. 
Down  deep,  we  tend  to  have  less  empathy  for  those 
infarct  patients  who  won’t  control  their  blood  pres- 
sure, lose  weight,  or  stop  smoking.  Mr.  B was  differ- 
ent. He  had  no  risk  factors.  He  was  active.  Produc- 
tive. Employed.  A family  man.  Even  after  his  first 
ischemic  insult,  he  returned  to  work.  He  was  a good 
person.  You  could  only  look  at  him  blankly  when  he 
would  ask,  “Why  me?”  You  couldn’t  help  but  conjure 
up  the  old  saying,  “There  but  for  the  grace  of  God  go 
I.”  Yet,  he  never  dwelt  on  why  he  was  so  unlucky.  He 
had  gone  through  Vietnam  unscathed.  Then  he  was 
lucky.  Now,  things  were  different.  Had  his  luck  run 
out? 
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Once  I brought  up  the  possibility  of  a heart  trans- 
plant. He  was  excited;  his  whole  face  and  posture  took 
on  a new  positive  glow.  There  was  a way  out.  Perhaps 
his  luck  had  taken  a turn  for  the  better.  Maybe  he 
could  get  back  to  work,  return  to  the  more  active  life- 
style he  enjoyed  previously,  and  see  his  children  play 
in  the  Little  League  games.  It  would  not  just  a matter 
of  keeping  one  step  ahead  of  the  Grim  Reaper;  it  would 
be  a chance  to  move  ahead. 

Somehow  Mr.  B always  emphasized  the  positive. 
He  never  came  to  the  office  depressed,  and  I suspect 
he  didn’t  pout  or  cry  very  much  at  home.  If  his  antiar- 
rhythmic  agent  gave  him  unpleasant  side  effects,  he 
said  that  at  least  the  rhythm  was  controlled.  After  he 
finally  got  his  transplant  and  the  second  biopsy  showed 
early  signs  of  mild  rejection,  he  said  that  at  least  the 
waiting  was  over  and  we  could  move  ahead  with  the 
pulsed  therapy.  Positive.  Always  positive.  How  did  he 
do  it? 

When  because  of  reverse  isolation  Mr.  B would  walk 
around  the  hospital  in  his  yellow  gown  and  mask,  peo- 
ple were  initially  hesitant  and  would  leave  quickly, 
thinking  he  was  an  AIDS  patient.  He  understood, 
however.  He  knew  that  they  were  naive  and  ignorant. 
It  didn’t  bother  him.  His  girlfriend  painted  a red  heart 
on  the  gown  and  word  quickly  got  out  that  he  was  the 
heart  transplant  patient.  Now,  when  he  sits  in  the 
lounge  or  out  on  the  patio  he  gets  a standing  ovation. 
Oh,  how  he  deserves  it! 

Mr.  B has  taught  me  a lot.  As  part  of  the  team 
involved  in  his  care,  I have  learned  the  intricacies  of 
organ  transplantation.  I now  better  understand  the 
physiology  of  the  transplanted  heart,  evolving  tech- 
niques in  immunology,  and  the  profiles  of  the  new  im- 
munosuppressive agents. 

But  more  important,  Mr.  B has  taught  me  about 
life.  How  wonderful  it  is,  and  how  each  day  is  truly 
something  very  special.  He  has  given  a new,  broader 
concept  to  the  words  “strength”  and  “courage.”  He 
has  forced  me  to  be  introspective.  If  our  roles  were 
reversed,  could  I go  through  all  he  has  with  such  char- 
acter and  dignity?  I wonder.  I realize  I probably 
couldn’t  have  before,  but  now,  after  having  had  Mr. 
B touch  my  life,  I think  maybe  I could.  /~  ^ 
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Medicine,  the  Compassionate  Profession 
Tennessee,  the  Volunteer  State 

HAYS  MITCHELL,  M.D. 


Five  years  ago,  the  Tennessee  Department  of  Health 
and  Environment  (TDHE)  and  the  Tennessee  Chapter 
of  the  American  Academy  of  Pediatrics  (TCAAP)  set 
up  an  advisory  committee  to  examine  ways  of  provid- 
ing health  care  for  children  who  could  not  afford  a 
doctor.  The  committee  consisted  of  physicians  from  the 
department,  as  well  as  practicing  pediatricians,  obste- 
trician-gynecologists, family  practitioners,  neonatolo- 
gists,  and  other  hospital-based  physicians.  Academic 
medicine  was  represented  as  well  as  the  Medicaid  Bu- 
reau. MCH,  and  the  Department  of  Human  Services. 

The  panel  concurred  that  the  ideal  way  to  serve 
these  children  was  through  the  cooperative  effort  of 
both  the  public  and  private  sectors.  This  was  to  be 
realized  through  the  establishment  of  “medical  homes” 
across  the  state,  based  upon  guidelines  developed  by 
the  Academy  of  Pediatrics.  Consequently,  a medical 
home  subcommittee  chaired  by  a private  practicing 
pediatrician  was  established. 

Like  beauty,  the  concept  of  medical  home  was  in 
the  eye  of  the  beholder.  Defining  medical  home  took 
two  half-day  sessions  of  the  subcommittee.  Finally,  the 
private,  public,  academic,  and  hospital-based  sectors 
agreed  that  the  ideal  medical  home  was  a physician’s 
office,  but  it  was  stipulated  that  any  medical  home  had 
to  provide  continuous  care,  including  24  hours  a day, 
seven  days  a week  coverage,  fundamental  laboratory 
work,  and  hospital  admission  privileges. 

A statewide  network  was  developed  in  which  the 
regional  health  department  director,  a TCAAP-as- 
signed  pediatrician  consultant,  and  a “healthy  chil- 
dren” coordinator  contacted  each  pediatrician  and 
family  physician  in  that  region  by  letter.  This  commu- 
nication outlined  all  of  the  health  services  currently 
offered  children  by  the  county  health  departments,  as 
well  as  an  opportunity  for  physicians  to  “sign  up”  on 
a daily  rotating  roster  to  act  as  medical  homes  for  these 
children. 


Dr.  Mitchell  is  chairman  of  the  TMA  Primary  Care  Liaison 
Committee. 
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The  understanding  was  that  when  county  health  de- 
partments encountered  a child  who  did  not  have  a 
doctor,  the  physician  on  the  roster  that  day  would  ac- 
cept that  sick  child  into  his  practice  then  and  in  the 
future.  It  was  assumed  that  such  child  would  probably 
be  either  Medicaid-eligible  or  totally  indigent. 

This  communication  also  emphasized  the  many 
services  that  the  county  health  department  could  offer 
the  indigent  and  near-indigent  patient,  such  as  nutri- 
tional support,  immunization,  and  home  visits  by  nurs- 
es. The  receipt  of  this  information  made  even  the  most 
seasoned  and  experienced  physician  aware  of  new  re- 
sources for  serving  such  patients. 

It  was  expected  that  30  to  40  pediatricians  and  fam- 
ily physicians  would  volunteer  as  medical  homes.  In- 
stead, the  program  met  with  a tremendous  response; 
some  714  physicians  are  currently  participating  state- 
wide, making  Tennessee  a model  for  other  states.  Im- 
portantly, not  one  cent  of  state  or  federal  money  has 
been  requested  by  or  given  to  these  practitioners. 

The  federal  government  is  presently  conducting  a 
study  of  the  medical  home  concept  in  Bradley  County 
under  SPRANS  (Special  Projects  of  Regional  and  Na- 
tional Significance).  Approximately  130  infants  with 
medical  homes  and  health  department  cooperative  care 
are  being  compared  with  130  in  an  adjoining  county 
over  the  next  three  years.  The  control  group  has  sim- 
ilar socioeconomic  and  cultural  backgrounds,  but  lacks 
medical  homes.  An  analysis  of  data  regarding  mortal- 
ity, morbidity,  inpatient  hospital  days,  emergency  room 
use,  roadblocks  to  medical  care,  attitudes,  etc.,  should 
prove  most  enlightening. 

With  the  passage  in  April  of  Resolution  27-87  by 
the  Tennessee  Medical  Association  House  of  Dele- 
gates. medical  homes  for  indigent  adults  are  now  being 
established.  TMA’s  Primary  Care  Liaison  Committee 
is  presently  cooperating  with  regional  and  county  health 
department  directors  and  a volunteer  coordinator  from 
TMA  in  each  region  of  the  state.  Meetings  with  com- 
ponent medical  societies  are  being  scheduled  to  ex- 
plain the  process  of  signing  up  for  the  volunteer  roster 
kept  by  the  county  health  department.  By  participat- 
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ing,  the  volunteer  physician  agrees  to  treat  indigent, 
semi-indigent,  or  Medicaid  patients  that  do  not  have  a 
regular  doctor.  The  patient  may  be  able  to  make  some 
contribution  based  on  a sliding  fee  scale,  or  may  be 
unable  to  pay  any  amount. 

Physicians  on  the  roster  may  be  rotated  on  a daily 
or  a patient  basis;  undoubtedly,  each  county  will  de- 
velop its  own  methods  to  fit  the  reality  of  the  public/ 
private  sector  relationships  of  that  county.  Such  vari- 
ations are  already  apparent  in  West  Tennessee. 

Although  the  physician  agrees  to  continue  seeing 
the  patient  as  his  medical  home,  the  relationship  may 
change  in  the  future — when,  and  if,  the  patient  can 
afford  to  pay.  The  same  doctor/patient  relationship 
exists  as  with  any  patient,  and  therefore  may  be  ended 
at  the  request  of  either  party. 


Since  Medicaid  participation  is  an  essential  part  of 
being  a medical  home,  an  analysis  of  the  Medicaid  Bu- 
reau’s new  “uniform  fee  disbursement”  schedule  is 
being  shared  with  county  societies.  Medicaid  fees  are 
improving;  there  are  41  upgraded  fee  reimbursement 
codes  as  of  December  1987.  For  further  information 
regarding  Medicaid  reimbursement  levels,  call  1-800- 
342-3145,  and  ask  for  Ms.  Mary  Lawrence,  supervisor 
of  the  Physician  Unit  of  Provider  Relations,  at  ext. 
0049. 

We  take  great  pride  in  Tennessee’s  having  had  the 
first  volunteer  medical  home  program  for  children  in 
the  nation.  If  the  adult  medical  home  concept  proves 
successful,  physicians  in  Tennessee  may  again  say  with 
pride,  “Medicine,  the  compassionate  profession;  Ten- 
nessee, the  volunteer  state.”  r s* 
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Medical  Grand  Rounds 


Current  Problems  in  Hemophilia: 
Consequences  of  Successful  Therapy 

MARION  DUGDALE,  M.D. 


A 33-year-old  white  man  had  been  a recognized  hemo- 
philiac since  age  10  weeks  (factor  VIII  less  than  1%)  when 
he  bled  excessively  during  attempted  circumcision.  Two  male 
maternal  cousins  were  known  to  have  hemophilia.  His  early 
care  was  limited  to  the  management  of  acute  episodes  of 
bleeding,  and  in  spite  of  frequent  hemarthroses,  he  was  able 
to  attend  regular  school  through  the  eighth  grade.  At  age  14, 
by  which  time  he  had  developed  chronic  joint  disease  and 
pain  in  these  arthritic  joints  was  becoming  a problem,  the 
family  moved  to  Memphis  and  he  became  a patient  of  St. 
Jude's  Hospital.  He  was  not  sent  to  high  school  but  did  com- 
plete his  high  school  studies  on  a homebound  program.  The 
resultant  isolation  led  to  psychosocial  problems  which  were 
augmented  by  narcotic  dependence.  He  was  trained  as  an  ac- 
countant. but  was  never  able  to  work  because  of  the  frequen- 
cy of  his  acute  joint  bleeding. 

In  1974,  at  age  21.  he  began  self-treatment  at  home  for 
his  hemarthroses,  requiring  12  to  14  doses  of  factor  VIII  con- 
centrate per  month,  but  with  improvement  in  his  outlook  and 
his  ability  to  get  about.  The  following  year  he  married,  but 
the  marriage  ended  in  divorce  after  three  or  four  years  and 
the  birth  of  a son.  He  remained  the  main  care  provider  for 
the  child  even  though  the  child  lived  with  his  mother,  and  he 
moved  with  them  as  needed  by  the  mother's  job.  In  1980. 
because  of  repeated  hemarthroses  and  constant  pain  in  the 
left  elbow,  an  uneventful  synovectomy  and  radial  head  exci- 
sion were  performed.  This  relieved  the  pain  and  improved 
function,  but  an  attempted  fusion  of  an  ankle  done  at  the 
same  time  was  unsuccessful,  and  the  persistent  pain  with  es- 
calating narcotic  use  became  an  increasing  problem.  Very 
frequent  joint  bleeding  continued,  especially  into  a shoulder, 
and  by  1982  finding  veins  for  factor  VIII  infusions  was  be- 
coming increasingly  difficult. 

In  1983  the  patient  came  under  the  care  of  the  U.T.  hem- 
ophilia clinic.  He  had  advanced  hemophilic  arthropathy  in 
most  major  joints,  w'as  consuming  large  amounts  of  Demerol 
and  Darvon.  had  a major  problem  with  venous  access,  and 
for  the  first  time  was  noted  to  have  splenomegaly.  Abnormal 
liver  function  was  first  documented  in  1984.  By  August  of 
that  year  veins  had  become  such  a problem  that  a Gortex 
graft  was  placed  in  the  left  upper  arm.  This  functioned  well. 
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and  greatly  helped  in  the  management  of  his  hemarthroses 
and  an  episode  of  upper  GI  bleeding  from  a peptic  ulcer. 

One  year  later,  the  Gortex  graft  clotted,  and  when  at- 
tempts to  reestablish  flow  were  unsuccessful,  a Porta  Cath 
implantable  access  was  placed  in  the  right  subclavian  vein. 
The  patient  soon  learned  to  infuse  himself  via  this  device  but 
pain  in  the  right  shoulder  and  knee,  requiring  constant  anal- 
gesia. led  him  to  request  surgery.  This  required  removal  of 
the  Porta  Cath  and  reinsertion  of  it  in  the  left  subclavian  vein. 
After  this  area  healed,  total  shoulder  and  total  knee  arthro- 
plasties were  done  at  the  same  sitting  in  April  1986.  Surgery 
was  uneventful,  but  his  convalescence  was  complicated  by 
bleeding  into  the  knee  on  the  tenth  postoperative  day  in  spite 
of  adequate  blood  factor  VIII  levels,  infection  of  the  Porta 
Cath  requiring  its  removal  3 Vi  weeks  postoperatively.  and  very' 
difficult  problems  with  pain  and  narcotic  management.  A new 
Porta  Cath  was  placed  during  his  sixth  postoperative  week, 
and  he  was  finally  discharged,  pain  free  and  off  all  narcotics, 
after  six  weeks  in  the  hospital. 

He  did  well  after  this  and  was  able  to  attend  summer  camp 
for  hemophiliac  children  as  a counselor,  but  in  late  June  he 
was  noted  to  have  icteric  sclerae,  and  liver  function  tests  were 
consistent  with  advanced  liver  disease.  His  condition  slowly 
deteriorated,  and  in  September  he  was  admitted  with  symp- 
toms of  hepatic  decompensation.  Liver  biopsy  showed  ad- 
vanced cirrhosis  plus  changes  consistent  with  acute  non-A  non- 
B hepatitis.  From  this  point  on.  his  course  was  steadily  down- 
hill; he  developed  infection  in  the  Gortex  graft,  so  that  it  had 
to  be  removed,  only  to  be  followed  by  recurring  abscesses  in 
the  operative  area.  His  liver,  which  had  been  greatly  en- 
larged. shrank  until  it  was  no  longer  percussable,  while  the 
spleen  gradually  enlarged  to  fill  most  of  the  left  abdomen. 
Pneunmocystis  carinii  pneumonia  was  suspected  because  of  a 
strongly  positive  gallium  scan  done  because  of  dyspnea  and 
fever.  He  was  treated  with  trimethoprim-sulfamethoxazole, 
but  then  developed  oral  candidiasis  and  symptoms  of  esoph- 
ageal candidiasis.  His  overall  condition  was  such  that  esopha- 
goscopy  was  not  attempted,  and  he  was  treated  with  nystatin 
and  ketoconazole.  Serum  test  for  HIV  antibody  was  positive. 
Massive  and  recurring  bleeding  developed  from  the  operative 
site  in  the  left  arm.  requiring  surgical  intervention.  He  failed 
to  regain  consciousness  following  this  procedure,  and  died 
three  days  later  at  the  age  of  33. 

Autopsy  confirmed  the  presence  of  micronodular  cirrho- 
sis. huge  splenomegaly,  and  histologic  change  in  the  lymph 
nodes  consistent  with  HIV  infection  (AIDS).  The  lungs  did 
not  show  Pneumocystis,  and  the  esophagus  was  free  of  Can- 
dida. 
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Final  Diagnosis:  (1)  Hemophilia  A,  severe;  (2)  hemophil- 
ic arthropathy,  multiple  joints,  with  total  arthroplasties, 
shoulder  and  knee;  (3)  chronic  hepatitis,  possibly  B,  with 
progression  to  cirrhosis;  (4)  acute  non-A  non-B  hepatitis 
causing  liver  failure  and  death;  (5)  AIDS;  (6)  past  history  of 
narcotic  dependence/addiction;  (7)  status  post  repair  of  a my- 
cotic aneurysm  of  the  left  brachial  vein. 

Discussion 

The  hemophilias  are  inherited  bleeding  disor- 
ders in  which  the  affected  individual  bleeds  ex- 
cessively because  of  a lack  of  specific  coagulant 
functions  in  the  blood.  Hemophilia  A,  a lack  of 
factor  VIII,  is  the  most  common  (about  85%)  of 
the  more  serious  inherited  coagulation  defects, 
and  hemophilia  B,  caused  by  the  lack  of  factor 
IX,  is  the  second  most  common,  accounting  for 
most  of  the  remaining  15%  of  patients.  Clinically 
they  are  identical,  although  overall,  hemphilia  B 
patients  have  less  frequent  and  less  serious 
bleeding.  The  typical  patient  with  either  form  has 
the  well-known  predisposition  to  prolonged  and 
persistent  bleeding  from  even  trivial  injuries,  but 
more  important  in  the  long-run  are  the  hemar- 
throses,  which  tend  to  occur  in  any  of  the  major 
joints  following  excessive  use  or  even  without 
obvious  cause.  Hemarthroses  are  acutely  disa- 
bling because  of  the  severe  pain  that  accompan- 
ies them,  and  they  are  chronically  disabling  be- 
cause of  the  destruction  of  the  joint  that  results 
from  repeated  hemarthroses. 

Our  comments  today  will  be  limited  to  hemo- 
philia A,  the  disease  our  patient  inherited  from 
his  mother.  His  history  is  a very  typical  one,  with 
acute  hemarthroses  dominating  his  early  life  and 
with  the  chronic  aspects  of  the  disease  and  its 
complications  mounting  as  time  went  by.  The  list 
of  final  diagnoses  on  this  patient  prompted  the 
title  of  this  Grand  Rounds:  Hemophilia — Com- 
plications of  Successful  Therapy.  His  hemophilia 
therapy  was  successful  in  that,  in  spite  of  very 
severe  hemophilia,  he  lived  to  the  age  of  33,  and 
was  to  a certain  degree  independent  and  func- 
tional. Moreover,  he  did  not  bleed  to  death.  His 
joint  disease  did  progress,  although  adequate 
therapy  probably  delayed  this  progression.  Even- 
tually only  the  surgical  approach  had  anything  to 
offer.  The  availability  of  factor  VIII  concentrates 
made  it  possible  to  safely  perform  extensive  sur- 
gery to  various  joints  and  to  provide  venous  ac- 
cess when  peripheral  veins  failed.  As  a result,  he 
remained  mobile  and  ambulatory  until  his  ter- 
minal illness,  and  able  throughout  to  infuse  fac- 
tor VIII  when  needed  for  management  of  acute 
problems. 
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If  we  go  back  to  the  only  systematic  review  of 
hemophilia  before  therapy  with  blood  or  blood 
products,  we  find  that  80%  of  patients  were  dead 
by  the  age  of  14,  and  that  only  about  3%  were 
still  alive  by  the  age  of  35. 1 Moreover,  almost  all 
died  as  a direct  result  of  uncontrollable  bleeding. 
These  statistics  did  not  begin  to  change  until  fair- 
ly recent  times.  Lack  of  an  essential  coagulant  in 
the  blood  was  well  established  by  1937,  as  the 
cause  of  hemophilic  bleeding,2  and  it  was  also 
appreciated  that  in  vitro  the  long  clotting  time  of 
hemophilic  blood  could  be  shortened  to  normal 
by  the  addition  of  normal  blood.  The  successful 
application  of  that  to  treatment  of  patients  was 
not  possible  until  advent  of  blood  component 
therapy.  Blood  plasma  did  not  become  generally 
available  until  the  late  1950s,  and  although  its  use 
was  cumbersome  and  not  always  effective,  it  pro- 
vided for  the  first  time  a measure  of  success  in 
the  management  of  hemophilic  bleeding. 

The  discovery  of  cryoprecipitate  in  1965  revo- 
lutionized the  management  of  hemophilia,  since 
it  was  now  possible  to  achieve  truly  effective 
blood  levels  of  factor  VIII  in  almost  all  situa- 
tions. Up  to  this  point,  all  efforts  were  directed 
at  keeping  the  patient  alive  by  the  control  of 
bleeding.  Now  control  could  almost  be  guaran- 
teed, and  the  chronic  aspects  of  hemophilia  be- 
came of  increasing  importance:  the  chronic,  de- 
structive arthropathy,  the  psychosocial  and 
financial  problems,  and  the  problems  of  chronic 
pain  and  drug  addiction.  Appreciation  of  these 
factors  led  to  the  concept  of  comprehensive  hem- 
ophilia care  and  the  emergence  of  specialized 
centers  where  this  type  of  care  is  practiced. 

A further  advance  came  within  a few  years  of 
cryoprecipitate  therapy,  as  between  1970  and  1972 
much  more  highly  purified  derivatives  of  cry- 
oprecipitate concentrates  appeared  on  the  mar- 
ket and  were  rapidly  accepted.  They  were  highly 
effective  in  both  stopping  and  preventing  bleed- 
ing. Moreover,  unlike  cryoprecipitate  they  did  not 
have  to  be  stored  frozen,  and  were  easy  to  use, 
so  that  the  patient  could  learn  to  treat  himself. 
This  effectively  freed  hemophiliacs  from  depend- 
ence on  their  physicians  and  their  hospitals,  and 
opened  up  the  possibility  of  an  independent  and 
self-sufficient  life  for  these  men.  But  concen- 
trates were  expensive,  leading  to  a “complica- 
tion” that  had  not  previously  existed:  who  was  to 
pay  for  this  new  and  wonderful  therapy?  Solu- 
tions for  this  have  gradually  evolved  as  insurance 
companies  have  accepted  its  validity  and  states 
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have  developed  programs  to  help  the  uninsured. 

The  1970s  was  a decade  of  optimism,  as  hem- 
ophilia care  expanded  to  include  surgical  correc- 
tion of  badly  damaged  joints  and  improved  den- 
tal care,  children  routinely  attended  school  with 
normal  children,  and  adults  were  able  to  get  and 
keep  good  jobs.  Many  patients  were  taught  home 
care,  giving  themselves  intravenous  factor  VIII 
concentrates  as  needed  for  acute  bleeding,  in  se- 
verely affected  individuals  as  often  as  two  or  more 
doses  per  week.  Since  factor  VIII  concentrates 
are  prepared  commercially  from  large  volumes  of 
human  plasma  (2,000  to  25,000  donors),  it  has 
been  estimated  that  a severely  affected  hemo- 
philiac can  be  exposed  via  his  concentrate  use  to 
as  many  as  300,000  donors  per  year. 

The  consequences  of  this  unprecedented  ex- 
posure began  to  emerge  during  the  later  1970s, 
when  hemophilia  clinics  throughout  the  country 
began  to  report  chronic  elevations  of  serum  liver 
enzymes  in  many  and  seropositivity  for  hepatitis 
B in  most  of  their  patients.3  Because  of  some 
hesitation  to  perform  liver  biopsies  on  hemophil- 
iacs the  significance  of  these  findings  has  only  re- 
cently been  explained.  Histologic  evidence  of 
chronic  liver  disease  was  found  in  most  hemo- 
philiacs undergoing  liver  biopsy  for  chronic  or  in- 
termittent “transaminitis.”  In  a recent  extensive 
series,  15%  of  biopsies  showed  cirrhosis,  and  an 
additional  7%  showed  chronic  active  hepatitis.  In 
other  smaller  series  the  percentages  are  higher. 
These  figures  hold  for  all  patients  who  have  been 
treated  with  plasma  or  plasma  derivatives  of  any 
type,  but  were  unknown  prior  to  development  of 
factor  replacement  therapy.  It  now  seems  clear 
that  a large  number  of  hemophilic  patients  will 
succumb  to  chronic  liver  disease  acquired  from 
the  blood  derivatives  that  have  enabled  them  to 
lead  close  to  normal  lives. 

Recently  the  situation  has  been  further  cloud- 
ed by  the  emergence  of  AIDS.  The  first  case  of 
AIDS  in  a hemophiliac  occurred  in  1982,  but  tests 
of  stored  serum  samples  have  shown  that  sero- 
positivity began  to  appear  in  hemophiliacs  in 
1979. 5 (The  first  case  of  AIDS  in  the  United 
States  was  reported  in  a homosexual  man  in 
1981.)  During  the  period  of  1981  to  1983  there 
appears  to  have  been  universal  contamination  of 
the  factor  VIII  concentrates  by  the  HIV,  and  at 
present  between  65%  and  90%  of  hemophiliacs 
test  positive  for  antibodies  to  HIV.  After  five 
years  of  seropositivity,  about  one-third  of  hemo- 
philia A patients  have  clinical  AIDS.5  Of  about 


15,000  hemophiliacs  in  this  country,  over  350  have 
developed  clinical  AIDS  to  date.  In  Tennessee 
there  are  estimated  to  be  about  400  hemophil- 
iacs, with  11  cases  of  AIDS  reported  through  June 
of  this  year;  this  represents  4.7%  of  AIDS  cases 
in  Tennessee.6  However,  with  about  two-thirds 
of  Tennessee  hemophilia  patients  being  seropos- 
itive we  can  undoubtedly  expect  to  see  many 
more  cases  within  the  next  few  years. 

Fortunately,  the  factor  VIII  concentrates  in  use 
for  the  past  two  years  are  free  of  the  HIV,  so 
that  patients  who  have  escaped  infection  to  date 
are  unlikely  to  become  infected  from  this  source, 
although  these  heat-treated  concentrates  can  still 
transmit  the  hepatitis  viruses.  A pasteurized 
product  believed  to  be  free  of  the  hepatitis  virus- 
es also  is  now  available,  but  at  four  times  the 
cost,  so  that  it  will  be  used  mainly  for  patients 
who  have  not  previously  been  exposed  to  blood 
or  blood  products.  Solution  of  this  problem  will 
come  when  factor  VIII  manufactured  by  recom- 
binant DNA  techniques  come  on  the  market  at 
an  affordable  price,  hopefully  within  the  next  year 
or  two. 

The  psychosocial  complications  of  hemophilia, 
being  less  tangible  and  more  difficult  to  measure, 
are  much  less  well  defined  than  the  anatomic, 
chemical,  and  serologic  facts  described  above. 
They  have  received  relatively  little  attention  over 
the  years,  although  it  is  obvious  that  the  effect 
on  the  affected  individual,  his  parents  and  sib- 
lings, and  his  spouse  and  children  are  often  enor- 
mous and  can  be  devastating.7-8  When  the  unpre- 
dictability of  recurring  disabling  bleeding,  the 
expectation  and  reality  of  recurring  severe  pain, 
the  problems  of  narcotic  use,  and  the  certainty 
of  eventual  crippling  in  spite  of  the  best  available 
care  are  considered,  it  is  remarkable  that  so  many 
of  our  patients  have  adapted  well  and  are  able  to 
lead  happy  and  productive  lives.  They  are  now 
confronted  with  the  additional  problem  of  AIDS. 
With  many  being  seropositive,  they  are  being  told 
that  they  must  assume  that  they  can  transmit  this 
disease  to  their  sexual  partners  and  to  their  un- 
born children.  Inevitably,  there  is  also  the  fear 
of  what  lies  ahead  for  themselves,  made  worse 
by  the  ability  of  their  physicians  to  answer  their 
questions  in  only  the  most  general  manner.9 

Finally,  hemophilia  cannot  be  discussed  with- 
out reference  to  cost  of  care  and  the  burden  of 
paying  for  it.  Data  from  our  hemophilia  clinic 
show  that  for  1986  the  average  use  of  factor  VIII 
amounted  to  48,000  units,  or  about  $6,500,  per 
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patient.  To  this  must  be  added  the  cost  of  hos- 
pitalization, emergency  room  and  clinic  visits,  and 
x-ray  and  laboratory  charges;  the  estimated  cost 
per  patient  per  year,  nationwide,  is  $8,127. 10 
Tennessee  hemophiliacs  are  fortunate  above  most 
in  having  an  excellent  state-supported  program 
that  provides  for  patients  who  are  either  not 
covered  by  any  form  of  health  insurance  or  have 
inadequate  coverage.  This  program  pays  for  con- 
centrates, the  equipment  needed  for  self-admin- 
istration, and  for  a limited  number  of  days  in  the 
hospital  if  admission  is  required  because  of  a 
bleeding  problem.  It  also  supports  hemophilia 
clinics  in  Memphis,  Nashville,  Knoxville,  Chat- 
tanooga and  Johnson  City,  where  comprehensive 
care  is  given  regularly  to  all  hemophilia  patients, 
whether  they  are  enrolled  in  the  state  program 
or  not.  With  home  and  outpatient  care,  a medi- 
cally proven  and  economical  approach  to  the 
management  of  the  hemophiliac  patient,10-11  it  is. 
to  be  hoped  that  the  role  of  the  clinics  will  now 
be  expanded  to  manage  the  additional  problems 


of  AIDS  and  chronic  liver  disease  in  our  pa- 
tients. r P 
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Vanderbilt  Morning  Report 


Alcohol  Withdrawal 


Case  Report 

A 55-year-old  man  with  a history  of  ethanol  abuse  was 
admitted  to  the  Nashville  V.A.  Hospital  with  grand  mal  sei- 
zures and  a fever.  The  patient  had  regularly  consumed  one 
pint  of  Scotch  whiskey  a day  until  two  days  prior  to  admis- 
sion, when  he  quit  drinking.  He  was  found  by  his  family  at 
home  having  convulsions,  and  was  brought  to  the  hospital. 
He  had  had  grand  mal  seizures  in  1983  attributed  to  alcohol 
withdrawal. 

On  physical  examination  he  was  alert  and  oriented,  with 
a blood  pressure  of  150/90  mm  Hg,  pulse  105/min  and  regu- 
lar, and  temperature  100°F.  Pupils  were  equal,  round,  and 
reactive,  and  disk  margins  were  sharp.  His  neck  was  supple. 
Examination  of  the  lungs  revealed  scattered  rhonchi,  and  the 
heart  a systolic  flow  murmur.  The  liver  edge  was  palpable  3 
cm  below  the  right  costal  margin,  and  was  smooth  and  non- 
tender. His  abdomen  was  soft.  Neurologic  examination  was 
normal. 

Admission  laboratory  data  were:  sodium  140  mEq/L  (nor- 
mal 135  to  153),  potassium  2.3  mEq/L  (normal  3.5  to  5.3), 
blood  glucose  112  mg/dl  (normal  70  to  110),  WBC  count  7,300/ 
cu  mm  (normal  4,800  to  10,000),  hematocrit  39%  (normal  42 
to  52)  with  an  MCV  of  101  cup.  (normal  80  to  94);  platelet 
count  was  25,000/cu  mm  (normal  150,000  to  500,000).  PT  and 
PTT  were  normal.  Calcium  was  8.3  mg/dl  (normal  9 to  10.6), 
albumin  3.9  gm/dl  (normal  3.5  to  5),  alkaline  phosphatase 
116  IU/L  (normal  26  to  88),  SGOT  360  IU/L  (normal  10  to 
60),  bilirubin  2.0  mg/dl  (normal  0.2  to  1.0),  phosphorous  1.7 
mg/dl  (normal  2.5  to  4.8),  and  magnesium  1.7  mg/dl  (normal 
1.8  to  2.4).  Chest  x-ray  showed  right  middle  lobe  atelectasis. 
A CT  scan  of  the  head  revealed  diffuse  cortical  and  cerebel- 
lar atrophy.  There  were  no  focal  lesions. 

Antibiotics  were  administered  to  treat  presumed  pneu- 
monia. He  was  given  folate  and  thiamine  supplements,  and 
phenytoin  was  given  to  prevent  further  seizures.  Oral  chlor- 
diazepoxide  was  started  to  prevent  the  alcohol  withdrawal 
syndrome. 

The  following  day  the  patient  became  febrile,  confused,  and 
combative,  and  experienced  auditory  and  visual  hallucinations, 
and  there  were  physical  signs  of  autonomic  hyperactivity.  He  was 
given  300  mg  of  intravenous  diazepam  over  the  next  24  hours  for 
sedation.  Lumbar  puncture  revealed  a normal  opening  pres- 
sure with  a CSF  glucose  of  64  mg/dl  (normal  50  to  100).  CSF 
protein  was  normal.  There  were  no  RBCs.  but  there  were  30 
WBCs,  all  of  them  lymphocytes  (normal  0 to  4 WBCs,  100% 
lymphocytes).  Cultures  grew  no  organisms,  and  the  CSF  pleo- 
cytosis was  attributed  to  his  seizures. 

Over  the  next  seven  days  the  patient  became  afebrile,  his 
mental  status  improved,  and  he  was  discharged  to  the  care  of 
his  family.  By  the  time  of  discharge  his  electrolytes,  liver  func- 
tion tests,  and  platelet  count  were  all  normal. 

Discussion 

Several  different  clinical  syndromes  are  associated 
with  alcohol  withdrawal.  The  most  common  is  the  “al- 
cohol withdrawal  syndrome,”  which  may  occur  upon 
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the  cessation  of  drinking  in  a chronic  heavy  user,  binge 
drinker,  or  occasional  heavy  drinker.  It  is  character- 
ized by  tremulousness,  general  irritability,  and  gas- 
trointestinal symptoms,  and  is  frequently  first  noted  in 
the  mornings  after  overnight  abstinence.  The  symp- 
toms reach  peak  intensity  24  to  36  hours  after  cessa- 
tion of  drinking  and  generally  resolve  within  three  to 
four  days.  Common  features  include  anxiety,  tremu- 
lousness, abdominal  discomfort,  anorexia,  and  nausea 
and  vomiting,  and  the  patient  may  be  mildly  disorient- 
ed, flushed,  and  tremulous,  with  a rapid  heart  rate  and 
hyperactive  reflexes;  there  may  be  disordered  percep- 
tion, bad  dreams,  misinterpretation  of  environmental 
stimuli,  and  hallucinations.1 

Seizures  following  withdrawal  of  alcohol  may  occur 
7 to  48  hours  after  cessation,  with  a peak  incidence  at  13 
to  24  hours.  These  are  of  the  grand  mal  type  and  fre- 
quently occur  in  bursts  of  three  to  six  seizures.  A small 
percentage  of  patients  with  alcohol  withdrawal  syn- 
drome and  approximately  one-third  of  those  with  with- 
drawal seizures  go  on  to  develop  delirium  tremens.1-2 

Delirium  tremens  follows  by  three  to  four  days  a 
significant  decrease  in  alcohol  ingestion.  It  is  character- 
ized by  profound  confusion,  disorientation,  and  vivid 
hallucinations.  Patients  are  tremulous  and  agitated,  and 
complain  of  sleeplessness.  Abdominal  symptoms  are 
common,  and  autonomic  overactivity  is  usually  present. 
This  state  lasts  two  to  four  days,  characteristically  end- 
ing with  the  patient  falling  into  deep  sleep  and  awak- 
ening unaware  of  the  last  few  days’  activities.1-3  Mortal- 
ity from  delirium  tremens  is  largely  a function  of 
underlying  illness,  and  ranges  between  5%  and  15%. 14 

The  most  important  features  of  therapy  for  alcohol 
withdrawal  are  maintaining  an  airway,  correcting  hy- 
povolemia and  electrolyte  abnormalities,  and  treating 
associated  injuries  and  infections.  Thiamine  should  be 
given  initially  and  daily,  and  benzodiazepines,  which 
include  chlordiazepoxide.  diazepam,  oxazepam  and  lor- 
azepam,3-5  are  recommended  to  control  withdrawal 
symptoms  and  to  treat  delirium  tremens.4-5 

Two  recent  double-blind  studies  have  examined  the 
use  of  sympathetic  antagonists  in  the  treatment  of  alcohol 
withdrawal  syndromes.  One  that  compared  clonidine  to 
chlordiazepoxide  found  that  the  clonidine-treated  group 
scored  better  on  an  Alcohol  Withdrawal  Scale  than  a 
matched  benzodiazepine  group;  improvement  in  cogni- 
tive function  and  in  symptoms  of  anxiety  was  the  same 
in  the  two  groups.6  A second  study  found  that  patients 
treated  with  atenolol  required  on  average  one  less  day 
in  the  hospital,  and  also  required  lower  dosages  of  ben- 
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zodiazepines;  their  vital  signs  returned  to  normal  more 
quickly  than  placebo-treated  controls.7  Further  studies 
need  to  be  conducted  with  both  of  these  agents  to  dem- 
onstrate clear  efficacy  and  lack  of  complications  before 
they  become  a part  of  routine  management. 
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A Young  Man 

Case  Report 

A 19-year-old  white  man  was  admitted  to  Vanderbilt 
Hospital  with  fever,  headache,  and  stiff  neck  for  one  day.  He 
had  been  healthy  until  several  days  earlier  when  he  devel- 
oped an  upper  respiratory  infection  with  a mild  sore  throat 
and  congestion  of  his  sinuses,  for  which  he  treated  himself 
with  over-the-counter  medications  without  improvement. 
Twenty-four  hours  prior  to  admission  he  developed  a bifron- 
tal  and  bioccipital  headache  and  a stiff  neck;  he  felt  feverish 
and  had  several  shaking  chills.  He  slept  that  night,  but  awoke 
at  4 am  on  the  day  of  admission  with  painful  ecchymotic  le- 
sions on  the  skin  of  his  chin  and  chest.  Later  that  morning, 
he  felt  worse  and  vomited  twice.  He  contacted  his  physician 
and  was  referred  to  Vanderbilt  Hospital  for  evaluation.  He 
had  no  exposure  to  ticks  or  animals.  He  was  sexually  active, 
but  denied  venereal  disease  or  homosexual  contacts.  He  had 
no  history  of  recent  travel,  and  did  not  use  intravenous  drugs. 
He  was  allergic  to  penicillin. 

Physical  examination  disclosed  a well-developed  young 
man  who  was  acutely  ill  and  somewhat  lethargic,  with  an  oral 
temperature  of  102. 6°F.  His  blood  pressure  was  116/76  mm 
Hg,  pulse  100/min,  and  respirations  20/min.  There  were  con- 
junctival hemorrhages  in  both  eyes.  The  ocular  fundi  were 
normal.  There  were  2x2-cm  ecchymotic  raised  painful  le- 
sions on  the  skin  over  his  right  mandible,  left  anterior  neck, 
left  anterior  chest,  and  left  scapula.  Meningismus  was  pres- 
ent. His  heart,  lungs,  and  abdomen  were  normal,  and  neu- 
rologic examination  was  also  normal. 

Laboratory  examination  showed  a normal  SMA  6 and  12, 
with  a blood  glucose  of  94  mg/dl  (normal  70  to  110).  His 
CBC  revealed  a hematocrit  of  44%  (normal  40  to  47)  and  a 
WBC  count  of  20,500/cu  mm  (normal  5,000  to  10,000)  with 
54%  segmented  neutrophils,  40%  bands,  4%  lymphocytes, 
and  2%  monocytes.  His  platelet  count  was  202,000/cu  mm 
(normal  150,000  to  300,000).  PT  and  PTT  were  normal.  A 
lumbar  puncture  revealed  a normal  opening  pressure,  with  a 
glucose  of  86  mg/dl  (normal  45  to  75)  and  a protein  of  34  mg/ 
dl  (normal  15  to  45).  There  were  12  WBCs/cu  mm,  of  which 
95%  were  segmented  neutrophils;  there  were  also  96  RBCs/ 
cu  mm.  The  Gram  stain  and  the  india  ink  preparation  of  the 
cerebrospinal  fluid  were  negative. 

Because  it  was  probable  that  the  patient  had  meningococ- 
cemia,  treatment  with  chloramphenicol,  1 gm  intravenously 
every  six  hours,  was  begun,  with  vancomycin  1 gm  intrave- 
nously every  12  hours  and  cefotaxime  2 gm  intravenously  every 
six  hours  to  broaden  antimicrobial  coverage.  The  following 
day,  blood  and  cerebrospinal  fluid  cultures  grew  Gram-neg- 
ative diplococci  subsequently  identified  as  Neisseria  meningi- 
tidis, sero-group  Y,  and  a skin  biopsy  performance  at  the  time 
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of  admission  showed  suppurative  intravascular  thrombi  con- 
taining Gram-negative  diplococci.  Cultures  of  the  tissue  grew 
the  same  N.  meningitidis. 

Vancomycin  and  cefotaxime  were  stopped  and  the  patient 
was  treated  with  chloramphenicol  alone  for  14  days.  He  made 
a complete  recovery.  His  close  personal  contacts  were  treated 
prophylactically  with  rifampin  600  mg  orally  twice  a day  for 
two  days. 

Discussion 

Neisseria  meningitidis  causes  a variety  of  infections, 
the  most  serious  of  them  meningitis  and  bacteremia. 
Meningococci  are  Gram-negative  diplococci  with  flat- 
tened adjacent  sides1  that  grow  easily  on  media  con- 
taining blood  or  serum.  They  can  be  divided  into  ser- 
ologic groups  A through  Z,  although  some  strains  are 
nontypable  due  to  autoagglutination  of  all  sera  against 
which  they  are  tested.1-2  The  human  nasopharynx  is 
their  natural  habitat,  and  transmission  is  probably 
through  droplet  inhalation.1  Meningococci  cause  both 
epidemic  and  sporadic  disease.3 

Meningococcemia  may  or  may  not  be  associated 
with  meningitis.  Its  onset  is  often  fulminant  and  may 
follow  a prodrome  suggestive  of  an  upper  respiratory 
infection.1  Patients  are  often  profoundly  ill,  with  high 
fever,  tachycardia,  and  tachypnea,  and  a skin  rash  is 
found  in  75%.  The  lesions  are  usually  petechial,  but 
may  appear  first  as  erythematous  macules,4  and  in  se- 
vere cases,  purpura  fulminans  may  develop;  smears  and 
biopsies  of  skin  lesions  are  often  positive  for  orga- 
nisms. Meningitis  may  occur  without  meningococcem- 
ia, more  commonly  in  younger  age  groups.1 

Meningococcemia  is  treated  with  high-dose  penicil- 
lin, with  chloramphenicol  an  acceptable  alternative  in 
patients  known  to  be  sensitive  to  penicillin.  Close  per- 
sonal contacts  of  patients  should  receive  rifampin  pro- 
phylaxis.1 r ^ 
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A Public  Health  Perspective  on  Violent  Death 


Infectious  diseases  and  violence  have  been  the 
two  leading  causes  of  death  throughout  history.1 
Though  public  health  has  long  led  the  battle 
against  infectious  disease,  and  has  achieved  sig- 
nificant victories,  only  recently  has  the  issue  of 
violence  become  an  area  of  public  health  con- 
cern. Of  the  five  leading  causes  of  death — acci- 
dents, cancer,  heart  disease,  homicide,  and  sui- 
cide— three  are  related  to  violence.1 

The  Department  has  recently  completed  a re- 
port that  presents  an  epidemiologic  overview  of 
homicide  and  suicide,  identifying  high-risk  pop- 
ulations and  risk  factors.  It  also  provides  exam- 
ples of  existing  prevention  projects  for  address- 
ing the  problems  of  homicide  and  suicide  in 
Tennessee. 

Tennessee  data  show  that  homicide  is  indeed 
a problem  that  warrants  increased  attention  in  our 
state.  Although  trends  in  overall  homicide  rates 
in  Tennessee  have  followed  those  of  the  nation 
for  the  past  ten  years  (1976-1985),  the  1985  crude 
rate  of  9.0  per  100,000  in  Tennessee  was  higher 
than  the  national  crude  rate  of  8.1. 2 Fortunately, 
state  and  national  rates  have  fallen  since  their 
1980  peaks,  but  there  was  a small  increase  in  the 
Tennessee  homicide  rate  from  1984  to  1985  that 
was  not  reflected  in  national  rates.  The  available 
data  do  not  suggest  an  explanation  for  this  dif- 
ference. 

The  breakdown  of  Tennessee  homicide  rates 
according  to  race  and  sex  closely  match  nation- 
wide trends.  Between  1976  and  1985,  nonwhite 
men  in  Tennessee  (over  98%  of  whom  are  black) 
had  by  far  the  highest  rate  of  victimization,  51.6 
per  100,000,  when  compared  to  any  race/sex 
groups.  It  is  even  more  sobering  that  while  non- 
white men  made  up  only  8%  of  the  state’s  pop- 
ulation from  1983  to  1985,  they  accounted  for 
38%  of  homicide  victims.3 

A comparison  between  the  periods  1976-1978 
and  1983-1985  shows  a drop  in  rate  of  almost  29% 
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for  nonwhite  men,  though  the  1983-1985  rate  of 
42.4  remains  alarmingly  high  for  this  group,  es- 
pecially when  compared  to  that  of  the  next  high- 
est rate,  9.1  for  white  men.  Data  from  1976-1978 
and  1983-1985  indicate  that  rates  declined  be- 
tween these  periods  for  each  race/sex  group  ex- 
cept white  women;  the  1976-1978  rate  for  white 
women  was  2.7  while  the  1983-1985  rate  had  in- 
creased to  2.8.  Reasons  for  this  are  unclear.  Of 
the  homicide  cases  in  1985  in  which  victim-of- 
fender relationship  was  known,  nearly  one  out  of 
four  victims  was  killed  by  a family  member  (tele- 
phone conversation  with  J.  W.  Harper,  Uniform 
Crime  Reporting  Program,  FBI,  April  1987). 

Age  appears  to  be  an  equally  important  vari- 
able in  the  makeup  of  homicide  patterns  in  Ten- 
nessee. As  is  the  case  nationally,  certain  age 
groups  are  more  vulnerable  to  homicide  victimi- 
zation than  others.  In  fact,  in  1985,  homicide  was 
the  second  leading  cause  of  death  for  15-24  year 
olds,  and  ranked  fifth  for  25-44  year  olds. 

When  state  homicide  data  are  analyzed  by 
race,  sex,  and  age,  it  becomes  apparent  that  in 
Tennessee  nonwhite  (primarily  black)  men  be- 
tween the  ages  of  15  and  44  are  at  highest  risk. 
Although  nonwhite  men  comprised  only  20%  of 
the  male  population  aged  15-44,  this  group  ac- 
counted for  52%  of  the  homicides  during  1983- 
1985. 3 The  sub-population  of  25-44  year  old  non- 
white men  has  the  highest  homicide  rate  of  any 
race/sex/age  category.  The  1976-1978  rate  for  this 
group  was  131.1,  over  12  times  the  overall  state 
rate  for  this  period.  The  1983-1985  rate  for  this 
group  was  79.0,  over  eight  and  one-half  times  the 
overall  state  rate. 

In  summary,  the  overall  homicide  rate  is 
slightly  higher  in  Tennessee  than  in  the  nation  as 
a whole.  Although  small  declines  in  rates  are  ev- 
ident, homicide  still  occurs  at  an  unacceptable 
rate  in  Tennessee,  particularly  for  certain 
subgroups  at  high  risk.  In  general,  the  at-risk 
population  in  need  of  greater  attention  is  non- 
white (for  the  most  part  black)  men  between  the 
ages  of  15  and  44  years.  Clearly,  factors  other 
than  race,  sex,  and  age  play  a role  in  determin- 
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ing  homicide  rates  in  Tennessee.  One  such  fac- 
tor, geographic  region,  is  discussed  in  detail  in 
the  report. 

In  1970,  suicide  was  the  tenth  leading  cause  of 
death  in  Tennessee.  In  1984  and  1985,  it  became 
the  seventh  leading  cause  of  death.3  The  1985 
Tennessee  crude  rate  of  12.4  per  100, 0003  was 
higher  than  the  national  crude  rate  of  12.0. 2 

As  is  true  of  national  rates,  Tennessee’s  over- 
all rates  have  fluctuated  over  the  past  16  years. 
Although  there  was  a slight  decline  from  1970  to 
1985,  Tennessee  has  seen  a four-year  rise  in  rates 
culminating  in  a 1984  record  of  14.0.  Only  time 
will  tell  whether  the  1985  drop  has  signaled  a re- 
verse in  the  trend,  or  is  only  indicative  of  the 
fluctuating  nature  of  the  gradually  rising  trend. 

The  breakdown  of  Tennessee  suicide  rates  ac- 
cording to  race  and  sex  presents  a picture  similar 
to  that  of  the  national  rates.  Over  the  ten-year 
period  1976-1985,  white  men  had  by  far  the  high- 
est suicide  rate,  followed  by  nonwhite  men,  white 
women  and,  lastly,  nonwhite  women. 

During  the  period  1983-1985,  73%  of  suicides 
were  committed  by  white  men,  who  made  up  only 
40%  of  the  population.3  A comparison  of  the  two 
periods  1976-1978  and  1983-1985  shows  that  the 
overall  state  suicide  rate  increased,  nonwhite  male 
suicide  declined,  while  female  suicide,  both  white 
and  nonwhite,  held  steady.  More  research  is 
needed  to  explain  the  puzzling  nature  of  these 
differences  in  race/sex  trends. 

Recently,  the  problem  of  suicide  among 
younger  age  groups  has  received  national  and 
statewide  attention.  While  other  age  groups  have 
higher  rates,  the  rates  have  been  slowly  fluctuat- 
ing downward  since  1970.  Youth  suicide  is  of 


particular  concern  because  it  is  not  following  this 
trend.  Data  from  1970-1984  show  a 55.6%  in- 
crease from  4.5  to  7.0,  in  suicide  among  15-19 
year  olds  and  a 117.8%  increase  from  9.0  to  19.6, 
among  20-24  year  olds.  Rates  for  15-24  year  olds 
from  1980-1985  show  a rising,  though  fluctuat- 
ing, trend  in  Tennessee.  National  rates  for  the 
same  period  show  a small  drop.  Suicide  was  the 
second  leading  cause  of  death  (tied  with  homi- 
cide) in  Tennessee  for  this  age  group;  it  ranked 
fourth  for  25-44  year  olds.3 

When  statewide  suicide  data  on  race,  sex,  and 
age  are  looked  at  closely,  certain  risk  groups 
emerge.  Young,  white  boys  and  men  are  the  po- 
tentially highest  risk  group  because  of  the  rising 
trend  in  suicide  deaths  among  them,  but  the 
highest  rates,  although  they  are  declining,  are 
among  Tennesseans  aged  45  and  over. 

While  age  is  an  important  factor,  the  data  in- 
dicate that  young  white  men  should  be  a prime 
prevention  target,  along  with  men  in  general.  Of 
course,  other  variables  besides  race,  sex,  and  age 
enter  into  the  picture  of  suicide.  Psychosocial 
factors  are  variables  to  be  considered  as  well  as 
geographic  location.  In  Tennessee,  regional  and 
county  differences  have  also  been  observed  to  af- 
fect suicide  rates  and  patterns  and  are  discussed 
in  the  report.  r ^ 
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The  AIDS  Dilemma 

Medicine  is  facing  one  of  its  greatest  challenges.  How  do  we  handle  AIDS? 
From  a practitioner’s  point  of  view,  though  there  is  no  real  cure,  we  must 
attempt  to  alleviate  suffering  and  improve  the  quality  of  life  just  as  we  do 
in  treating  other  fatal  diseases.  Not  only  does  medical  science  struggle  to 
cope  with  the  cause,  care,  and  even  prevention  of  this  disease,  but  we  are 
also  confronted  by  political,  fiscal,  and  now  ethical  dilemmas. 

Politically  powerful  groups  have  accused  everyone  except  themselves  for 
the  spread  of  the  disease  and  the  lack  of  any  real  progress  in  developing  a 
cure  or  prevention.  This  will  not  continue  to  be  the  case  as  the  disease 
escapes  from  its  current  high  risk  groups.  Their  actions  hinder  efforts  to  test 
for  the  virus,  to  trace  the  course  of  the  infected  individuals,  and  to  gain  true 
epidemiologic  facts. 

From  a fiscal  point  of  view,  most  of  the  country  has  not  been  brought 
face  to  face  with  the  tremendous  expense  of  treating  AIDS  patients.  In  those 
communities  having  a high  volume  of  AIDS  patients,  the  costs  are  already 
threatening  to  become  unbearable.  Traditional  insurance  and  public  health 
expenditures  will  not  meet  the  needs.  The  entire  health  budget  could  either 
be  swallowed  up  by  AIDS  patients  or  else  they  could  go  untreated. 

Now  the  ethical  problem  is  being  featured.  On  the  one  hand,  physicians 
have  always  been  free  to  choose  whom  they  would  treat  except  in  epidemics 
or  emergency  situations  or  when  employed  by  government  or  private  sources 
who  make  that  decision  for  them.  On  the  other  hand,  the  AMA  Council  on 
Ethical  and  Judicial  Affairs  has  advised  physicians  that  they  may  not  ethically 
refuse  to  treat  any  patient  for  whom  they  are  competent  to  render  care  solely 
on  the  basis  of  seropositivity  for  HIV.  A further  ethical  burden  has  been  placed 
upon  the  physician  by  this  council’s  suggestions  that  we  should  attempt  to  per- 
suade seropositive  individuals  to  cease  endangering  a third  party  and  to  notify 
the  proper  authorities  if  persuasion  fails;  further,  if  there  is  no  authoritative 
action,  the  physician  should  notify  the  endangered  third  party.  This  is  a huge 
responsibility  if  it  is  accepted  by  the  private  practicing  physician. 

What  conclusions  can  be  drawn  that  will  meet  these  extreme  and  diverse 
demands?  We  should  proceed  as  professionals  utilizing  our  knowledge  to  lead 
the  public  away  from  irrational  hysteria.  We  should  insist  on  removing  the  is- 
sue from  the  political  arena  and  return  it  to  its  rightful  place  as  a public  health 
problem.  We  should  urge  government  to  see  the  gravity  of  the  problem  so  that 
adequate  funding  will  be  provided  for  research  to  develop  better  management 
and  prevention.  We  should  offer  professional  guidance  to  government  in  its 
preparation  for  the  awesome  fiscal  burden  that  will  fall  on  the  public  shoul- 
der. Good  public  health  measures  are  a must.  This  would  have  to  include  ep- 
idemiologic studies  to  track  the  spread  of  the  virus,  the  actual  development  of 
clinical  AIDS  in  relationship  to  the  prevalence  of  the  virus,  and  the  efficacy  of 
any  public  health  programs,  such  as  education  and  precautionary  practices. 
This  cannot  be  hampered  by  political  considerations. 

Finally,  someone  must  have  the  moral  courage  to  point  out  that  with  rare 
exceptions  this  disease  is  still  transmitted  by  immoral  behavior  such  as  sexual 
promiscuity,  both  homosexual  and  heterosexual,  and  by  illicit  drug  use.  Why 
should  medicine  be  reluctant  to  recommend  clean  living? 
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AMA  CEJA  Report  A 

I beg  your  pardon; 

No  one  promised  you  a rose  garden. 

— From  a popular  song,  with  apologies 

A few  weeks  ago  a newspaper  story  appeared 
that  a surgeon  had  been  found  guilty  of  unethical 


no 


behavior  in  refusing  to  treat  a patient  with  the 
acquired  immune  deficiency  syndrome  (AIDS). 
The  judgment  of  guilt,  said  the  article,  with  char- 
acteristic inaccuracy,  came  from  the  AMA’s 
Council  on  Ethical  and  Judicial  Affairs  (CEJA). 
The  newspaper  account  was  in  reference  to  a re- 
port of  the  CEJA  entitled  “Ethical  Issue  In- 
volved in  the  Growing  AIDS  Crisis,”  referred  to 
hereafter  as  Report  A,  or  the  report. 

Because  the  report,  though  neither  long  nor 
complicated,  has  suffered  from  both  miscon- 
struction and  misquotation,  and  because  of  its 
emotional,  as  well  as  its  ethical,  impact  it  needs 
neither,  I have  decided  to  publish  the  report  in 
its  entirety  elsewhere  in  this  issue  of  the  Journal, 
so  that  you  can  see  for  yourself  what  it  really 
says,  without  resorting  to  reportage  by  either  me 
or  the  president  of  TMA,  who  mentions  it  in  the 
President’s  Page  this  month,  or  anyone  else.  It  is 
a rather  straightforward  document,  not  really 
conducive  to  misinterpretation,  even  though  in 
individual  cases  its  application  might  give  rise  to 
differences  of  opinion,  sometimes  just  short  of 
violent. 

To  the  discomfiture  of  the  Council,  the  AMA 
staff  released  the  report  prematurely,  before  it 
had  been  ratified  by  the  House  of  Delegates, 
likely  in  response  to  pressure  from  the  news  me- 
dia. The  report  mentions  no  doctor  by  name,  nor 
does  it  refer  to  any  particular  case,  but  speaks 
generically.  Whether  the  doctor  in  question  was 
unethical,  as  the  newspaper  account  implies,  or 
whether  he  was  not  I cannot  say,  not  having  the 
facts.  Contrary  to  abundant  uninformed  state- 
ments, the  report  does  no  more  than  reaffirm 
policy  to  which  the  AMA  has  always  adhered 
since  its  founding  in  1847;  it  only  couches  it  in 
phraseology  applicable  to  the  present  epidemic. 
It  therefore  leaves  open  the  possibility  of  ethical- 
ly refusing  under  certain  conditions  to  treat  a pa- 
tient with  AIDS.  It  is  not  only  unethical,  but  also 
illegal,  to  categorically  exclude  any  group  from 
anything;  both  ethics  and  law,  however,  allow 
exclusion  on  an  individual  basis.  In  such  a con- 
text, one  may  always  choose  whom  he  will  serve, 
and  how,  when,  and  where. 

It  is  certainly  true,  as  Dr.  Galyon  asserts  in 
his  President’s  Page  this  month,  that  AIDS  has 
placed  a tremendous  burden  on  doctors.  That  is 
not,  however,  the  result  of  anything  the  AMA  in 
general  or  the  Council  in  particular  has  done.  It 
stems  from  the  oath  we  took,  either  explicitly  or 
implicitly,  when  we  proclaimed  ourselves  doctors 
of  medicine,  and  accepted  a license  and  hung  up 
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our  shingles  for  practicing  the  healing  art.  Hav- 
ing done  that,  one  does  not  shirk  his  duty  simply 
because  it  is  risky. 

Caring  for  patients  with  an  HIV  infection  can 
certainly  be  hazardous  to  one’s  health,  though 
with  proper  precautions,  not  very.  A greater 
hazard  is  the  civil  liability  one  can  incur  in  trying 
to  protect  from  prying  eyes  and  itching  ears  the 
privileged  information  that  he  has  acquired,  and 
at  the  same  time  promote  the  welfare  of  the  pub- 
lic, particularly  as  it  applies  to  the  patient’s  con- 
tacts in  the  face  of  patient  intransigence.  It  is  a 
very  fine  line  one  is  forced  to  tread,  and  this  is 
in  my  judgment  the  greater  burden,  and  often 
the  greater  ethical  dilemma. 

So  remarkable  has  been  the  contribution  of 
antibiotics,  few  of  those  in  practice  today  re- 
member when  contagion  was  the  doctor’s  con- 
stant companion.  To  say  that  there  has  never  be- 
fore been  a situation  in  which  one  could  so  easily 
be  doomed  to  death  in  pursuing  his  calling  sim- 
ply ignores  medical  history.  During  the  last  cen- 
tury cholera  and  yellow  fever  decimated  whole 
areas,  some  of  them  in  Tennessee.  No  one  knew 
the  cause;  they  only  knew  the  diseases  quickly 
killed  most  of  those  they  struck.  Doctors 
throughout  Tennessee  sent  their  families  to  the 
mountains  and  stayed  to  minister  to  the  sick,  and 
often  to  die  with  them.  The  risk  from  AIDS  is 
far  less.  Treating  such  patients  in  their  moments 
of  peril  is  a part  of  our  tradition. 

At  the  same  time,  in  consideration  of  the 
brevity  of  the  life  span  remaining  to  AIDS  pa- 
tients, many  elective  surgical  procedures  become 
an  inappropriate  luxury.  Such  needs  or  wants  are 
appropriately  considered  individually.  As  to 
fearing  these  patients,  though,  they  are  less  dan- 
gerous to  health  care  personnel  than  the  recently 
infected,  who  though  infectious,  escape  the  screen 
for  want  of  antibodies  to  HIV.  At  the  moment, 
we  in  Tennessee  are  fortunate  in  our  relative 
freedom  from  the  epidemic.  Predictably  that  will 
not  last.  The  only  way  to  ensure  absolute  protec- 
tion from  the  HIV  is  to  avoid  any  contact  with 
blood  or  bodily  fluids,  a course  incompatible  with 
continued  medical  practice. 

The  health  risk  we  face  is  small;  even  if  it  were 
large,  though,  doctors  owe  it  not  only  to  their 
patients  and  humanity,  but  to  themselves  and 
their  calling,  to  be  a part  of  the  answer,  and  not 
a part  of  the  problem. 

This  is  all  Report  A says,  but  that  never  comes 
easily. 

J.B.T. 


Friends  of  the  NLM 

With  its  budget  running  into  more  than  12  fig- 
ures, one  would  think  the  federal  government 
would  have  more  money  than  it  could  possibly 
use.  (I  have  already  confessed  to  my  inability  to 
cope  with  such  a figure.)  Despite  all  that  jack, 
not  to  mention  his  own  private  money  tree,  our 
rich  uncle  these  days  runs  in  the  hole  at  the  rate 
of  more  than  $150  billion  each  year.  To  worsen 
his  plight,  he  has  subjected  himself  to  a self-in- 
flicted budget  reduction  plan  that  runs  this  year 
to  some  $30  billion,  which  has  put  him  in  a bind, 
since  he  has  been  having  a tough  time  deciding 
which  luxuries  to  curtail.  If  past  history  is  any 
indication,  he  will  keep  the  luxuries  and  curtail 
the  necessities.  Whether  he  is  really  rich  or  not 
depends  on  who  you  ask.  Actually,  as  of  a cou- 
ple of  days  ago  he  was  flat,  stoney,  cold  broke. 
But  of  course  he  has  you  and  me  to  lean  on. 

In  his  economizing,  ol’  unc  hesitates  to  axe  the 
health  care  budget  too  much  except  where  it  ap- 
plies to  us  doctors,  but  that  again  is  a mixed  bag. 
Among  the  toys  in  that  bag  is  the  National  Li- 
brary of  Medicine  (NLM),  which  is  by  far  the 
largest  and  most  comprehensive  collection  of 
medical  literature  in  the  world.  Access  to  all  that 
knowledge  is  at  your  fingertips  through  its  more 
than  two  dozen  databases.  You  can  call  it  up  on 
your  PC  screen,  or  your  medical  library  can  do 
it  for  you.  You  can  even  get  hard  copy  on  your 
printer,  or  the  library’s.  Instant  Einstein! 

Established  in  1836.  the  NLM,  with  its  3.5 
million  books,  journals,  technical  reports,  and 
audiovisual  materials,  is  located  on  the  campus 
of  the  National  Institutes  of  Health  (NIH)  in  Be- 
thesda.  Md.,  and  is  the  center  of  a national  net- 
work of  seven  regional  libraries,  125  medical 
school  libraries,  and  4,000  hospital  libraries.  It’s 
all  yours  for  the  asking.  But  it  does  no  one  any 
good  unless  he  knows  about  it.  In  his  semi-pen- 
ury, ol’  unc  can’t  tell  you  about  it,  since  he  has 
no  funds  for  promotion. 

It  was  for  that  reason  that  the  Friends  of  the 
NLM  was  formed — to  take  that  national  treasure 
out  of  its  box  and  put  it  on  display  for  all  to  see. 
Now  I understand  people’s  reluctance  to  give 
more  money  to  ol’  unc  (referred  to  variously,  de- 
pending on  what  it  is  one  happens  to  be  thinking 
about  him  at  the  time,  with  either  affection  or 
choler  or  a mixture  of  both,  as  Uncle  Sam.  Un- 
cle Sucker,  or  Uncle  Sugar),  considering  that  we 
already  contribute  substantially  to  his  welfare.  It 
does  no  good  to  point  out  that  he  is  us,  because 


FEBRUARY,  1988 


111 


all  one  needs  to  do  is  point  out  that  while  that 
may  be  so  to  some  extent,  there  is  a lot  of  super- 
structure up  there  in  Washington,  much  of  it  pure 
froth,  that  ain’t  us. 

A contribution  by  doctors  to  the  Friends  of 
the  NLM,  though,  is  in  truth  a gift  to  ourselves. 
We  carry  in  this  issue  of  the  Journal  a public 
service  ad  from  the  Friends.  Why  not  at  least 
check  it  out?  Its  sole  purpose  is  to  achieve  wide- 
spread recognition  and  support  for  the  library.  (I 
almost  wrote  soul  purpose — maybe  it  is  that,  too.) 
As  the  front  of  their  brochure  says,  “The  More 
You  Know,  the  Better  You  Heal.” 

J.B.T. 


Just  a Rhinestone  Cowboy 

You  can’t  make  a silk  purse  out  of  a sow’s  ear. 

— Old  adage 

Dolly  Parton,  that  lovely  and  durable  enter- 
tainer from  Country  Music’s  ranks,  to  whom  I 
did  not  mean  either  the  title  or  the  above  adage 
to  apply,  has  pronounced  her  new  TV  series  a 
disaster.  And  no  wonder.  Besides  being  lovely 
and  durable,  Dolly  is  also  smart,  which,  since 
there  are  lots  of  lovely  but  unsuccessful  enter- 
tainers around,  is  a major  reason  for  her  dura- 
bility. She  had  listened,  she  said,  to  slick  Holly- 
wood promotion  types  who  had  tried  to  make  her 
into  something  she  isn’t.  Smart  girl.  Another  of 
Dolly’s  assets  is  that  she  is  completely  natural. 
Take  that  away,  and  you  are  not  unlikely  to  find 
just  another  pretty  entertainer — and  an  unsuc- 
cessful one.  She  saw  that  at  least  as  soon  as  any- 
body else  did.  Being  an  admirer  of  Dolly’s  (not 
just  because  she  is  lovely  and  smart,  but  also  be- 
cause she  is  a stable  individual  who  is  a good  wife 
and  is  very  civic-minded  and  generous  as  well)  I 
watched  her  first  show.  I haven’t  been  back,  be- 
cause I hate  to  see  her  flop.  The  girl  on  stage 
wasn’t  Dolly,  but  only  a copy,  and  not  a very 
good  one,  either. 

That  opening  paragraph  was  a sort  of  illustra- 
tive digression,  because  this  piece  is  not  about 
Dolly.  It  is  about  something  that  has  been  stick- 
ing in  my  craw  for  a long  time,  which  columnist 
Paul  Harvey  touched  on  in  his  own  comments 
about  the  new  Dolly  and  her  phony  show.  It  is 
that  the  Manhattan-based  media  tend  to  reshape 
our  whole  country  in  their  own  image — political- 
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ly,  socially,  and  morally.  “And,”  he  said,  ad- 
dressing Dolly,  “you  and  I know  grass-roots 
Americans  are  not  like  that.” 

No,  Mr.  Harvey,  they  aren’t;  but  given  time, 
and  sufficient  exposure  to  the  tube,  they  are  in 
danger  of  becoming  like  that. 

Appearance  is  everything.  There  are  a lot  more 
Alfred  E.  than  Edwin  Newmans  around,  and  they 
are  getting  a lot  more  exposure.  Though  they 
have  slicked  their  hair  down  and  fixed  them- 
selves up,  and  have  mended  their  manners,  so  as 
not  to  look  or  act  like  Alfred  E.,  they  think  and 
speak  like  him,  and  having  insinuated  themselves 
into  the  radio  and  TV  industry  as  commentators, 
they  pass  it  on  to  the  young  and  impressionable, 
thereby  undoing  whatever  good  their  teachers 
have  done  in  the  classroom — which  itself  often 
isn’t  much. 

Unfortunately,  Alfred  E.’s  dupes  aren't  just 
the  young  and  impressionable,  either.  I received 
a letter  the  other  day  from  a well-educated  man 
who  is  himself  an  educator,  in  which  he  said,  “I 

am  glad  you  will  be  able  to  join  Dr. and 

I for  dinner.  . . .”  Now  I know  he  knows  better 
than  that,  but  we  hear  it  so  often  from  the  illit- 
erates who  have  themselves  become  so  visible 
these  days  that  we  have  almost  let  the  word  me 
drop  from  the  language.  (Maybe  he  dictated  me 
and  his  secretary  “corrected”  it  for  him.  But  he 
did  sign  it.)  People  who  once  knew  the  differ- 
ence between  which  and  that  now  just  use  which 
for  everything — usually  incorrectly,  since  that  will 
be  correct  in  at  least  three  out  of  four  instances. 
Criteria  has  become  one  of  our  catch  words,  as 
has  phenomena.  Both  are  Greek  plural  nouns, 
but  they  are  coming  more  and  more  to  be  used 
as  both  singular  and  plural,  and  the  singular 
nouns  criterion  and  phenomenon  are  disappear- 
ing. I could  go  on  and  on,  but  language  is  only 
one  of  the  things  being  debased.  I thought  slav- 
ery had  been  outlawed  until  a couple  of  years 
ago  when  the  Cystic  Fibrosis  Society  began  auc- 
tioning off  bachelors  and  there  was  nary  a police 
raid.  I thought  that  was  in  sort  of  poor  taste;  call 
me  an  old  fud  if  you  want,  but  the  depths  were 
plumbed  this  year  when  they  began  auctioning 
off  girls.  The  executive  director  commented  in  a 
newspaper  interview  about  how  cute  she  thought 
the  whole  idea  was.  (No  one  ever  did  say  how 
the  fellas  used  the  girls  once  they  owned  them.) 
She  needs  to  look  at  their  non-auction  receipts. 
She  might  find  the  project  counter-productive. 
But  then  again,  she  might  not.  Grass-roots 
America  didn’t  used  to  be  like  that,  but  maybe 
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it  is  now,  since  Alfred  E.  has  also  become  the 
arbiter  of  taste. 

It  is  true  that  there  is  no  way  you  can  make  a 
silk  purse  out  of  a sow’s  ear,  but  we  have  be- 
come so  proficient  at  making  plastic  flowers  that 
are  hard  to  tell  from  real  ones  (unless  you  look 
at  them  up  close,  and  sniff),  that  you  probably 
could  make  a silky  purse  out  of  a sow’s  ear  that 
is  a pretty  good  counterfeit.  01’  Alfred  E.  might 
clean  up  pretty  good,  but  to  the  discerning  eye 
(or  ear)  it  soon  becomes  obvious  he  ain’t  Edwin. 

The  trouble  is,  discerning  eyes  are  becoming 
dulled  by  all  the  tinsel  and  are  having  more  and 
more  trouble  telling  the  rhinestone  cowboys  from 
the  real  ones.  I’ll  bet  the  real  cowboys  could  tell 
pronto,  but  I’m  afraid  there  aren’t  many  of  those 
left. 

J.B.T. 


Fred  Berry  Ballard,  Jr.,  age  58.  Died  December  4, 
1987.  Graduate  of  University  of  Virginia  School  of 
Medicine.  Member  of  Chattanooga-Hamilton  County 
Medical  Society. 

Fred  Clarence  Wallace,  age  67.  Died  November  25, 
1987.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Memphis-Shelby  County  Medi- 
cal Society. 

Thomas  W.  White,  age  42.  Died  December  16,  1987. 
Graduate  of  Bowman  Gray  School  of  Medicine.  Mem- 
ber of  Roane- Anderson  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Joseph  W.  Stephens,  M.D.,  Waverly 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Kenneth  Wheatley,  Jr.,  M.D.,  Jackson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Richard  A.  Cohn,  M.D.,  Knoxville 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Eleven  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  Novem- 
ber 1987. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Frank  E.  Carroll,  M.D.,  Nashville 
Ernest  L.  Cashion,  M.D.,  Germantown 
Warner  L.  Clark,  M.D.,  Church  Hill 
James  R.  Feild,  M.D.,  Memphis 
Monica  A.  L.  Gefter,  M.D.,  Chattanooga 
Nat  E.  Hyder,  Jr.,  M.D.,  Johnson  City 
Robert  L.  Jackson,  M.D.,  Memphis 
James  B.  Kelley,  M.D.,  Columbia 
Michael  M.  Miller,  M.D.,  Knoxville 
Thomas  W.  Orcutt,  M.D.,  Nashville 
Nathan  F.  Porter,  M.D.,  Greenfield 


NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Robert  Bashaw,  M.D.,  Dyersburg 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Joseph  R.  Armstrong,  M.D.,  Bristol 
Richard  H.  Cowan,  M.D.,  Kingsport 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Abraham  Verghese,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Elizabeth  Koonce,  M.D.,  Franklin 


per/onol  new/ 


Parker  D.  Elrod,  M.D.,  has  been  named  Centerville’s 
Man  of  the  Year  by  unanimous  vote  of  the  town’s  ald- 
ermen. Dr.  Elrod  was  honored  for  “the  integral  part 
he  has  played  in  providing  health  care  and  developing 
local  medical  facilities  in  Hickman  County.” 

John  B.  Lynch,  M.D.,  Nashville,  has  been  selected  the 
1987  Outstanding  Alumnus  of  the  University  of  Ten- 
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nessee,  Memphis  College  of  Medicine  Alumni  Asso- 
ciation. Dr.  Lynch,  a 1952  graduate,  is  professor  and 
chairman,  Department  of  Plastic  Surgery,  Vanderbilt 
University  Medical  Center. 

The  following  TMA  members  have  been  inducted  as 
Fellows  of  the  American  Academy  of  Pediatrics:  Lance 
S.  Patton,  M.D.,  Jefferson  City;  and  Samuel  M.  Puck- 
ett, M.D.,  Newport. 

The  following  TMA  members  have  been  inducted  as 
Fellows  of  the  American  College  of  Surgeons:  David 
N.  Dyer,  M.D.,  Nashville;  Richard  S.  Greene,  M.D., 
Savannah;  and  Jeffery  L.  Wallace,  M.D.,  Athens. 


announcement/ 


CALENDAR  OF  MEETINGS 


March  6-11 
March  9-11 

March  9-12 

March  11-14 

March  11-14 

March  13-18 

March  16-20 

March  20-23 

March  23-26 

March  24-26 
March  24-27 

March  24-27 
March  27-31 
March  27-31 


NATIONAL 

American  Medical  Tennis  Association — In- 
dian Wells,  Calif. 

American  Society  for  Clinical  Pharmacology 
and  Therapeutics — Town  and  Country  Ho- 
tel, San  Diego 

Association  for  Academic  Psychiatry — 
Tampa,  Fla. 

American  Society  of  Contemporary  Medi- 
cine and  Surgery — Hollywood,  Fla. 
American  Society  of  Contemporary  Oph- 
thalmology— Hollywood,  Fla. 

American  Society  of  Clinical  Hypnosis — 
Chicago 

Mid-American  Orthopaedic  Association — 
Sheraton  El  Conquistador,  Tucson 
American  Society  of  Abdominal  Surgeons — 
Williamsburg,  Va. 

American  Burn  Association — The  Westin, 
Seattle 

American  Psychosomatic  Society — Toronto 
American  Medical  Student  Association — 
Washington,  D.C. 

Society  for  Adolescent  Medicine — New  York 
American  College  of  Cardiology — Atlanta 
American  Orthopsychiatric  Association — San 
Francisco 


April  5-9 
April  6-9 
April  7-10 
April  10-12 
April  10-13 
April  10-13 
April  12-17 
April  13-16 


Neurosurgical  Society  of  America — The 
Homestead,  Hot  Springs,  Ark. 

American  College  of  Legal  Medicine — Fort 
Lauderdale,  Fla. 

Society  for  Ambulatory  Anesthesia — Sher- 
aton Scottsdale  Resort,  Scottsdale,  Ariz. 
American  College  of  Chemosurgery — Mon- 
terey, Calif. 

Society  for  Cardiovascular  Anesthesiolo- 
gy— Sheraton,  New  Orleans 
Southwestern  Surgical  Congress — The  Pointe 
at  Squaw  Peak,  Phoenix 
American  Society  for  Dermatologic  Sur- 
gery— Monterey,  Calif. 

American  Group  Practice  Association — 
Hyatt  Regency  Capitol  Hill,  Washington. 
D.C. 


April  13-17  American  Association  of  Suicidology — 
Washington,  D.C. 

April  14-17  American  College  of  Preventive  Medicine — 
Atlanta 

April  16-20  American  Radium  Society — Seattle 

April  16-21  American  Society  of  Clinical  Pathologists — 
Westin  Crown  Center  and  Hyatt  Regency 
Hotel,  Kansas  City,  Mo. 

April  16-21  College  of  American  Pathologists — Westin 
and  Hyatt,  Kansas  City,  Mo. 

April  17  American  Association  of  Public  Health  Phy- 

sicians— Westin  Peachtree,  Atlanta 

April  18-20  American  Association  for  Thoracic  Sur- 
gery— Los  Angeles 

April  19-24  American  Association  of  Orthopaedic  Med- 
icine— Dallas 

April  20-24  American  Society  of  Pediatric  Otolaryngol- 
ogy— Kiawah  Island  Resort,  Charleston.  S.C. 

April  21-23  Association  for  Death  Education  and  Coun- 
seling— Crowne  Plaza  Hotel,  Orlando,  Fla. 

April  22  American  Rhinologic  Society — Palm  Beach, 

Fla. 

April  22-24  Southeastern  Dermatological  Association — 

Trade  Wind  Hotel,  St.  Petersburg  Beach. 
Fla. 

April  23-27  Society  of  Teachers  of  Family  Medicine — 
Baltimore 

April  23-29  American  Occupational  Medical  Associa- 

tion— New  Orleans 

April  25-26  American  Broncho-Esophagological  Asso- 

ciation— The  Breakers,  Palm  Beach.  Fla. 

April  25-27  American  Society  for  Laser  Medicine  and 
Surgery — Fairmont  Hotel,  Dallas 

April  26-29  American  Cleft  Palate  Association — Colon- 
ial Williamsburg  Conference  Center,  Wil- 
liamsburg, Va. 

April  28-May  2 Association  of  American  Physicians — Sher- 
aton, Washington,  D.C. 

April  29-May  2 American  Federation  for  Clinical  Re- 
search— Sheraton,  Washington,  D.C. 
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With  tax  reform,  I am  unclear  on  what  new 
investments  my  portfolio  may  need. 

- Professional  Equities  Corporation  - 


I am  working  as  hard  today  as  I was  10  years  ago, 
but  I am  just  not  where  I had  hoped  to  be 

financially! 


The  children’s  needs  are  more  expensive 
than  I had  envisioned. 


I wish  I could  get  my  hands  on  investment 
information  of  substance. 

...FOR  A SECOND  OPINION... 

Professional  Equities  Corporation 

611  Commerce  Street.  Suite  2828  - Nashville.  Tennessee  37203  - (615)  244-6655 


The  Air  Force  has  openings  for 
Physician  Specialists.  You  can  enjoy  better 
working  hours,  30  days  of  vacation  with  pay 
each  year  and  a unique  and  enjoyable 
life-style  for  you  and  your  family  while  serving 
your  country.  Ask  a health  professions  recruiter 
about  our  outstanding  pay  and  benefits 
package.  Call 


-Professional  Equities  Corporation  - 


-Professional  Equities  Corporation  - 


READY 

FOR  A CHANG 
OF  PACE? 


Capt.  Alvin  R.  Chiles 
(615)  889-0723 
Collect 


Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

July  21-22,  1987 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D., 

Secretary 

Paul  Johnson,  M.D.,  Consultant 
I.  Lee  Arnold,  M.D. 

Phillip  W.  Hayes,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Dr. 
Duane  C.  Budd,  president. 

Reciprocity  applications  for  Drs.  Anthony  Di  Fran- 
co, Louis  Pannacchia,  and  Robert  B.  Patterson  were 
unanimously  approved.  The  reciprocity  application  for 
Dr.  Norman  A.  Garrison,  Jr.  was  approved  with  the 
same  restrictions  as  currently  applied  by  the  Board  of 
Medical  Examiners  in  Mississippi.  The  reciprocity  ap- 
plications for  Drs.  Larry  A.  Sargent  and  Joseph  V. 
Pollack  were  approved  on  the  basis  of  being  Board 
certified  in  their  specialty.  The  application  for  Dr.  John 
C.  W.  Morse  was  denied  until  he  is  within  three  months 
of  finishing  his  third  year  of  residency  which  will  be 
April,  1988.  The  reciprocity  application  for  Dr.  Henry 
Gunter  was  deferred  until  the  Board  receives  addition- 
al information  from  the  California  Board,  his  practice 
in  Columbus,  Miss.,  the  medical  society  and  his  period 
in  the  military.  The  reciprocity  application  for  Dr. 
Timothy  R.  Oesch  was  approved  with  the  following  re- 
strictions: that  he  would  involve  himself  in  the  TMA 
Impaired  Physician  Program  as  a teacher  but  not  as  an 
impaired  physician  and  come  back  before  the  Board 
at  end  of  year  to  let  the  Board  know  how  he  has  done. 
Dr.  Christine  Cunha  appeared  before  the  Board  to  find 
out  if  her  credentials  would  be  acceptable  for  licensure 
in  Tennessee.  The  Board  gave  Dr.  Johnson  the  au- 
thority to  approve  the  application  if  when  complete 
the  file  reflects  TCA  63-6-21 1(a). 

Hearings 

Dr.  Edordo  Battaglia  was  charged  with  prescribing, 
dispensing  or  otherwise  distributing  controlled  sub- 
stances when  said  controlled  substances  are  not  medi- 
cally indicated;  prescribing,  dispensing  or  otherwise 
distributing  controlled  substances  in  such  a manner, 
amount  and  duration  to  various  persons  as  to  consti- 
tute gross  malpractice,  or  a pattern  of  continued  or 
repeated  malpractice,  ignorance,  negligence  or  incom- 
petence in  the  course  of  medical  practice;  that  re- 
spondent has  prescribed,  dispensed  or  otherwise  dis- 
tributed narcotic  analgesic  controlled  substances  in  such 
a manner,  amount  and  duration  to  various  persons  as 
to  constitute  gross  malpractice  or  a pattern  of  contin- 
ued or  repeated  malpractice,  ignorance,  negligence  or 
incompetence  in  the  course  of  medical  practice;  the 
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respondent  has  prescribed,  dispensed  or  otherwise  dis- 
tributed narcotic  analgesics  that  in  such  a manner  as 
to  appear  said  controlled  substances  are  inappropriate 
or  are  not  medically  indicated;  and  that  respondent  has 
prescribed,  dispensed  or  otherwise  distributed  various 
narcotic  analgesics  to  persons  when  the  quantity,  du- 
ration and  method  is  such  that  the  persons  would  be- 
come addicted  to  the  habit  of  taking  said  controlled 
substance,  if  these  persons  are  not  already  addicted  to 
said  controlled  substances.  The  Board  accepted  an 
agreed  order  as  follows:  (1)  The  Board  shall  defer 
judgment  in  this  matter  for  a period  not  to  exceed  one 
year,  during  which  time  the  respondent  shall  enroll  in 
and  attend  the  Annual  Tennessee  School  on  Substance 
Abuse,  sponsored  by  the  Division  of  Alcohol  and  Drug 
Abuse  Services  of  the  Tennessee  Department  of  Men- 
tal Health  and  Mental  Retardation;  (2)  Upon  the  sub- 
mission, by  respondent  to  the  Board,  of  satisfactory 
evidence  of  attendance  at  the  aforementioned  school, 
this  matter  shall  be  retired  without  further  action;  and 
(3)  Any  violation  of  the  Medical  Practice  Act  prior  to 
or  during  respondent’s  attendance  at  the  aforemen- 
tioned school,  or  failure  to  submit  satisfactory  evi- 
dence of  attendance  therein,  shall  result  in  a recom- 
mencement of  this  matter  which  could  result  in  the 
suspension  or  revocation  of  respondent’s  license. 

Dr.  Robert  W.  Ratton  was  charged  with  prescribing 
vast  quantities  of  the  controlled  substances  Preludin, 
Percocet,  Percodan,  Dexedrine,  Demerol,  Seconal,  and 
Ritalin  to  at  least  12  patients;  respondent  prescribed 
said  drugs  to  the  patients  not  in  the  course  of  his 
professional  practice,  not  in  good  faith  to  relieve  pain 
and  suffering  or  cure  an  ailment,  physical  deformity  or 
disease;  and  respondent  prescribed  said  drugs  to  the 
patients  in  such  a manner  that  the  patients  became  or 
could  have  become  addicted  to  the  substances  and  he 
made  no  effort  to  cure  the  addiction  of  those  who  either 
were  addicted  before  they  came  to  him  or  became  ad- 
dicted after  receiving  treatment  from  him.  The  Board 
accepted  an  agreed  order  as  follows:  Respondent's 
Drug  Enforcement  Administration  Certificate  of  Reg- 
istration for  all  Schedule  II  controlled  substances  is  re- 
voked for  a period  of  six  months  beginning  on  July  21. 
1987.  In  making  this  decision  the  Board  took  into  con- 
sideration respondent’s  admissions  and  the  corrective 
measures  he  has  taken  to  assure  that  his  prescription 
practices  will  conform  to  the  requirements  of  the  Med- 
ical Practice  Act  and  will  be  in  the  best  interest  of  his 
patients. 

Dr.  Carl  G.  Landsee  was  charged  with  unprofes- 
sional conduct  and  repeated  malpractice,  ignorance  and 
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negligence  in  the  course  of  medical  practice.  The  Board 
accepted  an  agreed  order  a follows:  That  the  license 
of  the  respondent  to  practice  medicine  in  Tennessee  is 
placed  on  probation  for  a period  of  five  years  begin- 
ning on  July  21,  1987  with  the  following  conditions:  (1) 
The  respondent  agrees  to  retire  from  the  practice  of 
surgery  permanently;  (2)  The  respondent  will  not  hold 
himself  out  to  his  patients  or  to  the  public  as  being  a 
surgeon;  (3)  The  respondent  is  authorized  to  assist  in 
surgery  only  under  the  following  conditions:  (a)  the 
respondent  shall  only  assist  Dr.  William  E.  Rentrop 
and  Dr.  John  M.  Reisser  in  surgery,  and  (b)  under  no 
circumstances  will  the  respondent  perform  any  surgical 
assistance  when  either  of  the  above  physicians  are  not 
physically  present:  (4)  The  above-named  physicians  are 
to  be  furnished  a copy  of  this  order  and  are  to  imme- 
diately report  to  the  Board  of  Medical  Examiners  any 
violations  of  the  terms  of  the  respondent's  probation 
or  any  unprofessional  conduct,  malpractice,  negli- 
gence. or  incompetence  by  the  respondent:  (5)  Noth- 
ing in  this  order  shall  be  construed  to  limit  the  re- 
spondent's office  practice;  and  (6)  At  the  end  of  the 
respondent’s  probationary  period,  he  shall  appear  be- 
fore the  Board  for  a determination  as  to  which  of  the 
above  conditions  of  probation  shall  remain  in  effect 
after  his  current  period  of  probation. 

Dr.  Gary  Bryant  was  convicted  of  writing  prescrip- 
tions for  himself  and  his  wife  and  is  serving  time  in  the 
penal  system.  He  is  now  on  work  release  and  would 
be  eligible  for  parole  in  October,  1987.  He  appeared 
before  the  Board  for  guidance  as  to  what  the  Board 
would  require  in  order  to  have  his  license  reinstated  if 
he  is  paroled.  He  has  been  out  of  the  practice  of  med- 
icine since  January.  1983.  The  feeling  of  the  Board  is 
that  he  would  need  some  kind  of  review  courses  or 
even  completing  a residency  program  prior  to  practic- 
ing medicine  again.  The  Board  instructed  Patricia 
Newton,  attorney,  and  Dr.  Paul  Johnson,  consultant 
for  the  Board,  to  draw  up  some  guidelines  and  furnish 
these  to  Dr.  Bryant  so  he  may  have  them  when  he 
comes  up  for  parole. 

Dr.  Harvey  Anderson  was  charged  with  unprofes- 
sional. dishonorable  or  unethical  conduct:  violation  or 
attempted  violation,  directly  or  indirectly,  or  assisting 
in  or  abetting  the  violation  of,  or  conspiring  to  violate 
any  provision  of  TCA  63-6-101  et  seq,  or  any  lawful 
order  of  the  Board  issued  pursuant  thereto,  or  any 
criminal  statute  of  the  State  of  Tennessee;  gross  mal- 
practice or  a pattern  of  continued  or  repeated  mal- 
practice. ignorance,  negligence  or  incompetence  in  the 
course  of  medical  practice:  habitual  intoxication  or 
personal  misuse  of  any  drugs  or  the  use  of  intoxicating 
liquors,  narcotics,  controlled  substances,  or  other  drugs 
or  stimulants  in  such  manner  as  to  adversely  affect  the 
person's  ability  to  practice  medicine;  dispensing,  pre- 
scribing or  otherwise  distributing  any  controlled  sub- 
stance or  any  other  drug  not  in  the  course  of  profes- 
sional practice,  or  not  in  good  faith  to  relieve  pain  and 
suffering,  or  not  to  cure  an  ailment,  physical  infirmity 
or  disease;  dispensing,  prescribing,  or  otherwise  dis- 
tributing any  controlled  substance  or  any  other  drug 
to  any  person  in  violation  of  any  law  of  the  State  or  of 
the  United  States  of  America;  and  engaging  in  the 
practice  of  medicine  when  mentally  or  physically  un- 
able to  safely  do  so.  The  Board  accepted  an  agreed 


order  as  follows:  Upon  finding  Dr.  Anderson  is  suffer- 
ing from  a serious  mental  disorder  and  the  Medical 
Practice  Act  prohibits  physicians  from  practicing  med- 
icine when  it  is  medically  unsafe  to  do  so.  the  Board 
orders  that  (1)  the  license  to  practice  medicine  previ- 
ously issued  to  Dr.  Harvey  Anderson  is  hereby  sus- 
pended, and  (2)  Dr.  Anderson  may  apply  for  rein- 
statement of  his  medical  license  upon  showing  to  the 
Board  that  he  had  the  advocacy  and  recommendation 
of  the  TMA  Impaired  Physician  Program  and  of  Dr. 
Richard  Treadway. 

Dr.  Alexander  Harvey.  Findings  of  Fact:  (1)  The 
respondent.  Dr.  Alexander  Harvey,  has  waived  the  is- 
suance of  a notice  of  charges  in  this  matter;  (2)  Dr. 
Harvey  is  a physician  licensed  to  practice  his  profes- 
sion in  the  state  of  Tennessee.  His  area  of  practice  is 
psychiatry:  (3)  Dr.  Harvey  has  agreed  to  and  has  ceased 
prescribing  Valium  and  Soma  to  his  psychiatric  pa- 
tients: (4)  Dr.  Harvey  has  agreed  to  participate  in  cer- 
tain courses  of  continuing  medical  education  during  the 
year  after  the  effective  date  of  this  order:  (5)  Dr. 
Harvey  has  agreed  to  purchase,  for  use  in  his  practice, 
the  6th  edition  of  AMA  Drug  Evaluations.  Dr.  Harv- 
ey has  further  agreed  to  purchase  (and  use)  prescrip- 
tion forms  for  use  in  his  psychiatric  practice  that  have, 
and  make,  duplicate  carbons.  It  is  therefore  ordered 
as  follows:  (1)  That  Alexander  Harvey,  M.D.,  shall 
practice  his  profession  in  the  manner  set  forth  in  the 
Findings  of  Fact  in  this  order:  and  (2)  that  Dr.  Haney 
shall  attend  such  continuing  medical  education  courses 
within  one  year  of  the  date  of  this  order  (July  21.  1987) 
as  shall  be  directed  by  the  consultant  member  of  the 
Board  of  Medical  Examiners. 

The  hearings  for  Drs.  Archemidies  Concern,  Roger 
L.  Jackman  and  James  Puryear  w^ere  continued  until 
a later  date.  Dr.  Leonard  Brooks  was  petitioning  the 
Board  for  resinstatement  of  his  license.  It  was  the 
Board's  decision  that  this  would  be  postponed  until 
Dr.  Brooks  could  appear  in  person. 

Other  Business 

The  mechanism  for  complying  with  the  section  of 
the  law  concerning  the  approval,  denial,  suspension  and 
revocation  of  a Physician  Assistant  certificate  was  dis- 
cussed at  length.  It  w^as  decided  that  the  following  pro- 
cedures w'ould  be  followed:  (1)  When  the  Board  of 
Medical  Examiners/Physician's  Assistant  (BOME/PA) 
Committee  approves  an  application,  the  Secretary 
needs  to  notify  the  BOME  in  writing  that  the  individ- 
ual's application  for  certification  as  a PA  in  Tennessee 
has  been  reviewed  and  APPROVED.  (2)  When  the 
BOME/PA  Committee  denies  approval  of  an  applica- 
tion. the  Secretary  needs  to  notify  the  BOME  in  writ- 
ing that  the  individual's  application  for  certification  as 
a PA  in  Tennessee  has  been  reviewed  and  DENIED 
APPROVAL.  (3)  An  individual  w/hose  application  wTas 
denied  approval  by  the  BOME/PA  Committee  and 
BOME  has  the  right  to  request  a contested  case  hear- 
ing. 

The  “Request  for  Deferment  of  Repayment  of 
Guaranteed  Student  Loan  Program"  was  presented  to 
the  Board  by  Patricia  Newton.  The  Board  had  been 
receiving  these  forms  to  sign  so  that  repayment  of  stu- 
dent loans  could  be  continued  to  be  deferred.  Ms. 
Newton  advised  the  Board  that  only  in  the  case  of  a 
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foreign  medical  graduate  could  they  sign  the  form  since 
foreign  medical  graduates  are  the  only  medical  doctors 
which  the  Board  requires  to  have  an  AMA  approved 
training  program  in  order  to  be  licensed. 

Ms.  Newton  presented  to  the  Board  a suggested 
resolution  concerning  terminally  ill  patients  in  health 
care  facilities.  The  resolution  would  encourage  the 
physician  or  someone  else  to  notify  family  members 
when  the  patient’s  condition  is  deteriorating  or  it  is 
thought  the  patient  is  approaching  death.  A record 
should  be  made  on  the  patient’s  chart  that  this  was 
done.  The  Board  took  this  under  advisement  and  will 
discuss  this  again  at  its  next  meeting. 

Upon  recommendations  from  the  Tennessee  Medi- 
cal Association,  the  Board  decided  to  have  a rulemak- 
ing hearing  concerning  pharmaceutical  dispensing  in 
physicians’  offices.  This  is  a matter  of  concern  to  the 
Board  and  others.  Following  the  rulemaking  hearing, 
the  Board  will  consider  the  promulgation  of  rules  on 
this  subject. 

The  need  for  physicians  to  insure  that  any  and  all 
possible  surgery  be  listed  on  operation  permits  was 
discussed.  It  was  decided  to  refer  this  to  the  Tennessee 
Medical  Association  for  a possible  article  in  the  News- 
letter. 

The  task  force  on  X-ray  Operator  Rules  and  Reg- 
ulations was  discussed.  Ms.  Blair  was  instructed  to  set 
up  a meeting  of  the  task  force  as  soon  as  all  members 
were  contacted  and  participation  verified. 

The  Respiratory  Care  Rules  on  Continuing  Educa- 


tion were  deferred  until  the  next  meeting  to  give  legal 
counsel  time  to  review  and  make  recommendations. 

Ray  Hall  informed  the  Board  that  there  would  not 
be  a directory  for  1986  but  the  one  for  1987  will  be 
printed  and  released  about  January,  1988. 

Hearings 

Dr.  James  L.  Early  appeared  to  request  reinstate- 
ment of  his  license.  The  Board  voted  to  reinstate  his 
license  with  the  following  restrictions:  (1)  continue 
contract  with  Impaired  Physician  Committee;  (2)  does 
not  treat  addicts;  (3)  provide  urine  screens  every  two 
weeks  for  one  year;  (4)  provide  list  of  continuing  ed- 
ucation courses  to  Dr.  Johnson  for  which  he  registers 
and  completes;  and  (5)  maintains  carbons  of  prescrip- 
tions written  for  controlled  substances. 

The  Board  approved  a letter  of  reprimand  which 
was  sent  to  Dr.  Harold  L.  Chapel  by  Dr.  Johnson, 
consultant  of  the  Board. 

Dr.  Odis  Strong  appeared  before  the  Board  to  re- 
quest the  reinstatement  of  his  license.  The  Board  ap- 
proved the  reinstatement  of  Dr.  Strong’s  license  with 
the  following  restrictions:  That  his  practice  be  limited 
to  physical  medicine  in  a non-solo,  institutional  prac- 
tice, in  a facility  setting  with  supervision  of  employer; 
that  quarterly  reports  be  submitted  to  the  Board  by 
employer;  and  Dr.  Strong  reappear  before  the  Board 
at  the  end  of  one  year  for  review. 

There  being  no  further  business,  the  meeting  ad- 
journed at  10:30  am  on  July  22,  1987. 


September  29-30, 1987 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D., 
Secretary 

Paul  Johnson,  M.D.,  Consultant 
I.  Lee  Arnold,  M.D. 

Phillip  W.  Hayes,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Dr. 
Duane  C.  Budd,  president. 

Reciprocity  applications  for  Drs.  Maria  Castillo- 
Staab,  Lisa  Ferraro,  Frederick  W.  Veit,  Robert  J. 
Landry,  Phung  D.  Nguyen,  and  Robert  Rudawsky  were 
unanimously  approved.  The  reciprocity  application  for 
Dr.  Homayoon  Aram  was  disapproved  since  he  had 
not  passed  FLEX.  The  reciprocity  applications  for  Drs. 
David  dejongh,  Neveen  M.  Habuski,  and  Mohammad 
Yaseen  were  deferred  since  they  did  not  appear. 

The  following  doctors  who  had  passed  FLEX  in 
June,  1987  were  approved  for  licensure:  Drs.  Minerva 
D.C.  Couret,  Shantha  R.  Kannan  and  Aruna  K.  Vad- 
dadi.  Dr.  Wiley  T.  Robinson  was  approved  for  licen- 
sure pending  receipt  of  a letter  from  the  head  of  his 
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residency  training.  The  applications  for  licensure  for 
Drs.  Ingrid  A.  Alcover,  Eugene  S.  Davis,  and  Nelly  M. 
Mangana  were  deferred  since  they  were  not  present  as 
requested.  The  reinstatement  application  for  Dr.  Rob- 
ert Berson  was  approved. 

Dr.  Matthew  Gangwer’s  license  exemption  for  res- 
idency training  was  indefinitely  suspended  until  such 
time  as  he  appears  before  the  Board  and  requests  re- 
consideration at  the  end  of  his  treatment  at  Wood- 
ridge Psychiatric  Hospital,  Johnson  City,  Tenn. 

Approval  of  the  Continuing  Education  Rules  for 
Respiratory  Care  was  deferred  pending  some  suggest- 
ed amendments  by  the  legal  staff. 

Dr.  Glenn  Pomerance  appeared  before  the  Board 
for  an  informal  hearing  concerning  his  activities  in  re- 
lation to  Omni  Eye  Services.  After  hearing  testimony 
by  Dr.  Pomerance,  the  Board  decided  to  refer  the 
matters  dealing  with  Omni  Eye  Service  to  the  appro- 
priate offices  of  the  State  for  investigation  and  possi- 
ble action.  Dr.  Pomerance  was  advised  to  avoid  this 
type  of  action  in  the  future. 
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Hearings 

Dr.  Brian  C.  Beatty  was  charged  with  unprofes- 
sional, dishonorable,  or  unethical  conduct;  gross  mal- 
practice, or  a pattern  of  continued  or  repeated  mal- 
practice, ignorance,  negligence  or  incompetence  in  the 
course  of  medical  practice;  habitual  intoxication  or 
personal  misuse  of  any  drugs  or  the  use  of  intoxicating 
liquors,  narcotics,  controlled  substances,  or  other  drugs 
or  stimulants  in  such  a manner  as  to  adversely  affect 
the  person’s  ability  to  practice  medicine;  and  engaging 
in  the  practice  of  medicine  when  mentally  or  physical- 
ly unable  to  safely  do  so.  The  Board  accepted  an 
agreed  order  as  follows:  The  license  of  the  respondent, 
Brian  C.  Beatty,  shall  be  placed  on  probation  for  a 
period  of  three  years  from  the  entry  of  this  order  with 
the  following  terms  and  conditions:  (1)  The  respond- 
ent shall  provide  the  Board  with  results  of  monthly 
random  urine  drug  screens  for  12  months  and  then 
quarterly  thereafter  until  the  end  of  his  probation;  (2) 
The  respondent  shall  remain  in  compliance  with  his 
Impaired  Physician’s  After  Care  Contract;  and  (3)  The 
respondent  authorizes  his  employer,  any  agent  of  the 
Tennessee  Medical  Association  or  any  other  health  care 
professional  to  notify  the  Board  immediately  of  any 
violation  of  his  Tennessee  Medical  Association  con- 
tract or  of  this  order. 

Dr.  John  R.  Janovich  was  charged  with  unprofes- 
sional, dishonorable,  or  unethical  conduct;  habitual  in- 
toxication or  personal  misuse  of  any  drugs  or  the  use 
of  intoxicating  liquors,  narcotics,  controlled  sub- 
stances, or  other  drugs  or  stimulants  in  such  manner 
as  to  adversely  affect  the  person’s  ability  to  practice 
medicine;  dispensing,  prescribing  or  otherwise  distrib- 
uting any  controlled  substance  or  any  other  drug  not 
in  the  course  of  professional  practice,  or  not  in  good 
faith  to  relieve  pain  and  suffering,  or  not  to  cure  an 
ailment,  physical  infirmity  or  disease;  dispensing,  pre- 
scribing or  otherwise  distributing  to  any  person  a con- 
trolled substance  or  other  drug  if  such  person  is  ad- 
dicted to  the  habit  of  using  controlled  substances 
without  making  a bona  fide  effort  to  cure  the  habit  of 
such  patient;  and  dispensing,  prescribing  or  otherwise 
distributing  any  controlled  substance  or  any  other  drug 
to  any  person  in  violation  of  any  law  of  the  State  or  of 
the  United  States  of  America.  The  Board  requested 
Dr.  Janovich  to  enter  the  TMA  Impaired  Physician 
Program  for  assessment.  The  assessment  should  be 
ready  by  the  next  Board  meeting. 

Dr.  Jerry  L.  Slay  entered  into  an  agreed  order  in 
September  1985,  which  lifted  his  previous  suspension; 
he  was  to  enter  into  and  comply  with  the  terms  of  a 
contract  with  the  TMA  Impaired  Physician  Program 
for  a period  of  five  years  from  Sept.  24,  1985;  his  li- 
cense was  put  on  probation  for  a period  of  five  years; 
Dr.  Slay  surrendered  his  U.S.  Drug  Enforcement 


Administration  Certificate  of  Registration  for  con- 
trolled substances  and  could  not  reapply  without  per- 
mission of  the  Board.  Dr.  Slay  appeared  to  request 
permission  to  reapply  for  his  DEA  certificate.  The 
Board  granted  his  permission  to  reapply  but  would  re- 
quire monthly  urine  screens  for  one  year.  The  other 
terms  of  the  agreed  order  would  remain. 

The  hearings  for  Drs.  D.R.W.  Shupe,  Thomas  Pur- 
year,  Roger  Jackman,  and  Ricardo  Sambat  were  con- 
tinued. 

Dr.  Archemidies  Concon  was  charged  with  un- 
professional, dishonorable,  or  unethical  conduct;  gross 
malpractice,  or  a pattern  of  continued  or  repeated 
malpractice,  ignorance,  negligence  or  incompetence  in 
the  course  of  medical  practice;  dispensing,  prescribing, 
or  otherwise  distributing  any  controlled  substance  or 
any  other  drug  not  in  the  course  of  professional  prac- 
tice, or  not  in  good  faith  to  relieve  pain  and  suffering 
or  not  to  cure  an  ailment,  physical  infirmity  or  disease; 
dispensing,  prescribing  or  otherwise  distributing  to  any 
person  a controlled  substance  or  other  drug  if  such 
person  is  addicted  to  the  habit  of  using  said  controlled 
substances  without  making  a bona  fide  effort  to  cure 
the  habit  of  such  patient;  and  dispensing,  prescribing 
or  otherwise  distributing  any  controlled  substance  or 
any  other  drug  to  any  person  in  violation  of  any  law 
of  the  State  or  of  the  United  States  of  America.  The 
Board  revoked  Dr.  Concon’s  DEA  Certificate  of  Reg- 
istration for  one  year  and  he  will  be  required  to  ap- 
pear before  the  Board  to  request  its  reinstatement;  his 
medical  license  was  suspended  for  not  less  than  six 
months  and  he  must  appear  before  the  Board  with  evi- 
dence that  he  has  completed  medical  education  cours- 
es on  a university  level  to  be  approved  by  the  Board 
prior  to  the  lifting  of  the  suspension  of  his  license. 

Other  Business 

The  grades  from  the  July,  1987  Limited  Scope  Ex- 
amination for  X-ray  Operators  were  reviewed  by  the 
Board  and,  as  in  previous  examinations,  determined 
that  75%  would  pass.  There  was  a total  of  55  who 
took  the  examination,  42  passed  and  13  failed. 

A list  of  physician  assistants  who  had  been  ap- 
proved by  the  Physician  Assistant  Committee  was  ap- 
proved by  the  Board,  a copy  of  which  is  attached  to 
these  minutes. 

Mr.  George  Gordon  was  introduced  to  the  Board 
as  the  new  manager  for  investigations.  He  submitted  a 
report  of  the  number  of  open  cases  under  investigation 
at  the  present  time  for  a total  of  207. 

The  remaining  agenda  items  were  deferred  until  the 
next  meeting  which  will  be  in  Gatlinburg  on  Nov.  7 
and  8,  1987. 

There  being  no  further  business,  the  meeting  ad- 
journed at  4:00  pm  on  Sept.  30,  1987.  r y 
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Wgwm  continuing  medical . 

IMIfl education  opportunllie/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY 
Clinical  Training  Program 

Opportunities  for  advanced  clinical  education  for  physi- 
cians in  various  subspecialties  have  been  developed  by  the 
School  of  Medicine  and  the  Division  of  Continuing  Educa- 
tion of  Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  faculty  from  the  participating  depart- 
ment, can  plan  an  individualized  program  of  one  to  four  weeks 
to  meet  recognized  needs  and  interests.  The  experience  may 
include  contact  with  patients;  interaction  with  clinical  and  full- 
time faculty,  housestaff,  and  fellows;  participation  in  clinical 
rounds  and  diagnostic  procedures.  There  is  access  to  the 
Medical  Center  Library  with  excellent  resources.  Experience 
in  more  than  one  discipline  may  be  included  if  time  permits. 

Eligibility:  Licensed  physicians  in  active  practice  are  eligible 
to  apply.  Credit:  AMA  Physician’s  Recognition  Award  (Cat- 
egory 1)  and/or  A AFP  Continuing  Education  Accreditation. 
Application:  For  information  and  an  application  contact  Mar- 
ilyn D’Asaro,  Division  of  Continuing  Medical  Education, 
Vanderbilt  University  School  of  Medicine,  CCC-5326  MCN, 
Nashville,  TN  37232,  Tel.  (615)  322-4030. 


For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  the  following  services 
and  departments  in  the  medical  school  to  allow  practicing 
physicians  to  participate  in  that  service’s  activities  for  a peri- 
od of  one  day  to  one  week.  This  program  provides  an  oppor- 
tunity for  physicians  to  study  in  depth  for  a specified  period. 
The  schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovisual  ma- 
terials and  contact  with  patients,  residents,  and  faculty. 

Fee:  $75  per  day  or  $275  per  five  day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician's  Recog- 
nition Award,  AAFP,  American  Academy  of  Family  Physi- 
cians and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Dr.  Henry  A. 
Moses,  Ph  D.,  Director  of  Continuing  Education,  Meharry 
Medical  College,  1005  D.B.  Todd  Boulevard,  Nashville,  TN 
37208,  Tel.  (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 


Continuing  Education  Schedule 

Memphis 


March  3-6 
March  10-1 1 
March  19-25 

April  7-9 
June  12-19 


Sept.  15-16 


Pediatric  Critical  Care 

Primary  Prevention:  Psychopathology 

21st  Annual  Review  Course  for  the  Family 

Physician 

Critical  Care  Symposium — Hot  Springs,  Ark. 
Medical  Issues  in  Cardiovascular,  Metabo- 
lic, and  Infectious  Disease — Lake  Buena 
Vista,  Fla. 

20th  Memphis  Conference  on  the  Mother, 
Fetus  and  Newborn 


Continuing  Education  Schedule 


March  5 
March  12-19 

March  17-18 

March  28-29 

April  22-23 

May  6-15 

May  17-22 
May  27-28 
June  9-10 
June  15-19 

July  18-22 


Early  Intervention  in  Acute  MI 
The  Spine:  Current  Concepts — Maui,  Ha- 
waii 

6th  Annual  Tennessee  Conference  on  Peri- 
natal and  Neonatal  Care 
Tissue-Integrated  Prostheses:  Aspects  of  the 
Prosthodontic  Part 

Annual  Barney  Brooks  Lecture  and  the  H. 
William  Scott  Society 

Diving  Medicine  1988:  Medicine  in  the 
Aquatic  Environment — Fiji 
5th  Annual  Family  Medicine  Review 
11th  Annual  Sonography  Symposium 
2nd  Annual  Neonatology  Conference 
Contemporary  Medical  Imaging  V — Destin, 
Fla. 

11th  Annual  Contemporary  Clinical  Neurol- 
ogy— Hilton  Head  Island,  S.C. 


April  21-23 
April  28-30 
May  14-15 
June  13-14 
June  16-18 
June  22-24 


March  11-12 


Knoxville 

11th  Annual  Family  Practice  Review — Gat- 
linburg 

3rd  Annual  Smoky  Mountain  Infectious 
Disease  Conference — Gatlinburg 
Metabolic  Support  of  the  Critically  111  Pa- 
tient— Gatlinburg 

Advanced  Pediatric  Life  Support — Gatlin- 
burg 

33rd  Annual  Great  Smoky  Mountain  Pedia- 
tric Seminar — Gatlinburg 
94th  Annual  Upper  Cumberland  Medical 
Society  Meeting — Fall  Creek  Falls  State 
Park,  Pikeville 

Chattanooga 

Ophthalmology 


For  information  contact  Mrs.  Jean  Taylor  Bryan.  Office 
of  Continuing  Medical  Education,  University  of  Tennessee. 
800  Madison  Ave.,  Memphis,  TN  38163,  Tel.  (901)  528-5547. 
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Swallowing-Induced  Tachycardia 

QAMAR  A.  KHAN,  M.D.  and  BOBBY  KHAN,  B.A. 


Cardiorespiratory  abnormalities  following  de- 
glutition have  been  observed  for  several  years. 
Tachyarrhythmias  and  bradyarrhythmias  are  well 
documented.16  Short  periods  of  apnea  associated 
with  swallowing  have  also  been  reported  as  far 
back  as  1920. 7 Increased  vagal  reflex  activity  has 
been  postulated  as  a cause  for  these  phenomena. 

We  report  a case  of  short  episodes  of  supra- 
ventricular tachycardia  associated  with  swallow- 
ing. Since  Sakai  and  Mori3  first  described  swal- 
lowing-induced tachycardia  in  1926,  fewer  than 
ten  cases  have  been  reported  in  the  literature. 
We  report  this  case  because  the  patient  had  no 
cardiothoracic  anatomical  anomaly,  and  recovery 
was  spontaneous,  with  a five-year  symptom-free 
follow-up. 

Case  Report 

A 21-year-old  male  medical  student  came  to  the  Hubbard 
Hospital  cardiology  clinic  with  a four-day  history  of  palpita- 
tions and  dizziness  after  swallowing.  Each  episode  lasted  a 
few  seconds,  with  spontaneous  recovery.  Each  episode  fol- 
lowed ingestion  of  a bolus  of  food  or  drink  midway  in  its 
passage  through  the  esophagus.  A dry  swallow  would  cause 
palpitations.  He  became  very  distressed  and  was  afraid  to 
ingest  any  food.  He  denied  any  previous  history  of  cardiores- 
piratory or  gastrointestinal  dysfunction. 

Physical  examination  revealed  a healthy  young  man  who 
was  slightly  apprehensive  but  otherwise  normal.  Routine  lab- 
oratory examination  was  within  normal  limits,  and  radi- 
ographic studies  of  the  esophagus  revealed  no  abnormalities. 
There  was  no  evidence  of  cardiac  enlargement.  A resting  12- 
lead  electrocardiogram  revealed  regular  sinus  rhythm  with  a 
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rate  of  75/min  and  no  abnormalities.  Within  two  cycles  after 
dry  swallowing,  short  bursts  of  supraventricular  tachycardia 
were  recorded.  Swallowing  in  quick  succession  produced 
shorter  episodes  of  tachycardia  (Fig.  1).  Carotid  sinus  mas- 
sage had  no  effect  on  the  dysrhythmia.  In  each  case,  the 
tachycardia  was  initiated  by  an  atrial  premature  contraction 
falling  near  the  end  of  the  T-wave  of  the  preceding  sinus  beat. 
Coupling  of  the  premature  P-wave  to  the  preceding  sinus  wave 
varied  from  520  to  600  msec.  The  coupling  interval  was  70  ± 
3%  of  the  preceding  RR  interval.  The  atrial  rate  varied  with- 
in a given  episode  and  in  successive  runs,  ranging  from  125 
to  188/min,  with  an  interval  heart  rate  of  55  to  75/min. 

Therapy  with  chlordiazepoxide  (10  mg,  three  times  a day) 
was  followed  by  complete  abolition  of  the  arrhythmia  even 
after  swallowing  solid  food  or  drink  (Fig.  2). 

Discussion 

Since  the  initial  description  of  swallowing-in- 
duced tachycardia  (“schlucktachycardie”)  by 
Sakai  and  Mori  in  1926, 3 very  few  cases  have  been 
documented  in  the  literature.  These  reported 
cases  have  a number  of  common  features;  the 
patients  have  normal  hearts,  experience  tachy- 
cardia only  in  association  with  swallowing,  and 
have  self-limiting  episodes  of  palpitations.  In  all 
cases,  a premature  atrial  depolarization  initiates 
the  tachyarrhythmia  with  or  without  aberrant  in- 
traventricular conduction  abnormality. 

In  contrast,  patients  with  bradyarrhythmias  at- 
tributed to  increased  vagotonia  have  been  found 
to  have  esophageal  disease  such  as  esophageal 
spasm,  achalasia,  and  diverticula.1'3  Most  of  these 
patients  also  have  evidence  of  ischemic  heart  dis- 
ease. 

The  tachyarrhythmia  may  take  different  forms. 
Cohen  et  al8  described  a patient  who  developed 
atrial  fibrillation  on  swallowing;  it  could  also  be 
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induced  by  esophageal  balloon  distention  and 
abolished  with  deflation  of  the  balloon.4-8  Mirvis 
et  al5  reported  a case,  however,  where  a balloon 
distention  did  not  precipitate  the  arrhythmia. 

The  electrophysiological  origin  of  the  tachy- 
cardia is  unknown.  Some  suggest  an  ectopic  atri- 
al focus,6-9  whereas  others  support  a reentrant 
pathogenesis.10  The  intracardiac  studies  of  Engel 
et  al9  and  esophageal  lead  electrocardiographic 
studies  by  Mirvis  et  al,5  however,  suggest  an  atri- 
al rather  than  AV  nodal  origin  of  the  abnormal 
impulses. 

Some  suggest  a direct  mechanical  interaction 
between  the  distended  esophagus  and  the  adja- 
cent left  atrium.4-8-9  Bajaj  et  al4  and  Cohen  et  al8 
offer  support  to  this  theory  by  reporting  induc- 
tion of  arrhythmia  by  inflation  of  an  intraluminal 
esophageal  balloon,  whereas  Mirvis  et  al5  and 
Lindsay6  failed  to  elicit  this  phenomenon. 

An  alternative  proposal  is  a neural  reflex  me- 
diated through  the  vagus  nerve.6-10  Although  the 
commonly  observed  effect  of  vagal  stimulation  is 
suppression  of  supraventricular  tachycardia,  there 
is  substantial  evidence  demonstrating  induction  of 
tachyarrhythmias  by  vagotonia11;  induction  of  su- 
praventricular tachycardia,  ventricular  tachycar- 
dia, and  atrial  fibrillation  by  carotid  sinus  mas- 
sage have  all  been  documented,12  and  vagotonic 
agents  such  as  acetylcholine  have  been  noted  to 
induce  atrial  extrasystoles  followed  by  atrial  fi- 
brillation.13 The  mechanism  of  these  paradoxic 
effects  of  vagotonic  agents  is  unknown.  On  an 
electrophysiological  basis,  vagal  stimulation 
causes  increased  atrial  ectopic  activity  because  of 
non-uniform  shortening  of  refractory  periods. 
This  temporal  dispersion  may  lead  to  circuitous 
pathways  resulting  in  abnormal  beats.  In  addi- 
tion, relative  prolongation  of  the  refractory  pe- 
riod of  the  AV  node  leads  to  circus  movement 
by  providing  a degree  of  block  for  reentry.5  The 
combination  of  delayed  conduction  in  junctional 
tissue  and  accelerated  recovery  in  atria  may  act 
synergistically  to  sustain  reentrant  tachycardia. 
Since  atropine  in  sufficient  doses  to  enhance  AV 
conduction  did  not  prevent  the  tachycardia,  this 
theory,  though  plausible,  may  not  explain  the 
mechanism  of  tachyarrhythmia.6 

Stimulation  of  cardiac  sympathetic  nerves  al- 
ters both  atrial  and  ventricular  repolarization. 
This  causes  increased  asynchrony  of  recovery 
times,  which  may  lead  to  focal  reentry.14  From 
our  case,  we  are  tempted  to  speculate  that  auto- 


Figure  1.  The  12-lead  electrocardiogram  of  patient  with  swallowing- 
induced  tachycardia  reveals  no  abnormalities  before  swallowing.  Af- 
ter swallowing  in  quick  succession,  the  findings  on  the  electrocardi- 
ogram illustrate  episodes  of  supraventricular  tachycardia  (arrows). 


Figure  2.  Electrocardiogram  indicates  no  abnormal  findings  after 
treatment  of  patient  with  chlordiazepoxide.  The  tachycardia  has  been 
abolished. 


nomic  imbalance  with  sympathetic  overtone  and 
outpouring  of  catecholamines  may  trigger  an  ec- 
topic atrial  focus  with  resultant  atrial  arrhythmia. 
Benzodiazepines  (e.g.,  chlordiazepoxide)  are 
known  to  have  a sympatholytic  action,  which 
could  explain  the  mode  of  action  in  our  patient.15 
Although  Lindsay6  could  not  abolish  the  tachy- 
cardia with  propranolol,  it  reduced  the  duration 
of  the  tachycardia  by  50%.  Successful  use  of  re- 
serpine  by  Cohen  et  al,8  to  abolish  swallowing- 
induced  tachycardia,  is  another  example  that  may 
help  to  substantiate  our  point  of  view. 

Lindsay6  speculates  that  individuals  with 
“schlucktachycardie”  are  anatomically  or  phys- 
iologically different,  and  the  upward  traction  of 
the  superior  mediastinum  incident  to  swallowing 
might  in  some  way  initiate  the  first  ectopic  pre- 
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mature  atrial  depolarization,  leading  to  supra- 
ventricular tachycardia. 

Specific  vagolytic  therapy  has  been  unsuccess- 
ful, as  have  vagotonic  agents  such  as  digoxin,  and 
propranolol  has  only  been  partially  effective. 
Quinidine  has  been  successful  in  two  document- 
ed cases.9  In  addition,  reserpine  and  procaina- 
mide have  been  used  with  success.412  Our  patient 
was  successfully  treated  with  chlordiazepoxide. 
Nevertheless,  therapy  with  various  medications, 
though  successful,  does  not  seem  to  shed  any  light 
on  the  mechanism  of  this  arrhythmia.  r ^ 
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Prehospital  Defibrillation  by 
Emergency  Medical  Technicians 

Results  of  a Pilot  Study  in  Tennessee 


DOUGLAS  GENTILE,  M.D.;  PAUL  AUERBACH,  M.D.;  JUDY  GAFFRON,  R.N.; 
GERALD  FOON,  B.S.,  E.M.T.;  and  JOSEPH  PHILLIPS,  JR.,  M.B.A.,  E.M.T. 


Sudden  cardiac  death  claims  an  estimated 
300,000  victims  annually  in  the  United  States,  and 
accounts  for  over  half  of  the  mortality  from  cor- 
onary artery  disease.1  Survival  after  out-of-hos- 
pital  cardiac  arrest  correlates  strongly  with  the 
time  to  definitive  care.2-3  Paramedical  services  can 
dramatically  increase  survival  by  rapidly  provid- 
ing advanced  cardiac  life  support  (ACLS)46;  dis- 
charge rates  as  high  as  28%  have  been  reported 
for  out-of-hospital  cardiac  arrest  due  to  ventric- 
ular fibrillation  (VF).7  On  the  other  hand,  par- 
amedical services  may  not  be  appropriate  for  ru- 
ral areas  or  communities  with  populations  under 
25, 000, 8 since  they  are  expensive,9  and  the  com- 
plex skills  involved  require  frequent  use  in  order 
to  maintain  proficiency.  Medium  and  low  vol- 
ume ambulance  services  provide  only  limited  op- 
portunity to  utilize  ACLS  skills,  as  ambulance 
personnel  working  in  a community  of  25,000 
would  be  expected  to  participate  in  fewer  than 
two  cardiac  arrests  per  year.10 

Many  communities  rely  on  ambulance  services 
staffed  by  emergency  medical  technicians  (EMTs) 
rather  than  paramedics.  Other  communities  that 
use  paramedics  may  have  first-responder  pro- 
grams with  firefighters  or,  rarely,  law-enforce- 
ment personnel.  Basic-level  EMTs  can  perform 
cardiopulmonary  resuscitation  (CPR)  but  not  de- 
fibrillation or  endotracheal  intubation,  and  they 
cannot  administer  medications.  Unfortunately, 
survival  after  out-of-hospital  cardiac  arrest  in 
communities  that  provide  only  basic  level  emer- 
gency care  is  dismal.11-12 
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Medical  Services,  Tennessee  Department  of  Health  and  Environment, 
Nashville. 

Reprint  requests  to  Room  1367  Emergency,  Vanderbilt  University 
Hospital,  Nashville,  TN  37232  (Dr.  Gentile). 
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Evaluations  of  paramedical  programs  demon- 
strated that  the  majority  of  out-of-hospital  car- 
diac arrests  are  associated  with  VF  and  that  the 
single  most  effective  intervention  is  rapid  defi- 
brillation.4-5 Landmark  studies  in  the  early  1980s 
established  that  defibrillation  by  EMTs  can  sig- 
nificantly enhance  survival  after  cardiac  arrest.7-13 
Technical  innovations  have  led  to  development 
of  automatic  external  defibrillators  (AEDs)  that 
analyze  the -surface  ECG  for  the  presence  of  VF 
and  deliver  a defibrillatory  shock.14  AEDs  have 
the  potential  to  greatly  expand  the  number  of 
EMTs  who  can  defibrillate  by  reducing  the  time 
and  expense  for  initial  training  and  ongoing  skill 
maintenance;  clinical  trials  have  demonstrated 
their  efficacy.1517 

EMT  defibrillation  (EMT-D)  has  thus  emerged 
as  an  effective  approach  to  emergency  cardiac 
care.  We  report  the  results  of  a pilot  study  to 
determine  the  safety  and  practicality  of  EMT-D 
in  Tennessee. 

Methods 

From  July  1,  1986  through  June  30,  1987,  11 
ambulance  services  selected  to  represent  all  re- 
gions of  Tennessee  participated  in  the  defibrilla- 
tion pilot  study.  Services  were  selected  from  a 
larger  group  of  applicants  based  on  community 
characteristics  (population,  CPR  resources,  car- 
diac case  occurrence),  emergency  medical  serv- 
ice and  ambulance  response  capabilities  (central 
dispatching,  availability  of  first  responders,  av- 
erage response  time),  and  medical  control  and 
support. 

All  participating  ambulance  services  used  the 
Physio-Control  Lifepak  200  Automatic  Advisory 
Defibrillator  throughout  the  study  period.  This 
machine  records  surface  electrocardiographic  data 
through  two  adhesive  electrodes  applied  to  the 
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patient’s  chest  in  a sternum-apex  configuration; 
the  same  electrodes  are  used  for  defibrillation. 
When  an  analysis  is  initiated,  a “SHOCK”  or 
“NO  SHOCK”  advisory  is  issued  to  the  opera- 
tor. If  a shock  is  advised,  the  unit  automatically 
charges  to  200  joules  (360  joules  can  be  selected) 
and  prompts  the  operator  to  activate  the  defi- 
brillator by  pushing  the  “SHOCK”  button.  An 
integral  ECG/voice  recorder  (cassette)  provides 
complete  documentation  for  detailed  case  re- 
view. 

Training  consisted  of  a formal  11-hour  course 
devoted  primarily  to  operation  of  the  AED  and 
review  of  basic  cardiac  life  support.  No  attempt 
was  made  to  teach  any  aspect  of  arrhythmia  rec- 
ognition. At  the  completion  of  training,  written 
and  practical  skills  examinations  were  given.  In 
order  to  maintain  competence,  each  EMT  was 
required  to  attend  a monthly  protocol  review. 
Training  and  quality  control  were  supervised  in 
each  community  by  a local  medical  director. 

After  verifying  cardiac  arrest,  standing  orders 
authorized  the  EMTs  to  deliver  up  to  three  shocks 
when  prompted  by  the  AED;  further  shocks  re- 
quired orders  from  medical  control.  Tracheal  in- 
tubation and  medications  were  not  authorized, 
but  insertion  of  an  esophageal  obturator  airway 
(EOA)  by  personnel  previously  trained  in  its  use 
was  permitted.  Paramedical  back-up  was  avail- 
able in  several  of  the  study  communities.  Elec- 


TABLE  1 

CHARACTERISTICS  OF  PATIENTS  WITH  CARDIAC  ARRESTS 
AND  TIMES  ASSOCIATED  WITH  RESUSCITATIONS 


Characteristic 


Number  with  cardiac  arrests 

41 

Male 

29(71%) 

Female 

12(29%) 

Average  age  (yr) 

67 

Number  of  witnessed  events 
Number  of  patients  receiving  bystander 

36(88%) 

initiated  CPR 

Number  of  cardiac  arrests  after  arrival  of 

24(58%) 

emergency  personnel 

2(5%) 

Average  time  to  CPR  (min)* 
Distance  of  event  (miles) 

4.6  ±4.0 

from  hospital 

8.2  ±6.3 

from  ambulance 

6.0±4.9 

Response  time  (min) 

7.6±5.2 

Field  time  (min) 

12.8±6.4 

Time  from  call  to  hospital  care  (min) 

30.3  ±11. 3 

’All  times  and  distances  expressed  as  mean  ± SD. 


trocardiographic  data  and  cassette  recordings 
were  reviewed  by  one  of  us. 

Data  gathered  on  all  patients  included  age,  sex, 
the  proximity  of  the  location  where  the  event  oc- 
curred to  the  local  hospital  (miles  from  hospital), 
proximity  to  the  ambulance  location  (miles  from 
ambulance),  type  of  location  where  the  event  oc- 
curred, whether  the  collapse  was  witnessed, 
whether  CPR  was  performed  before  the  ambu- 
lance arrived  and  by  whom,  time  of  first  defibril- 
lation, and  total  number  of  defibrillations.  Am- 
bulance-response time,  time  at  the  scene,  and 
transport  time  were  determined  from  official  dis- 
patch records.  The  time  elapsed  between  the  ar- 
rest and  the  initiation  of  CPR  and  the  time  be- 
tween the  arrest  and  the  calling  of  the  ambulance 
were  estimated  by  the  EMTs.  The  electrocardi- 
ographic rhythm  was  analyzed  from  cassette 
tapes,  and  outcomes  were  recorded  for  each  pa- 
tient: return  of  pulse  before  arrival  in  the  emer- 
gency department,  admission  to  hospital,  return 
of  spontaneous  respirations,  and  discharge  from 
the  hospital. 

Univariate  statistical  tests  of  significance,  two 
tailed  t-tests,  were  performed  for  all  comparisons 
of  distances  and  elapsed  times. 

Results 

Over  the  12  months  of  the  study,  47  patients 
with  cardiac  arrest  received  emergency  care  in  the 
study  areas.  Forty-one  patients  were  entered  into 
the  defibrillation  protocol;  five  patients  with  car- 
diac arrest  due  to  trauma  or  terminal  cancer  were 
excluded,  and  at  the  family’s  request  one  patient 
who  collapsed  25  minutes  prior  to  the  ambulance 
call  was  not  resuscitated.  Of  the  41  patients  en- 
tered into  the  defibrillation  protocol,  23  were 
found  to  be  in  VF  and  received  one  or  more 
shocks.  Seven  of  the  23  were  resuscitated  (return 
of  pulse),  four  survived  to  be  admitted  to  the 
hospital,  three  regained  spontaneous  respira- 
tions, and  two  (9%)  survived  (discharged  from 
the  hospital  in  good  condition).  An  additional 
patient  was  resuscitated  without  defibrillation 
after  initiation  of  CPR.  Both  survivors  were  re- 
suscitated in  the  field  after  EMT  defibrillation. 

Characteristics  of  the  patients  and  times  asso- 
ciated with  the  resuscitations  are  shown  in  Ta- 
bles 1 and  2.  Table  1 lists  the  data  on  all  patients 
entered  into  the  defibrillation  protocol.  Table  2 
compares  patients  who  were  defibrillated — sur- 
vivors, patients  resuscitated,  and  patients  not  re- 
suscitated. The  actual  values  for  some  factors 
studied  are  listed  in  Table  3. 
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Though  the  small  number  of  survivors  pre- 
cluded drawing  conclusions  regarding  factors  in- 
fluencing survival,  several  differences  were  ob- 
served in  comparing  patients  in  VF  who  were 
resuscitated  or  not  resuscitated.  The  average  re- 
sponse time  (F<0.01),  the  average  distance  of  the 
event  from  the  ambulance  (P<0.01),  and  the  av- 
erage time  from  collapse  to  defibrillation 
(P<0.05)  were  all  less  for  patients  resuscitated. 
Conversely,  the  time  spent  in  the  field  was  long- 
er for  patients  resuscitated  (P<0.05). 

The  Lifepak  200  AED  recognized  all  docu- 
mented cases  of  VF  and  appropriately  prompted 
the  operator  to  deliver  a shock.  No  shocks  were 
delivered  for  rhythms  other  than  VF;  due  to  mal- 
function of  the  integral  ECG/voice  recorder  or  to 
failure  of  the  EMTs  to  properly  load  the  tape, 
however,  the  cassette  tapes  were  not  available  for 
review  in  15  of  the  41  cardiac  arrests. 

Comments 

EMT-D  is  a proven  concept8;  controlled  stud- 
ies have  established  that  it  can  be  superior  to 
basic  level  care  in  urban,18  suburban,7  and  rural 
communities.13  While  further  controlled  studies 
do  not  appear  to  be  necessary,8  communities  need 
to  address  the  variables  contributing  to  success- 
ful defibrillation  by  EMTs  before  implementing 


an  EMT-D  program.  Previous  studies  of  out-of- 
hospital cardiac  arrest  have  demonstrated  that  to 
be  effective  basic  and  advanced  life  support  must 
be  initiated  rapidly.2-4  11  12  19  20  Although  the  exact 
times  can  be  argued,  available  data  suggests  that 
optimally  basic  life  support  (CPR)  should  begin 
within  four  to  six  minutes  and  advanced  life  sup- 
port (defibrillation  for  patients  in  VF)  within  10 
to  12. 3 Thus,  key  determinants  in  a successful 
EMT-D  program  include  (1)  rapid  response 
times,  (2)  a high  percentage  of  witnessed  cardiac 
arrests,  (3)  rapid  initiation  of  CPR  (usually  by 
bystanders),  and  (4)  nearby  ACLS. 

It  was  not  surprising  to  find  that  patients  with 
VF  who  were  resuscitated  were  closer  to  an  am- 
bulance when  they  collapsed,  and  had  shorter 
ambulance  response  times  and  shorter  times  from 
collapse  to  defibrillation.  In  this  study,  all  pa- 
tients resuscitated  had  ambulance  response  times 
of  less  than  six  minutes;  similar  results  have  been 
reported  from  rural  Iowa.8  We  did  not  find  any 
differences  in  average  time  to  CPR  for  patients 
resuscitated,  but  CPR  was  initiated  rapidly  (mean 
<4  minutes)  in  both  resuscitated  and  not  resus- 
citated groups. 

Interestingly,  there  were  no  differences  in  time 
to  hospital  care,  and  the  time  spent  in  the  field 
was  actually  longer  for  patients  who  were  resus- 
citated. These  observations  are  consistent  with 
those  of  Stults  and  Brown21  that  scene-to-hospital 


TABLE  2 

COMPARISON  OF  PATIENTS  WITH  VENTRICULAR  FIBRILLATION 


Characteristic 

Total  number  with  cardiac  arrests 
Male 
Female 

Average  age  (yr) 

Number  of  witnessed  events 
Number  of  patients  receiving  bystander  initiated  CPR 
Number  of  cardiac  arrests  after  arrival  of  emergency  personnel 
Average  time  to  CPR  (min)* 

Distance  of  event  (miles) 
from  hospital 
from  ambulance 
Response  time  (min) 

Field  time  (min) 

Time  from  call  to  hospital  care  (min) 

Time  from  collapse  to  defibrillation  (min) 

Time  from  ambulance  arrival  to  defibrillation 


’All  times  and  distances  expressed  as  mean  ± SD. 

fP<0.01 

tP<0.05 


Survivors 

Patients 

Resuscitated 

Patients  Not 
Resuscitated 

2 

7 

16 

1 (50%) 

4(57%) 

14(88%) 

1 (50%) 

3(43%) 

2(12%) 

61 

70 

63 

2(100%) 

7(100%) 

13(81%) 

0 

3(43%) 

12(75%) 

0 

2(28%) 

0 

3 ±1.4 

3.8±2.1 

3.6±2.7 

1.5±0.7 

4±2.8 

7.8±5.6 

1.5±0.7 

1.6±0.5t 

6 ±3.2 

3 ±1.4 

3±1.4f 

7.6±3.8 

21  ±9.9 

19±7.7$ 

13- 

30. 5±  13.4 

28. 7±  12.1 

,2±5.8 

29- 

OO 

cvi 

+1 

OO 

1 1 ±5.04: 

,2±6.9 

18±7.6 

3 ±1.4 

3.1  ±1.9 

5.7±6.2 
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transport  times  do  not  appear  to  have  an  impact 
on  rhythm  deterioration  once  a sustained  perfus- 
ing rhythm  has  been  established.  Refibrillation, 
if  it  occurs,  tends  to  do  so  very  early,  usually 
within  two  minutes  of  conversion  to  an  organized 
rhythm.  The  reasons  field  times  were  longer  in 
resuscitated  patients  is  unclear;  it  may  be  that 
more  extensive  field  evaluations  were  performed 
in  patients  who  regained  perfusing  rhythms. 

Only  two  patients  (9%)  defibrillated  by  EMTs 
in  this  study  were  discharged  alive  from  the  hos- 
pital, contrasting  with  the  28%  and  19%  survival 
rates  reported  from  King  County,  Washington7 
and  Iowa,13  respectively,  but  it  is  similar  to  rates 
reported  from  rural  Minnesota  (5%  survival  for 
witnessed  arrests  defibrillated  by  EMTs).20  Al- 


though our  small  numbers  preclude  drawing  de- 
finitive conclusions,  longer  response  times  in  this 
study  (7.6  minutes)  and  that  from  Minnesota  (6.5 
minutes)  probably  contributed  to  the  lower  sur- 
vival rates  (King  County  4.3  minutes,  Iowa  5.7 
minutes). 

We  conclude  that  with  proper  medical  control 
and  quality  assurance,  EMT-D  can  be  safely  im- 
plemented in  Tennessee.  For  the  program  to  be 
maximally  effective,  communities  with  long  re- 
sponse times  (>6  minutes)  will  need  to  alter  the 
system  of  response  to  reduce  the  time  from  col- 
lapse to  the  arrival  of  the  defibrillator.  r % 
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TABLE  3 

ACTUAL  VALUES  FOR  FACTORS  STUDIED 


Risk  Factor 

Survivors 

Patients 

Resuscitated 

Patients 

Defibrillated 

All 

Patients 

Time  to  CPR  (min) 

0-1 

0 

2 

5 

11 

2-4 

2 

2 

8 

10 

5-8 

0 

4 

9 

14 

>8 

0 

0 

1 

6 

Total 

2 

8 

23 

41 

Distance  to  ambulance  (miles) 

0-4 

2 

8 

12 

18 

5-8 

0 

0 

7 

13 

9-12 

0 

0 

4 

7 

>12 

0 

0 

0 

5 

Total 

2 

8 

23 

41 

Response  time  (min) 

0-6 

2 

8 

14 

21 

7-12 

0 

0 

8 

13 

13-18 

0 

0 

1 

5 

>18 

0 

0 

0 

2 

Total 

2 

8 

23 

41 

Time  to  defibrillation  (min) 

0-7 

1 

2 

2 

— 

8-15 

1 

4 

11 

— 

16-23 

0 

1 

7 

— 

>23 

0 

0 

3 

— 

Total 

2 

7 

23 

— 

Field  time  (min) 

0-8 

0 

2 

3 

11 

9-16 

1 

2 

11 

20 

17-25 

0 

2 

7 

8 

>25 

1 

2 

2 

2 

Total 

2 

8 

23 

41 

Time  to  hospital  (min) 

0-15 

0 

2 

1 

2 

16-30 

1 

2 

15 

23 

31-45 

1 

4 

6 

12 

>45 

0 

0 

1 

4 

Total 

2 

8 

23 

41 
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HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Trauma  Rounds 


Major  Peripheral  Vein  Injury 

GUY  R.  VOELLER,  M.D.;  EUGENE  C.  MANGIANTE,  M.D.;  and  TIMOTHY  C.  FABIAN,  M.D. 


The  surgical  management  of  the  injured  pe- 
ripheral vein  remains  controversial.  During  World 
Wars  I and  II,  the  most  frequent  form  of  treat- 
ment was  ligation.  Based  upon  an  evaluation  of 
patients  from  the  Vietnam  conflict,  a significant 
morbidity  was  reported  with  ligation  and  primary 
repair  was  recommended.1  Recent  reports  have 
again  advocated  ligation,  creating  confusion  in  the 
literature.2  We  suggest  a rational,  individualized 
plan  for  the  treatment  of  venous  trauma. 

Case  Report 

A 20-year-old  black  man  sustained  a knife  stab  wound  to 
his  left  anterior  thigh  and  came  to  the  Presley  Trauma  Center 
with  active,  pulsatile  bleeding  from  the  wound.  Physical  ex- 
amination showed  a systolic  blood  pressure  of  80  mm  Hg. 
Examination  demonstrated  a 2-cm  knife  stab  wound  to  the 
left  anterior  mid-thigh  with  significant  bleeding;  no  distal 
pulses  were  appreciated,  but  neurologic  examination  was 
negative.  After  immediate  control  of  the  bleeding  was 
achieved  by  direct  manual  pressure,  large  caliber  intravenous 
lines  were  established,  and  the  patient  was  taken  immediately 
to  the  operating  room  where  a left  groin  incision  was  used  to 
gain  proximal  vascular  control.  Distal  vascular  control  was 
attained  through  an  incision  through  the  stab  wound,  and  the 
superficial  femoral  artery  and  vein  were  exposed  at  the  site 
of  injury.  The  femoral  artery  was  found  to  be  transected,  and 
the  femoral  vein  was  also  partially  transected  on  its  lateral 
aspect.  At  this  point  the  femoral  vein  was  repaired  via  lateral 
venorrhaphy  using  5-0  polypropylene  suture.  After  using  a 
Fogerty  balloon  catheter  to  extract  a small  blood  , clot  from 
the  distal  femoral  artery,  heparin  was  injected  locally,  and  an 
end-to-end  anastomosis  was  performed  using  interrupted  5-0 
polyproylene  sutures.  Completion  arteriography  demonstrat- 
ed a patent  anastomosis  with  good  runoff  to  the  ankle.  The 
patient  had  an  unremarkable  postoperative  course  and  was 
discharged  home  on  his  fifth  postoperative  day  without  either 
neurovascular  compromise  or  edema. 

Discussion 

Controversy  in  the  surgical  literature  with  re- 
gard to  the  management  of  peripheral  venous  in- 
jury continues.  Although  there  is  little  doubt  that 
superficial  extremity  veins  can  be  ligated  with  im- 
punity, there  is  concern  as  to  whether  injured  ma- 
jor peripheral  veins,  such  as  the  superficial  femo- 
ral, popliteal,  axillary,  and  brachial  veins  can  be 
safely  ligated,  or  whether  restoration  of  vascular 
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continuity  is  necessary  to  prevent  short-term  and 
long-term  morbidity.  The  investigative  work  by 
Pritchard  as  early  as  1942  and  by  Simeone  in  1951 
suggested  that  poor  outflow  following  venous  liga- 
tion could  be  harmful  by  inducing  ischemia  in  an 
extremity,  and  that  repair  might  be  preferable.3-4 

A review  of  vascular  repairs  performed  during 
the  Korean  conflict  demonstrated  that  most  ven- 
ous injuries  were  managed  by  ligation,  and  that 
in  some  of  these  patients  the  sequelae  of  refrac- 
tory chronic  venous  stasis  required  amputation  of 
the  extremity  because  the  complications  could  not 
be  effectively  managed5;  this  prompted  repair  of 
injured  major  peripheral  venous  injuries.  The 
upper  extremity,  although  not  totally  immune  to 
edema  and  resultant  chronic  venous  stasis,  caused 
much  less  of  a problem,  and  the  majority  of  the 
literature  has  focused  on  the  lower  extremity.  In 
their  initial  report  in  1970,  Rich  and  colleagues1 
supported  repair  of  venous  injuries  after  review- 
ing 1,000  selected  cases  of  venous  trauma  taken 
from  the  Vietnam  Vascular  Registry.  Their  con- 
clusions were  that  the  risk  of  thrombophlebitis 
and/or  pulmonary  embolism,  thought  to  be  fre- 
quent with  venous  repair,  rarely  occurs.  In  addi- 
tion, most  lateral  venorrhaphies  and  vein  grafts 
remain  open,  and  even  if  there  is  subsequent 
thrombosis,  recanalization  and  collateral  forma- 
tion will  usually  occur.  Finally,  ligation  of  venous 
injuries  often  led  to  chronic  venous  insufficiency 
and  all  of  its  sequelae. 

Venous  repair  may  also  lower  the  amputation 
rate  in  an  extremity  with  a concomitant  arterial  in- 
jury by  reducing  venous  hypertension  through  ad- 
equate outflow.  Barcia  in  1972  and  Wright  in  1975 
both  showed  experimentally  that  there  is  a signifi- 
cant decrease  in  femoral  arterial  blood  flow  follow- 
ing venous  occlusion.6-7  This  led  Wright  to  recom- 
mend repair  of  major  veins  whenever  possible. 

A series  of  110  cases  of  isolated  popliteal  vein 
injury  (no  injury  to  the  popliteal  artery),  in  which 
approximately  one  half  of  the  patients  were 
treated  by  ligation  and  one  half  by  repair,  were 
retrospectively  evaluated.8  Pulmonary  embolism 
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occurred  in  one  patient  in  the  ligated  group,  and 
edema  of  the  extremity  occurred  in  50%,  versus 
only  13%  of  those  repaired.  No  amputations  were 
required  in  either  group.  Similar  results  were  re- 
ported in  86  cases  having  venous  repair  in  the 
lower  extremity  using  autogenous  vein  grafts.9 

Although  the  evidence  supporting  vein  repair 
appeared  conclusive,  other  investigators  demon- 
strated equal  success  with  ligation.  Good  results 
(no  edema  at  the  time  of  discharge  from  the  hos- 
pital) following  lower  extremity  vein  ligation  were 
reported  in  40  of  46  patients  treated  with  liga- 
tion, fasciotomy  and  postoperative  elevation  of 
the  extremity.2  Similarly,  184  patients  with  major 
venous  injury  demonstrated  transient  edema  in 
up  to  32%  of  patients  whether  managed  by  liga- 
tion or  repair,  and  the  edema  resolved  in  all  pa- 
tients.10 In  addition,  there  was  no  increased  risk 
for  amputation  when  venous  ligation  was  done. 
Fasciotomy  and  elevation  were  believed  para- 
mount in  this  success  with  ligation. 

Recently,  venography  on  the  seventh  postop- 
erative day  in  36  patients  with  major  venous  in- 
jury repaired  by  various  techniques,  including 
lateral  suture,  end-to-end  anastomosis,  vein 
patch,  or  autogenous  vein  grafting,  showed  that 
39%  of  the  repairs  had  thrombosed.  Those  with 
interposition  autogenous  vein  grafts  had  a 60% 
thrombosis  rate  versus  only  21%  with  local  re- 
pair. With  no  amputations  in  either  group,  it  was 
concluded  that  “maintenance  of  outflow  through 
the  main  venous  conduit  is  not  essential  for  limb 
salvage.”  In  addition,  there  was  no  edema  at 
three-month  follow-up  in  the  patients  with  ven- 
ous repair  and  venography-proven  patency,  and 
there  was  edema  in  only  14%  of  patients  with 
venous  repair  followed  by  thrombosis.11  Long- 
term follow-up  is  required  to  determine  the  ef- 
fectiveness of  venous  reconstruction  versus  liga- 
tion in  the  prevention  of  postoperative  edema  in 
the  later  postphlebitic  syndrome. 

The  following  general  concepts  for  the  man- 
agement of  the  injured  major  peripheral  vein  can 
be  defined  from  the  preceding  discussion.  It  is 
important  to  point  out  that  the  injuries  in  cases 
from  the  Vietnam  conflict  that  Rich  and  col- 
leagues reviewed  are  much  different  from  civil- 
ian vascular  trauma  and  that  any  comparisons  of 
data  must  be  done  carefully.  Thrombosis  follow- 
ing the  venous  repair  by  any  of  the  aforemen- 
tioned methods  is  not  uncommon,  and  rarely  if 
ever  leads  to  amputation.  Also,  it  has  been  doc- 
umented that  the  incidence  of  pulmonary  embo- 
lus and/or  thrombophlebitis  following  venous  re- 
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pair  thrombosis  is  no  greater  than  that  in  patients 
with  a ligated  vein.  Finally,  both  vein  ligation  and 
repair  may  result  in  thrombosis  and  subsequent 
leg  edema  that  in  most  instances  is  short  lived 
and  mild.  Long-term  follow-up  of  civilian  inju- 
ries is  required  to  fully  evaluate  the  role  ligation 
of  venous  injuries  plays  in  the  later  development 
of  postphlebitic  problems. 

Repair  of  venous  injuries  should  be  per- 
formed by  either  lateral  venorrhaphy  or  end-to- 
end  anastomosis  if  it  can  be  done  expeditiously. 
When  there  are  more  extensive  injuries  requiring 
interposition  grafts,  repair  should  be  performed 
only  if  the  patient  is  stable,  does  not  have  other 
major  operative  priorities,  and  is  able  to  with- 
stand a longer  operative  procedure.  When  the 
above  constraints  cannot  be  met,  venous  ligation 
is  indicated. 

We  also  suggest  the  following  technical  guide- 
lines. Interrupted  polypropylene  sutures  should 
be  used  for  all  types  of  restorative  repairs.  Be- 
cause of  the  lower  pressure  in  the  venous  system 
than  in  the  arterial  tree,  sutures  may  be  tied  so 
as  to  only  gently  oppose  the  vein  edges,  without 
fear  of  significant  suture  line  leakage.  Interposi- 
tion vein  grafts  are  not  reversed,  and  should  al- 
ways be  taken  from  the  contralateral  extremity 
to  preserve  collateral  venous  flow  in  the  injured 
extremity.  The  use  of  dextran,  aspirin,  dipyrida- 
mole (Persantine),  and  heparin  have  been  advo- 
cated to  prevent  vein  thrombosis,  but  at  this  point 
use  of  these  adjuvants  has  not  been  documented 
as  improving  results.  Liberal  use  of  fasciotomy  is 
recommended  for  all  combined  popliteal  arterial 
and  venous  injuries,  and  all  injured  extremities 
should  be  elevated  postoperatively.  Although 
postoperative  studies  to  determine  the  patency  of 
the  repaired  vein  may  prove  interesting,  a throm- 
bosed vein  requires  no  immediate  treatment.  dUP 
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A Case  of  Dermatomyositis 


Case  Report 

A 69-year-old  man  admitted  to  Vanderbilt  Hospital  with 
a rash  and  weakness  had  felt  well  until  two  months  earlier 
when  he  developed  a pruritic  maculopapular  rash  on  his  arms, 
neck,  and  chest.  At  approximately  the  same  time,  he  devel- 
oped slurring  of  his  speech  and  dysphagia  for  both  solids  and 
liquids,  and  shortly  thereafter  weakness  of  the  upper  and  lower 
extremities,  more  proximal  than  distal.  Ten  days  prior  to  ad- 
mission. he  lost  his  ability  to  walk  due  to  weakness.  He  did 
not  smoke  or  drink  alcohol.  He  denied  weight  loss  or  fever, 
had  no  pulmonary  or  gastrointestinal  symptoms,  and  denied 
arthralgia. 

On  admission,  the  patient  appeared  comfortable  but  was 
unable  to  raise  his  head,  and  spoke  in  a muffled  voice.  He 
was  afebrile  and  vital  signs  were  normal.  There  was  marked 
periorbital  edema,  and  he  had  slight  adenopathy  in  the  pos- 
terior cervical  chain.  Examination  of  the  heart,  lungs,  and 
abdomen  was  negative.  There  was  no  blood  in  his  stool.  There 
was  a diffuse  maculopapular  rash  on  his  face,  extremities  and 
trunk,  and  marked  weakness  in  his  extremities;  sensation  and 
tendon  reflexes  were  normal. 

Laboratorv  examination  showed  a normal  SMA6  and  CBC. 
LDH  was  1.080  IU/L  (normal  125  to  250)  and  SGOT  395 
IU/L  (normal  4 to  40).  Serum  CPK  was  8.565  IU/L  (normal 
30  to  210).  100%  of  it  MM  fraction.  Aldolase  was  16.9  IU/L 
(normal  0 to  6 IU/L).  Westergren  erythrocyte  sedimentation 
rate  was  23  mm/hr  (normal  0 to  10).  Thyroid  function  tests 
were  normal,  and  ANA  and  rheumatoid  factor  were  nega- 
tive. Chest  x-ray  was  normal. 

Based  on  clinical  examination  and  laboratory  data,  the 
patient  was  believed  to  have  dermatomyositis;  confirmatory 
tests  included  an  electromyographic  study,  which  showed  evi- 
dence of  a myopathy  consistent  with  dermatomyositis/poly- 
myositis.  Deltoid  muscle  biopsy  revealed  myositis  with  my- 
ocyte degeneration,  myocyte  phagocytosis,  and  regeneration, 
and  a sparse  inflammatory  infiltrate  consistent  with  this  di- 
agnosis. Because  of  the  association  of  dermatomyositis  and 
malignancy,  a cervical  lymph  node  biopsy  was  done  and 
showed  dermatopathic  lymphadenitis  but  no  tumor.  A CT 
scan  of  the  chest  and  abdomen  were  normal.  Upper  gastroin- 
testinal series  done  to  evaluate  the  patient's  dysphagia  showed 
a delayed  swallowing  reflex  and  delayed  pharyngeal  peristal- 
sis but  no  mass  lesions. 

The  patient  was  treated  with  prednisone  60  mg/day  and 
received  physical  therapy  and  rehabilitation.  Over  the  next 
several  weeks  his  motor  strength  improved  and  he  was  able 
to  walk. 

Discussion 

Dermatomyositis  and  polymyositis  are  diseases  in 
which  skeletal  muscle  is  damaged  by  a nonsuppurative 
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inflammatory  process.  The  etiology  is  unknown.1  The 
illness  is  called  "polymyositis”  when  the  skin  is  spared 
and  "dermatomyositis”  when  polymyositis  has  an  as- 
sociated skin  rash.  One-third  of  cases  are  associated 
with  connective  tissue  disease  and  one-tenth  with  ma- 
lignancy. Other  rare  associations  include  sarcoidosis, 
thymoma,  and  viral  infections.  The  remainder  of  cases 
are  idiopathic.1 

Primary  idiopathic  polymyositis  may  begin  at  any 
age,  and  is  insidiously  progressive.  Proximal  muscle 
weakness  is  common,  and  dysphagia  and  neck  weak- 
ness may  also  be  prominent.  Distal  muscles  may  be 
spared.  Cardiac  involvement  is  not  infrequent.2 

Primary  idiopathic  dermatomyositis  begins  in  much 
the  same  manner  as  idiopathic  polymyositis,  but  skin 
changes  may  precede  the  muscle  syndrome.  The  rash 
may  be  diffusely  erythematous,  maculopapular,  or 
eczematoid.1  Periorbital  edema  is  common. 

Approximately  8%  of  cases  of  dermatomyositis  or 
polymyositis  are  associated  with  malignancy.  Most  pa- 
tients over  60  with  dermatomyositis  have  an  underly- 
ing malignancy, 13  the  most  common  tumors  being  tu- 
mors of  the  breast,  lung,  ovary,  and  GI  tract.3  The 
myositis  may  antedate  the  diagnosis  of  malignancy  by 
as  long  as  two  years  and  is  believed  to  be  a paraneo- 
plastic syndrome.  In  older  people,  a careful  search  for 
an  underlying  neoplasm  is  probably  indicated.1 

Diagnosis  of  dermatomyositis  can  be  made  clinical- 
ly with  elevation  of  muscle  enzymes  and  characteristic 
EMG  findings,  and  a biopsy  may  not  be  necessary;  in 
polymyositis,  it  is  confirmatory.1-4 

Treatment  includes  high-dose  corticosteroids  with 
slow  tapering  as  strength  returns;  cytotoxic  drugs  should 
be  tried  in  severe  disease.1  Elderly  patients  with  this 
disease  should  be  examined  yearly  for  evidence  of  ma- 
lignancy. Neoplasm-associated  dermatomyositis/poly- 
myositis  associated  with  a neoplasm  may  resolve  with 
removal  of  the  tumor.1 
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Pneumococcal  Meningitis  and  Sepsis 


Case  Report 

A 67-year-old  man  admitted  to  Vanderbilt  Hospital  after 
being  found  unresponsive  at  home  had  a long  history  of  al- 
cohol abuse  but  had  quit  drinking  two  days  prior  to  admis- 
sion because  he  felt  bad.  The  next  day  he  began  vomiting, 
and  on  the  day  of  admission  family  members  found  him  un- 
responsive on  the  living  room  floor.  He  was  brought  to  the 
Vanderbilt  emergency  room  where  he  required  emergency 
intubation  for  respiratory  failure. 

Examination  showed  a cachectic,  unresponsive  man  with 
a temperature  of  103. 4°F  rectally,  pulse  120/min,  and  blood 
pressure  120/80  mm  Hg.  He  had  no  rash.  His  pupils  were 
round,  equal  and  reactive  to  light,  and  he  had  no  papillede- 
ma, but  meningismus  was  present.  Cardiac  examination  dis- 
closed a grade  1/6  systolic  murmur  at  the  left  sternal  border. 
Examination  of  the  lungs  revealed  consolidation  in  the  right 
lower  lung  field.  His  abdomen  was  normal  and  neurologic 
examination  was  negative. 

Laboratory  examination  revealed  a serum  sodium  of  127 
mEq/L  (normal  135  to  145),  potassium  4.8  mEq/L  (normal 
3.5  to  5),  chloride  91  mEq/L  (normal  95  to  105),  and  bicar- 
bonate 17  mmole/L  (normal  23  to  30).  SMA  12  and  renal 
function  were  normal. 

Blood  gas  analysis  showed  a pH  of  7.48  (normal  7.35  to 
45),  Pco2  34  mm  Hg  (normal  35  to  45),  and  Po2  120  mm  Hg 
(normal  80  to  100)  while  the  patient  was  receiving  mechanical 
ventilation  with  40%  02.  His  WBC  count  was  18,400/cu  mm 
(normal  5.000  to  10,000),  with  89%  segmented  neutrophils, 
7%  lymphocytes,  and  4%  monocytes.  His  hematocrit  was  31% 
(normal  42  to  50)  and  his  platelet  count  346,000/cu  mm  (nor- 
mal 150,000  to  400,000).  Chest  x-ray  revealed  a right  lower 
lobe  pneumonia.  Gram  stain  of  the  sputum  revealed  a pre- 
dominance of  Gram-positive  diplococci.  An  emergency  lum- 
bar puncture  was  done  and  showed  slightly  cloudy  fluid  with 
401  WBC/cu  mm,  99%  of  which  were  polymorphonuclear 
leukocytes.  There  were  also  51  RBC/cu  mm.  The  protein  was 
104  mg/dl  (normal  15  to  45)  and  glucose  40  mg/dl  (normal  45 
to  65).  CSF  Gram  stain  did  not  show  any  organisms. 

Treatment  was  begun  with  penicillin  G 3 million  units  in- 
travenously every  four  hours  and  cefotaxime  2 gm  intrave- 
nously every  four  hours.  The  following  day,  blood,  sputum 
and  CSF  cultures  grew  Gram-positive  cocci,  subsequently 
identified  as  Streptococcus  pneumoniae.  Cefotaxime  was 
stopped  and  penicillin  G continued.  Subsequently,  the  pa- 
tient developed  grand  mal  seizures  controlled  with  pheny- 
toin.  CT  examination  of  the  head  revealed  extensive  disease 
of  the  white  matter  consistent  with  vasculitis  secondary  to 
pneumococcal  infection.  The  patient  remained  comatose  and 
several  days  later  died  following  cardiac  arrest  from  which  he 
could  not  be  resuscitated. 


Discussion 

Streptococcus  pneumoniae  is  the  most  frequent  or- 
ganism causing  meningitis  in  adults.1  The  risk  of  pneu- 
mococcal disease  is  higher  in  elderly  persons  and  in 
patients  with  splenic  dysfunction,  Hodgkin’s  disease, 
multiple  myeloma,  and  alcoholism.1-2  Pneumococcal 
meningitis  is  often  associated  with  pneumococcal  bac- 
teremia and  endocarditis,  and  25%  of  patients  have 
pneumonia.1 

Clinically,  patients  with  pneumococcal  meningitis 
are  often  severely  ill.  They  are  usually  lethargic  and 
may  be  comatose3;  they  may  have  seizures.  Other  signs 
include  fever,  chills,  meningismus,  and  cranial  nerve 
palsies.  Lumbar  puncture  in  these  patients  typically 
reveals  a purulent  meningitis  with  a high  white  count, 
low  glucose,  and  high  protein,  although  in  some  cases 
the  white  count  may  be  low.3 

The  most  important  aspect  of  therapy  is  the  early 
administration  of  appropriate  antibiotics.  Penicillin  G 
is  the  therapy  of  choice  at  a dose  of  50,000  U/kg  intra- 
venously every  four  hours.  Chloramphenicol  25  mg/kg 
intravenously  every  six  hours  is  an  acceptable  alterna- 
tive, as  may  also  be  the  extended  generation  cephalo- 
sporins.14 

Mortality  associated  with  pneumococcal  meningitis 
is  30%  to  60%.'  Complications  are  common  and  in- 
clude neurologic  defects  due  to  the  sequelae  of  an  in- 
fectious vasculitis.3  Loss  of  hearing,  convulsions,  hem- 
iparesis,  and  selective  cranial  nerve  deficits  may  also 
occur.1  r ^ 
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Chest  X-Ray  of  the  Month 


Hypoxemia  and  a Left  Upper  Lobe  Density 

ERIC  L.  DYER,  M.D.  and  R.  MICHAEL  RODRIGUEZ,  M.D. 


Case  Report 

A 71-year-old  nonsmoking  woman  had  a 15-month  history 
of  gradually  progressive  dyspnea,  the  onset  of  which  was  as- 
sociated with  a nonproductive  cough.  A diagnosis  of  bron- 
chitis had  been  made  by  her  primary  care  physician,  and 
though  the  cough  improved  with  antibiotics,  cough  suppres- 
sants, inhaled  bronchodilators  and  oral  corticosteroids,  the 
dyspnea  persisted.  Five  months  after  the  onset  of  dyspnea 
she  was  found  to  have  carcinoma  of  the  right  breast  and 
underwent  modified  radical  mastectomy.  Axillary  lymph  nodes 
did  not  contain  detectable  tumor,  and  adjuvant  therapy  was 
not  prescribed. 

On  examination  she  was  anxious,  with  a resting  respira- 
tory rate  of  22/min  and  pulse  rate  of  80/min.  No  abnormal 
heart  or  lung  sounds  were  heard.  Neither  pallor,  cyanosis, 
mucocutaneous  telangiectasias,  nor  digital  clubbing  was  pres- 
ent. 

A chest  roentgenogram  (Figs.  1 and  2)  demonstrated  a 
hazy  density  in  the  left  upper  lobe,  postmastectomy  changes, 
and  a left  lower  lobe  calcification.  An  arterial  blood  sample 
on  room  air  revealed  pH  7.49,  Paco2  27  mm  Hg,  and  Pao2 
59  mm  Hg.  A repeat  sample  gave  similar  findings.  An  arte- 
rial blood  sample  drawn  while  she  breathed  100%  oxygen  by 
mask  revealed  pH  7.53,  Paco2  22  mm  Hg,  and  Pao2  90  mm 
Hg.  A spirogram  was  normal,  and  a methacholine  inhalation 
challenge  test  was  negative  for  bronchospasm.  A technetium 
ventilation-perfusion  lung  scan  revealed  essentially  normal 
labeling  throughout  both  lungs. 

Discussion 

The  technetium  from  the  ventilation  perfusion 
lung  scan  showed  the  kidneys,  supporting  the 
suspicion  of  a right-to-left  circulatory  shunt.  A 
computed  tomogram  of  the  chest  (Fig.  3)  re- 
vealed a serpiginous,  lobulated,  elongated  den- 
sity in  the  left  upper  lobe,  and  a pulmonary  an- 
giogram (Fig.  4)  confirmed  a vascular  structure 
originating  from  and  oriented  towards  the  left 
hilus.  Six  weeks  after  left  upper  lobectomy  her 
dyspnea  was  markedly  improved  and  her  room 
air  Pao2  was  80  mm  Hg.  Pulmonary  arteriove- 
nous malformations  are  vascular  anomalies  di- 
rectly connecting  pulmonary  arteries  and  veins 
without  an  intervening  capillary  network.  They 
are  usually  idiopathic  or  associated  with  heredi- 


From  the  Division  of  Pulmonary  Medicine,  St.  Thomas  Hospital, 
Nashville. 


Figure  1.  Posterior-anterior  chest  roentgenogram  illustrating  left  up- 
per lobe  density  (arrow),  postmastectomy  changes,  and  a left  lower 
lobe  calcification. 


Figure  2.  Close-up  view  of  left  upper  lobe  illustrating  serpiginous 
density  (arrow). 


MARCH,  1988 


155 


Figure  3.  Computed  tomogram  of  chest  illustrating  marginated  ser- 
piginous peripheral  density. 


tary  hemorrhagic  telangiectasia,  but  rarely  they 
may  be  acquired  as  a result  of  chest  trauma,  car- 
cinoma, schistosomiasis,  or  hepatic  cirrhosis.1 
Their  prevalence  is  not  known,  but  pulmonary 
arteriovenous  malformations  are  uncommon  le- 
sions, only  101  cases  having  been  seen  at  the 
Mayo  Clinic  between  1952  and  1981. 2,3 

Radiographically,  these  lesions  tend  to  be  pe- 
ripheral, circumscribed,  and  noncalcified,  and 
they  may  have  a visible  vascular  connection  to 
the  hilus.  They  may  appear  as  a, coin  lesion,  or 
as  a serpiginous  mass  with  its  long  axis  oriented 
toward  the  hilus.  They  may  be  single  or  multiple; 
multiple  lesions  may  mimic  metastatic  disease. 
They  are  more  common  in  the  lower  lobes,  but 
may  occur  throughout  either  lung,  including  the 
apices.35  Laminar  or  computed  tomography  and 
angiography  are  helpful  in  defining  these  lesions 
more  precisely. 

The  patient  has  dyspnea  and  hypoxemia, 
which,  due  to  right-to-left  shunting,  do  not  im- 
prove significantly  with  supplemental  oxygen. 
Platypnea,  increased  dyspnea  in  an  upright  posi- 
tion, may  occur  when  the  anomaly  is  at  the  lung 
base,  since  the  upright  position  increases  the 
shunt  fraction.6  If  the  anomaly  is  in  an  upper  lobe 
the  patient  may  describe  orthopnea  for  the  same 
reason.  Relevant  signs,  all  of  which  may  be  ab- 
sent, are  cyanosis,  digital  clubbing,  a continuous 
murmur  over  the  chest,  or  mucocutaneous  telan- 
giectasias.  Most  of  these  patients  come  to  medi- 
cal attention  in  the  fourth  decade  of  life;  the  age 


Figure  4.  Pulmonary  angiogram  illustrating  complex  vascular  struc- 
ture connected  to  left  main  pulmonary  artery. 


range  was  3 to  73  years  in  the  Mayo  Clinic  se- 
ries.3 

Treatment  consists  of  removing  the  fistula  or 
interrupting  the  blood  flow  through  it.  Large  or 
conglomerate  lesions  may  require  lobectomy  or 
segmentectomy,  whereas  smaller,  peripheral  le- 
sions may  be  dissected  from  surrounding  pulmo- 
nary parenchyma  and  suture-ligated.  Emboio- 
therapy,  with  coil  or  balloon  devices,  has  been 
used  to  occlude  pulmonary  arteriovenous  fistulas 
in  some  centers  in  recent  years.7-8  This  approach 
is  particularly  useful  in  patients  unfit  for  surgery, 
or  in  patients  with  multiple  lesions. 

DIAGNOSIS:  Pulmonary  arteriovenous  malfor- 
mation with  right-to-left  shunt.  r S 
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Health  and  Environment  Report 


Patient  Sexual  Behavior  and  the  Risk  for  AIDS: 
The  Vital  Role  of  the  Physician 

MATT  NELSON,  MSW 


Acquired  immune  deficiency  syndrome  (AIDS)  has 
quickly  become  one  of  the  most  serious  medical  chal- 
lenges of  our  lifetime.  Surgeon  General  C.  Everett  Koop, 
Dr.  Robert  Gallo,  Dr.  James  Curran  and  other  promi- 
nent AIDS  experts  have  projected  that  no  vaccine  or  cure 
is  expected  before  the  mid-1990s,  and  that  education  on 
the  necessary  preventive  behaviors  is  the  only  effective 
intervention  currently  available.  Since  AIDS  is  a blood- 
borne,  sexually  transmitted  disease,  a major  focus  of  the 
education  necessary  to  help  prevent  the  spread  of  the 
virus  must  include  explicit  discussions  as  to  what  sexual 
behavior  promotes  transmission,  and  also  accurate  in- 
formation on  all  known  preventive  measures.  In  many 
ways,  the  explicit  information  that  must  be  discussed  has 
created  a much  greater  controversy  throughout  the 
community  than  the  growing  threat  of  AIDS  itself. 

As  AIDS  continues  to  invade  our  communities,  each 
of  us  must  find  his  own  personally  acceptable  position 
from  which  to  discuss  AIDS  information  that  is  de- 
signed to  prevent  transmission.  Even  the  Surgeon  Gen- 
eral’s October  1986  report  states  that  “.  . . we  need  sex 
education  . . . and  it  must  include  information  on  het- 
erosexual and  homosexual  relationships.”  There  will  al- 
ways be  some  individuals  who  will  be  unable,  for  various 
reasons,  to  discuss  highly  explicit  sexual  information,  but 
it  is  possible  to  discuss  the  technical  information  needed 
by  those  who  choose  to  be  sexually  active  without  con- 
doning or  promoting  sexual  promiscuity,  teenage  sexual 
relationships,  or  sexual  relationships  between  partners 
of  the  same  gender.  This  can  be  accomplished  with  the 
conscious  acceptance  of  an  individual’s  ability  to  make 
his  own  decisions  regarding  his  life,  and  by  reinforcing 
the  technical  information  with  the  information  that  sex- 
ual abstinence  or  long-term  monogamous  relationships 
offer  the  only  guarantee  of  remaining  free  of  infection. 

The  following  information  is  designed  to  give  the 
physician  the  technical  information  needed  by  all  indi- 
viduals to  prevent  or  reduce  the  risk  of  HIV  infection. 
For  the  most  part,  the  information  will  be  the  same  for 
all  patients,  regardless  of  age  or  sexual  orientation.  It  is 
vital  that  the  components  of  each  section  be  fully  under- 
stood, and  be  offered  to  each  patient  for  whom  you  pro- 
vide care.  When  you  are  one  of  a team  of  physicians  pro- 


From  the  Tennessee  Department  of  Health  and  Environment. 
Nashville.  Mr.  Nelson  is  the  AIDS  Education  Coordinator  at  TDHE. 


viding  care,  it  becomes  imperative  that  at  least  one 
physician  provide  the  information.  It  might  also  be  ap- 
propriate to  make  photocopies  of  the  following  infor- 
mation for  patients  to  take  home  and  read  should  the 
actual  discussion  of  the  topic  prove  too  difficult. 

Kissing 

All  medical  evidence  suggests  that  saliva  poses  no 
problem  in  the  spread  of  the  virus.  Numerous  studies 
have  shown  no  spread  when  spouses  or  sex  partners  of 
infected  individuals  engage  in  intimate  kissing.  Family 
studies  have  shown  that  infected  babies  can  share  bot- 
tles, teething  rings,  pacifiers,  etc.,  with  uninfected  sib- 
lings without  a single  instance  of  viral  transmission.  Some 
studies  even  indicate  that  ingredients  in  the  saliva  are 
capable  of  inactivating  the  virus.  We  know,  however,  that 
the  virus  must  have  an  entry  point  into  the  blood  of  an 
individual  to  cause  infection.  Therefore,  we  accept  that 
it  is  theoretically  possible  (though  remotely)  for  an  in- 
dividual with  mouth  sores,  cuts,  or  lesions  to  become  in- 
fected through  kissing,  so  we  must  recommend  that  in- 
dividuals be  aware  of  the  risks  involved.  A second 
concern,  particularly  among  adolescents,  is  that  inti- 
mate kissing  many  times  will  lead  to  more  intimate  sex- 
ual behavior  that  is  known  to  be  dangerous. 

Oral-Genital  Sexual  Contact 

This  is  another  practice  where  the  risk  of  infection  is 
unknown.  Studies  of  homosexual  men  in  San  Francisco 
who  engage  only  in  fellatio  show  no  rate  of  infection, 
even  though  we  know  semen  and  vaginal  and  cervical 
secretions  are  the  two  most  dangerous  fluids  (behind 
blood)  in  terms  of  HIV  concentration.  We  must  there- 
fore recommend  against  any  practice  of  oral-genital 
contact  without  the  use  of  a latex  condom  for  men  and  a 
dental  dam  for  women.  Dental  dams  are  thin  latex  bar- 
riers used  to  isolate  individual  teeth  to  prevent  contam- 
ination by  saliva  during  routine  dental  procedures.  They 
can  be  obtained  through  most  dental  suppliers  and  do 
not  require  special  prescriptions.  It  must  also  be  stressed 
that  infected  women  have  been  shown  to  shed  the  virus 
vaginally  during  their  menstrual  cycle,  whether  blood  is 
physically  present  or  not.  This  would  lead  us  to  discour- 
age oral-vaginal  contact  and  would  mandate  AIDS  in- 
formation to  homosexual  women,  who  have  to  date  ap- 
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peared  to  be  at  lowest  risk  for  acquiring  this  virus 
sexually.  It  must  also  be  stressed  that  condoms  have  a 
failure  rate  as  high  as  20%  in  some  studies,  and  dental 
dams  have  a tendency  to  tear.  Oral-anal  contact  should 
also  be  discouraged. 

Intercourse 

This  by  far  is  the  most  effective  means  of  spreading 
HIV  infection.  During  penetration,  both  vaginal  and 
rectal  (with  rectal  intercourse  considered  the  more  dan- 
gerous), small  tears  occur  in  the  mucosal  lining.  The  tears 
may  not  be  painful  and  may  not  bleed,  but  they  form  a 
direct  opening  into  the  bloodstream.  When  infected  se- 
men enters  these  tears,  infection  can  occur.  The  second 
concern  during  intercourse  involves  the  infection  of  men. 
We  are  not  absolutely  certain  how  a woman  can  infect 
the  male  partner,  but  the  two  most  likely  ways  are  either 
through  tears  or  abrasions  on  the  penis  that  allow  the 
virus  to  enter  the  blood,  or  through  infected  vaginal  se- 
cretions or  blood  entering  the  urethra  during  penetra- 
tion. Blood  that  is  present  during  intercourse,  either 
through  tears  in  the  mucosal  lining  or  through  men- 
struation, is  also  known  to  be  dangerous. 

Female-to-Female  Transmission 

Two  cases  of  female-to-female  sexual  transmission 
have  been  documented.  The  first  involved  an  infected 
IV  drug  user  who  infected  her  female  partner  by  shar- 
ing sexual  devices  that  were  not  covered  with  a con- 
dom or  cleaned  before  sharing.  The  abrasions  caused 
during  penetration  allowed  infected  secretions  on  the 
devices  to  enter  the  partner’s  blood.  The  second  in- 
volved a woman  who  regularly  engaged  in  oral-genital 
relationships  with  her  female  partners.  With  the  cur- 
rent information  regarding  vaginal  shedding  of  HIV 
during  the  menstrual  cycle,  unprotected  oral-vaginal 
contact  should  be  discouraged. 

Condoms 

Condoms  are  regularly  promoted  as  being  an  effec- 
tive means  of  preventing  HIV  spread.  Therefore,  you 
are  certain  to  get  many  questions  about  their  use.  It  is 
imperative  that  any  discussion  of  condoms  be  prefaced 
with  the  fact  that  they  show  a 20%  failure  rate  in  some 
studies.  This  can  be  interpreted  in  two  ways:  (1)  for  every 
100  condoms  used,  20  will  fail;  and  (2)  for  every  100  con- 
doms used  by  an  individual,  20  will  fail.  Stressing  the 
second  point  will  help  prevent  an  individual  from  deny- 
ing his  risk  by  saying  that  condoms  used  by  other  people 
will  fail.  This  also  allows  the  physician  to  stress,  once 
again,  that  abstinence  is  the  only  guarantee. 

Other  facts  about  condoms  that  must  be  stressed  in- 
clude a discussion  on  the  two  types  of  condoms.  The  first, 
those  made  of  animal-skin  (lambskin),  are  promoted  as 
being  thin  and  enhancing  enjoyment.  In  reality,  animal- 
skin  condoms  have  been  shown  in  some  studies  to  be  po- 
rous, thereby  allowing  the  virus  to  pass  through  the  con- 
dom and  possibly  causing  infection  of  the  partner. 


The  only  type  of  condom  that  should  be  used  is  made 
of  latex.  It  should  be  used  from  the  beginning  of  penetra- 
tion , and  be  put  on  and  taken  off  correctly  to  avoid  allow- 
ing infected  semen  to  enter  the  partner’s  body.  This  is  also 
true  for  condoms  used  during  oral-genital  activity. 

Lubrication 

Many  times,  a lubricant  will  be  used  during  inter- 
course. These  are  of  two  types:  oil-based  and  water-sol- 
uble. Oil-based  lubricants  are  extremely  dangerous  be- 
cause the  oil  will  actually  destroy  the  rubber  in  the 
condom.  Examples  include  petroleum  jelly  (Vaseline), 
lotions,  creams,  shampoos,  cooking  oils,  and  condition- 
ers. This  is  important  to  stress  because  sometimes  peo- 
ple will  use  anything  readily  available.  The  only  lubri- 
cants that  should  be  considered  safe  will  say  “water- 
soluble”  on  the  container.  This  will  include  K-Y  and 
surgical  jelly. 

For  extra  protection,  some  lubricants  and  spermat- 
icides  contain  an  ingredient  called  nonoxynol-9,  which 
has  been  shown  to  actually  kill  HIV  in  the  test  tube.  Sur- 
geon General  Koop  stresses  that  lubricants  should  con- 
tain at  least  65  mg  of  nonoxynol-9.  Regardless  of  the  type 
water-soluble  lubricant  used,  a latex  condom  must  al- 
ways be  used  with  it.  Even  lubricants  with  nonoxynol-9 
must  not  be  used  without  a latex  condom. 

Sexual  Aids  or  Devices 

Some  individuals  use  sexual  aids  during  intimacy.  It 
is  important  to  remember  that  any  sexual  aid  used  for 
penetration  should  never  be  shared  without  washing  it 
first  with  hot  water  and  soap  or  covering  it  with  a new 
latex  condom.  Even  fingers  should  not  penetrate  the  va- 
gina or  rectum  without  a covering. 

Mother-to-Baby  Transmission 

An  additional  suggestion  from  the  Surgeon  General 
is  to  remind  every  woman  who  tests  positive  for  HIV  (or 
has  concerns  about  previous  exposure)  that  the  virus  can 
be  passed  to  any  future  child  she  conceives;  there  is  at 
least  a 50%  chance  a child  born  to  an  infected  mother 
will  subsequently  develop  AIDS.  It  is  also  important  to 
stress  that  the  biological  changes  that  occur  in  an  infect- 
ed mother  during  pregnancy  can  cause  a rapid  progres- 
sion from  an  asymptomatic  state  to  one  of  immune  de- 
ficiency, thus  threatening  the  life  of  the  mother  herself. 

The  importance  of  the  physician  in  combating  the 
spread  of  AIDS  through  patient  education  should  not 
be  underestimated.  In  a majority  of  patient-physician 
relationships,  the  physician  is  a trusted  and  respected 
confidant,  able  to  initiate  discussion  about  the  most  sen- 
sitive issues  in  the  name  of  good  personal  health.  The 
relationship  historically  is  viewed  as  confidential,  offer- 
ing the  patient  an  atmosphere  of  security  in  which  to  dis- 
cuss personal  or  embarrassing  topics.  It  is,  then,  with  this 
in  mind  that  physicians  are  urged  to  discuss  the  explicit 
information  concerning  AIDS  transmission  with  all  of 
their  patients.  /~  ^ 
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Loss  Prevention  Case  of  the  Month 


Primary  Care  Equals  Primary  Responsibility 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 32-year-old  gravida  2,  para  2 reported  to  her  obstetri- 
cian/gynecologist (ob/gyn),  whom  she  considered  her  primary 
care  physician,  with  a complaint  of  some  fullness  in  the  left 
breast,  which  she  had  discovered  about  two  months  before 
while  taking  a bath.  Six  months  previously,  when  the  patient 
had  had  a complete  physical  examination,  she  had  no  com- 
plaints and  the  physical  examination  was  completely  normal. 

The  breasts  were  examined  and  the  physician  recorded  in 
the  office  record  “an  area  of  diffuse  nodularity  in  the  left 
breast  typical  of  fibrocystic  disease.”  Nevertheless,  he  or- 
dered a mammogram  as  a baseline  procedure.  The  radiolo- 
gist reported  “no  definite  abnormalities  noted.”  He  added 
that  “no  calcifications  were  seen”  and  “no  evidence  of  neo- 
plastic disease.”  The  report  concluded  with  a statement, 
“certain  neoplasms  are  not  detectable  on  mammography”  and 
“repeat  mammogram  should  be  considered  in  three  months.” 
This  was  reported  to  the  patient  by  her  primary  care  physi- 
cian. 

The  next  visit  to  her  physician  was  about  six  months  later. 
She  had  not  menstruated  in  about  ten  weeks,  and  after  ex- 
amination, was  said  to  be  eight  weeks  pregnant.  The  EDC 
was  determined  to  be  seven  months  later.  Routine  prenatal 
care  was  begun  with  this  visit.  The  course  was  uneventful  and 
the  patient  was  seen  at  the  expected  intervals.  There  was  no 
mention  of  the  breast  on  the  initial  examination,  but  the  pre- 
natal record  at  20  and  32  weeks  contained  the  notation  “no 
change  left  breast.”  An  uneventful  delivery  occurred  at  the 
expected  time  and  the  patient  did  well  postpartum.  She  did 
not  breast-feed  the  baby. 

When  her  baby  was  3 months  old,  the  patient  again  visit- 
ed her  physician,  this  time  reporting  some  “soreness  in  the 
left  breast.”  Examination  revealed  what  her  doctor  thought 
was  an  area  of  increased  nodularity  with  some  evidence  of 
inflammation.  Repeat  mammogram  reported  “significant 
change  since  last  exam”  and  suggested  biopsy.  A careful  re- 
view of  the  earlier  films  revealed  some  suggestion  of  a mass. 

The  primary  care  physician  then  called  the  patient’s  sur- 
geon into  consultation.  His  examination  revealed  a 5-cm  mass 
with  a palpable  axillary  node.  Excisional  biopsy  was  followed 
by  a modified  radical  mastectomy.  Pathology  reported  a large 
carcinoma  of  the  left  breast,  and  15  of  23  nodes  were  posi- 
tive. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


A lawsuit  was  filed  charging  both  the  ob/gyn  and  the  ra- 
diologist with  negligence.  The  complaint  alleged  that  the  ob/ 
gyn  was  negligent  for  not  more  aggressively  following  the  pa- 
tient. The  radiologist  was  charged  because  he  had  not  fol- 
lowed up  on  the  management  of  the  patient  since  he  had 
recommended  “repeat  examination  should  be  considered  in 
three  months.”  During  the  litigation,  the  radiologist  was  dis- 
missed on  summary  judgment.  The  jury  found  for  the  pa- 
tient, with  a large  monetary  award. 

Loss  Prevention  Comments 

Though  two  physicians  were  involved  in  the 
management  of  this  patient,  the  court  considered 
that  there  was  no  negligence  in  the  radiologist’s 
initial  interpretation  of  the  mammogram  even 
though  a subsequent  mammogram  revealed  a 
suggestion  of  a mass,  and  this  physician  was  dis- 
missed from  the  litigation  on  summary  judg- 
ment. 

The  ob/gyn’s  medical  record  revealed  an  al- 
most casual  approach  to  the  management  of  his 
patient,  whom  he  found  to  have  an  area  of  “dif- 
fuse nodularity”  in  her  left  breast.  He  saw  the 
patient  repeatedly  without  focusing  his  strict  at- 
tention on  the  left  breast  and  recording  a careful 
examination.  The  record  seemed  to  suggest  that 
the  physician  shifted  the  responsibility  of  careful- 
ly watching  the  left  breast  to  the  patient  and  did 
not  take  his  own  responsibility  seriously  enough. 
More  than  a year  had  elapsed  since  the  recom- 
mendation of  “repeat  examination  in  three 
months,”  and  still  the  primary  care  physician  had 
taken  no  positive  action. 

Perhaps  the  most  important  error  made  by  the 
ob/gyn  was  that  he  did  not  involve  in  this  case  a 
specialist  who  would  definitively  manage  the 
breast  mass.  It  is  very  doubtful  that  a primary 
care  physician  should  ever  asume  the  responsi- 
bility for  following  a patient  of  this  type  without 
the  input  of  the  physician  who  will  do  surgery  if 
it  becomes  the  treatment  of  choice.  m M 
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PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 


Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  Its  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  contend 
with.  Like  excessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  towork  with  a teamof 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you ’re  interested  in  practicing  high 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
more  information. 

ARMY  MEDICINE. 
BEAU  YOU  CAN  BE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 

ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BUILDING 
1407  UNION  AVENUE,  SUITE  702 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  725-5851 

ARMY  RESERVE  MEDICINE 
3606  AUSTIN  PEAY,  SUITE  313 
MEMPHIS,  TN  38128 
CALL  COLLECT:  (901)  388-9876 
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Medical  Ethics 

At  one  time  medical  ethics  were  easily  understood.  They  consisted  of  a 
set  of  principles  by  which  we  fairly  served  our  patients  and  related  to  fellow 
physicians.  They  prohibited  such  practices  as  fee  splitting  and  advertising. 
Those  times  seem  simple  compared  to  medicine’s  current  ethical  problems. 
Our  advancing  technology  has  given  physicians  the  privilege  of  making  de- 
cisions, bringing  great  benefit  to  some,  but  raising  serious  moral  questions 
for  others. 

The  most  recent  advances  being  dissected  by  medical  ethicists  for  the 
media  concern  organ  transplants.  Some  anencephalic  infants  have  been  used 
to  supply  organs  for  transplant  to  other  infants  in  dire  need.  We  all  know 
these  anencephalic  infants  are  doomed  to  a life  of  hours,  days,  or  at  most 
weeks,  but  can  we  manipulate  the  system  to  declare  these  infants  legally 
dead,  then  resume  supportive  care  to  preserve  organs  for  transplantation? 
In  the  aforementioned  cases,  both  parents  of  the  donor  and  recipient  infants 
were  satisfied,  but  ethicists  have  objected  on  moral  grounds  regardless  of 
the  satisfaction  of  the  parents.  Perhaps  they  are  right. 

Another  ethical  problem  concerns  the  way  we  treat  severely  impaired 
patients  such  as  those  with  strokes,  Alzheimer’s  disease,  Lou  Gehrig’s  dis- 
ease, organic  brain  syndrome,  or  AIDS.  Some  believe  supportive  measures  may  be  withdrawn  if  life 
is  judged  to  be  useless  or  excessively  burdensome.  Should  we  use  all  of  our  technology  to  preserve 
life  or  should  we  use  only  nutritional  support  and  hydration?  How  should  we  choose  who  should  live 
and  how  long?  Others  would  frankly  opt  for  euthanasia,  a strange  stance  for  physicians  trained  to 
preserve  life.  The  AMA  has  issued  a policy  statement  regarding  the  withholding  of  fluid  and  nutrition 
that  seems  to  validate  this  practice  in  selected  circumstances. 

On  yet  another  field  we  have  been  able  to  accomplish  test  tube  fertilization,  to  the  delight  of 
parents,  but  to  the  consternation  of  some  medical  moralists.  Even  more  complicated  are  issues  of  fetal 
research,  genetic  engineering,  and  use  of  aborted  infants  for  tissue  transplantation.  The  already  lengthy 
list  is  sure  to  grow. 

I do  not  have  the  answers  to  the  issues;  the  fact  remains,  however,  that  someone  will  attempt  to 
make  these  decisions.  Some  of  the  benchmark  cases  already  tried  are  the  Karen  Quinlan,  Roe  vs. 
Wade,  Baby  Doe,  Claire  Conroy,  Paul  Brophy,  and  Nancy  Ellen  Jobes  cases.  These  and  other  prec- 
edents will  move  these  decisions  from  the  ethical  to  the  legal  purview. 

We  physicians  are  a curious  blend.  On  the  one  hand  we  all  have  a scientific  background,  yet  most 
of  us  daily  practice  the  art  of  medicine.  We  have  to  deal  with  real  human  beings  who  have  pain,  fear, 
and  other  emotions.  My  plea  is  that  organized  medicine  and  individual  physicians  play  an  active  part 
in  the  field  of  medical  ethics.  We  must  not  leave  this  up  to  the  professors  of  philosophy,  the  clergy, 
or  the  lawmakers.  We  have  a good  example  from  one  of  our  own  members  who  has  been  instrumental 
in  developing  a definition  of  death. 

The  AMA  has  a Council  on  Ethical  and  Judicial  Affairs  to  deal  with  these  issues.  On  an  individual 
basis  we  should  so  conduct  ourselves  that  the  public  can  clearly  see  that  we  are  serving  their  best 
interests.  If  that  is  well  recognized,  surely  the  laws,  regulations,  and  court  precedents  will  leave  a 
great  deal  of  slack  for  individual  interpretation  and  application.  Finally,  it  will  be  up  to  you  and  me 
to  make  these  decisions  and  to  accept  the  ethical  and  even  legal  responsibility  for  our  actions. 


James  T.  Galyon 
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Things  That  Go  Bump  in  the 
Night — and  Day 

I was  trying  to  remember  a while  ago  how  cig- 
arettes tasted.  I must  once  have  thought  they 
tasted  pretty  good,  because  that  was  about  all  I 
tasted  for  ten  years;  everything  I ate  was  fla- 
vored with  tar.  I am  not  interested  enough  in  how 
they  tasted  to  find  out;  though  you  might  think 
that  would  be  easy  to  do,  actually  it  wouldn’t. 
For  ten  years  after  I stopped  smoking,  which  was 


38  years  and  3 months  ago,  give  or  take  a few 
days,  I would  try  a cigarette  now  and  then,  and 
it  was  always  a letdown.  It  always  tasted  awful. 
So  to  find  out  how  they  tasted  back  then  I would 
have  to  get  hooked  again.  To  get  unhooked,  I 
might  have  to  get  the  flu  and  bronchitis  the  same 
as  before  to  get  me  over  the  acute  withdrawal. 
At  my  age,  I might  not  survive.  I really  don’t 
care  all  that  much  how  they  tasted. 

Not  only  that.  They  no  longer  even  make  those 
good  old  Lucky  Strikes  I loved  so  much.  I’m  not 
even  sure  they  make  Luckies  at  all.  Now  ciga- 
rettes all  have  filters  stuck  onto  the  drag  end  so 
that  that  marvelously  irritating  pall  that  smokers 
adored,  that  fog  that  felt  so  like  sandpaper  going 
down  your  windpipe,  is  no  longer  even  available. 
The  filter  generation  doesn’t  know  what  it  is 
missing.  A smoke  ain’t  even  a smoke  anymore; 
it’s  just  hot  air  (except  when  you  have  to  breathe 
somebody  else’s.  Then  it’s  sho  ’nuff  smoke). 

The  reason  I smoked  Luckies  had  nothing  to 
do  with  advertising  (though  its  ad  program  was 
formidable,  and  probably  very  persuasive;  it  was 
certainly  very  entertaining).  As  a matter  of  fact, 
neither  did  my  smoking  at  all  result  from  adver- 
tising. I don’t  think  it  had  to  do  with  anything 
except  maybe  love.  It  was  just  the  thing  to  do. 
Everybody — except  my  parents  and  a few  other 
dullards — smoked  cigarettes.  I did  hold  out  until 
my  second  year  in  college,  when  I began  dating 
a girl  who  smoked.  (I  didn’t  marry  her.  The  one 
I did  marry  never  ever  even  touched  the  things — 
except  mine  for  a few  years.)  The  reason  I 
smoked  Luckies  was  that  a friend  of  the  older 
brother  of  a classmate  of  mine,  who  sometimes 
ate  breakfast  with  us  at  Doc  Taylor’s,  was  re- 
gional representative  for  Lucky  Strike.  Personal 
contact. 

Tobacco  advertising  has  made  a lot  of  folks 
rich — a lot  more  than  growing  tobacco  has,  I 
should  guess.  Together  they  constitute  a formi- 
dable pressure  group,  accounting  for  one  of  the 
more  schizophrenic  policy  tangles  the  U.S.  gov- 
ernment has  to  cope  with;  the  federal  govern- 
ment is  in  the  remarkable  position  of  trying  to 
limit,  or  even  abolish,  smoking,  yet  at  the  same 
time  subsidizing  tobacco  farming,  all  the  while 
cutting  back  on  Medicare  funding,  of  which  18 
cents  out  of  every  dollar  goes  to  treating  tobac- 
co-related illness.  (It  is  truly  astounding  that  the 
tobacco  industry  still  stoutly  denies,  in  the  face 
of  all  the  evidence,  that  there  is  any  such  thing 
as  tobacco-related  illness.)  Senator  Gore's  presi- 
dential campaign  ran  into  a hot  water  bath  in 
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North  Carolina  when  some  of  his  Iowa  anti-to- 
bacco remarks  caught  up  with  him.  Well,  bless 
his  heart. 

As  to  those  who  still  insist  on  inflaming  their 
lungs,  I wonder  how  many  would  rather  fight  than 
switch,  or  how  many  would  switch  based  on  high 
pressure  advertising,  or  how  many  would  just  go 
for  the  old  green  and  white  and  red  pack  (which 
after  “Lucky  Strike  green  went  to  war,”  became 
just  white  and  red)  or  whichever,  simply  because 
they  always  had.  Madison  Avenue  swears  they 
can  overcome  both  belligerence  and  habit  with  a 
few  well-chosen  words  depicted  as  being  uttered 
by  a few  well-chosen  celebrities.  Though  I hate 
to  admit  it,  they  probably  can. 

Most  advertising  ploys  have  classically  been 
directed  at  women,  particularly  if  they  have  to 
do  with  the  home,  since  women  have  been  per- 
ceived as  rulers  of  the  kitchen,  and  therefore 
home  buying.  Apparently  not  anymore.  Accord- 
ing to  a recent  Wall  Street  Journal  article,  in  two- 
career  families,  which  account  for  the  majority 
of  younger  ones,  kids  from  9 to  the  mid-teens  do 
most  of  the  grocery  shopping  and  much  of  the 
cooking.  They  also  log  a lot  of  tube  time.  So  who 
do  you  think,  then,  the  slick  paper  types  are 
zeroing  in  on? 

Not  a day  goes  by  that  I don’t  get  at  least  one 
and  often  four  or  five  mail  order  catalogs.  That 
is  because  I sometimes  buy  things  from  L.  L. 
Bean,  Land’s  End,  or  Publisher’s  Central  Bu- 
reau, and  companies  all  trade  sucker  lists — or  sell 
them.  The  mail  order  business  thrives  because, 
due  to  traffic,  lack  of  time,  and  insufficient  or 
surly  sales  help,  shopping  in  stores  has  become 
inconvenient  for  working  folks.  But  a lot  of  peo- 
ple still  shop  in  stores,  too,  and  another  reason 
for  mail  order  shopping  is  therefore  crowded 
stores  and  malls.  So  the  Sunday  newspaper  weighs 
about  5 pounds,  at  least  three  of  them  advertis- 
ing. 

The  basis  for  all  this  is  that  everybody  is  al- 
ways looking  for  something  better,  or  if  not  bet- 
ter, at  least  new,  in  hopes  it  may  be  better.  Few 
people  are  ever  satisfied,  though  sometimes  the 
itch  is  not  enough  to  make  you  scratch,  which 
takes  effort.  The  purpose  in  life — the  raison 
d’etre — of  ad  men  is  to  intensify  the  itch,  which 
is  one  reason,  of  course,  for  the  mail  order  cat- 
alogs (indoor  plumbing  took  care  of  the  other 
reason). 

Back  in  the  early  days  of  TV,  which  turned 
out  to  be  bonanza  for  Madison  Avenue  (MA), 
every  quarter  of  an  hour  the  water  pressure  in 


New  York  City  fell  to  near  zero,  so  that  the  sta- 
tions had  to  begin  staggering  their  ad  breaks.  The 
ad  men  had  to  learn  to  pack  a lot  of  wallop  into 
the  first  few  seconds  to  hold  viewer  attention. 
Another  blow  dealt  MA  was  fast  forward  on 
VCRs,  but  this  only  led  to  improved  content  for 
the  ads,  since  the  ad  had  to  be  made  to  look  like 
part  of  the  show  so  that  ad  flippers  would  stop 
flipping  and  watch.  (I  must  confess  that  the  ads 
are  sometimes  better  than  the  show.)  Advertis- 
ing ethics  have  changed,  too,  in  the  past  few  years 
to  allow  not  only  comparison  with,  but  actual 
derogation  of,  the  competition.  Another  thing 
MA  is  experimenting  with  is  subliminal  sugges- 
tion. though  I think  the  FCC  has  ruled  that  to  be 
illegally  tampering  with  a body’s  mind  (a  mind, 
already  softened  up,  like  as  not,  from  so  much 
tube-tapping). 

We’ve  come  a long  way  from  the  town  crier 
and  the  sandwich  board;  whether  the  course  has 
been  up  or  down  is  another  matter.  The  FCC  has 
attempted  to  stop  the  slide  by  banning  hard 
likker  ads  and  confining  the  Marlboro  cowboy  to 
magazine  covers,  and  Baby,  who  looked  better 
than  the  cowboy,  can  no  longer  push  Virginia 
Slims  over  the  air  waves  (actually,  she  looked  too 
good  to  have  come  all  that  far).  Despite  every- 
thing, advertising  is  here  to  stay  (I  certainly  can't 
knock  it — it  helps  keep  this  magazine  in  print. 
So  I say — long  may  it  wave). 

I am  buried  in  their  paper  most  of  the  time, 
and  I get  tired  of  seeing  and  listening  to  their 
innovations.  On  the  other  hand,  looking  at  it 
purely  objectively,  one  has  to  admire  the  rascals’ 
persistence  and  creativeness.  There’s  no  place  to 
hide,  even  if  one  wanted  to;  no  matter  what,  the 
ad  man'l  getcha  if  you  don’t  watch  out — or  even, 
like  as  not,  if  you  do.  That’s  why  they’re  still 
around. 

Only,  as  with  kangaroos,  just  don’t  pay  no 
’tention  to  Cowboys  or  Baby. 

J.B.T. 


Thoughts  for  the  Ides  of  March 

Man  has  a pervasive  persuasion  that  there  once 
was  a time  when  the  days  were  golden  and  the 
future  rosy;  moreover,  he  thinks  he  remembers 
those  days  as  having  been  just  over  the  hill  of  his 
precise  memory — or  maybe  even  farther  back 
than  that — and  that  because  of  recent  events  such 
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times  have  passed  on  beyond  recall.  The  corol- 
lary is  that  whatever  the  evil  that  crowds  out  the 
good,  it  is  of  contemporary  origin.  Age  ripens 
this  persuasion  to  conviction,  and  subjectively  I 
often  believe  it  is  so,  even  when  objectively  it 
obviously  is  not. 

It  is  easy,  for  example,  to  blame  the  current 
popularity  of  crime  and  horror  films  on  modern 
greedy  producers  or  warped  writers  who  pander 
to  man’s  baser  instincts;  maybe  they  do,  too,  but 
there  is  broad  precedent  for  such  preoccupation, 
being  firmly  grounded  in  tradition  (tradition, 
Toscanini  once  observed,  is  the  last  bad  perform- 
ance). Perversely,  people — or  a vast  segment  of 
them — love  to  be  scared  out  of  their  wits.  This  is 
not  a new  phenomenon;  just  look  at  Madam 
Toussaud’s  wax  works,  for  instance,  or  all  the 
ugly  demons  in  primitive  temples.  Though  Grae- 
co-Roman deities  were  more  presentable  physi- 
cally, the  things  they  would  do  to  you  on  no  more 
than  whimsy  were  not. 

Man  loves  to  contemplate  all  that  stuff  to  keep 
the  adrenalin  flowing  at  a high  level  (not  for  me; 
I prefer  to  expend  my  emotional  energy  in  other 
more  placid  ways — I started  to  say  more  pleasant 
ways,  but  I guess  horror  devotees  find  that  plea- 
surable, too).  Those  who  hanker  after  such  fare, 
though,  hanker  after  it  as  a vicarious  pursuit.  They 
like  to  break  out  in  a cold  sweat  knowing  they  can 
dry  it  off  on  demand.  Horror  is  purely  a spectator 
sport  for  most  of  them.  Participatory  mayhem 
holds  little  appeal  generally,  but  participation 
happens  anyway.  Though  it  usually  happens  wil- 
ly-nilly, it  sometimes  is  just  an  extension  of  what 
started  out  as  self-proclaimed  good  clean  fun. 

Music,  they  say,  hath  charms  to  sooth  the  sav- 
age breast  (often  misquoted  as  “beast,”  but  Mr. 
Congreve,  who  wrote  the  sentence  in  1697,  said 
breast;  if  it  were  beast,  I think  it  wouldn’t  be  ap- 
plicable here,  though  then  again,  it  might — at 
least  the  converse  might).  Unfortunately  (or  / 
think  unfortunately)  music  can  also  have  that 
converse  effect — or  what  passes  for  music  can. 
For  whatever  ends  they  are  supposed  to  accom- 
plish, primitive  dances  always  start  out  with  a 
slow  chant  and  step,  and  as  both  the  rhythm  and 
the  volume  pick  up  to  fever  pitch,  so  does  the 
psyche,  and  unless  the  dance  quiets  back  down 
again  to  exhaustion,  a bunch  of  howling  savages 
is  loosed  onto  whoever  it  is  they  are  loosed  on 
(which  is  sometimes  no  more  than  the  opposite 
sex).  The  minds  of  the  participants  are  often  pre- 
pared with  some  sort  of  mind-expanding  drug, 
which  adds  to  the  frenzy.  Lest  I be  accused  of 
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chauvinism,  I hasten  to  point  out  that  in  refer- 
ring to  “savage”  I am  not  speaking  of  their  pre- 
frenzy status;  the  veneer  of  civilization  is  very 
thin,  and  easily  eroded.  Worse,  it  is  often  only 
illusory,  and  sometimes  these  days  (as  in  fact  in 
all  other  times  and  places)  there  are  inhabitants 
of  even  the  so-called  civilized  (probably  actually 
better  referred  to  simply,  as  they  often  are,  as 
“developed”  or  “industrialized”)  countries  who 
do  not  even  bother  to  fake  it. 

One  evening  during  the  holidays  a rock  group 
(or  actually  several  rock  groups)  announced  to 
their  fans  attending  a concert  they  were  giving  in 
Nashville’s  Municipal  Auditorium  that  after- 
wards they  would  attend  a party  downstairs  in 
the  exhibit  area,  where  they  would  be  available 
to  sign  autographs.  At  the  end  of  the  concert  the 
titilated  (the  mildest  descriptive  term  I could  think 
of  under  the  circumstances)  admirers  headed 
(again  euphemistic)  for  the  party  through  an  exit 
that,  it  later  turned  out,  was  locked.  In  the  en- 
suing stampede  from  the  cul-de-sac  two  young 
people  were  trampled  and  crushed  to  death.  More 
were  injured,  some  seriously. 

As  one  would  expect,  there  have  been  many 
recriminations,  and  a multi-million  dollar  lawsuit 
has  been  initiated.  Everyone  in  authority  (if  any- 
body actually  was)  has  been  quick  to  assign  guilt 
elsewhere.  It  would  seem  unreasonable  that  any 
exit  from  such  a hall  should  ever  be  blocked,  and 
that  those  managing  the  auditorium  are  to  that 
extent  blameworthy.  A commission  is,  of  course, 
investigating  (I’m  astonished  that  it  isn’t  the 
ubiquitous  “task  force”;  maybe  it  is),  and  re- 
sponsibility has  not  thus  far  been  assigned;  nei- 
ther has  the  question  about  whether  there  had 
been  drug  abuse,  though  it  is  generally  accepted 
that  laws  to  the  contrary  notwithstanding,  that  is 
always  around,  and  is  fuel  for  any  fire. 

I personally  prefer  my  music  to  soothe  me,  or 
if  it  is  to  stimulate  me,  to  arouse  in  me  only  gen- 
tler emotions.  On  the  other  hand,  I can  still  re- 
member a time  in  what  Li’l  Abner  used  to  refer 
to  as  those  “happy,  carefree  college  days”  when 
that  was  not  necessarily  so.  Rock  performers, 
though,  seem  to  have  touched  a raw  nerve  with 
the  beat  they  have  conjured  up  that  can  arouse  an 
intensity  unequalled  by  anything  earlier  that  I can 
recall,  though  I recognize  that  that  too  may  be  a 
misperception  of  age.  On  the  other  hand,  I can't 
imagine  any  such  consequence  of  a performance 
of,  say,  the  Nashville  Symphony  Orchestra. 

Though  participation  in  such  a melee  might 
briefly  dim  the  ardor  of  youth.  I’m  sure  the  sur- 
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cease  would  be  brief,  even  for  the  most  intensely 
involved,  and  as  to  my  comment  about  the  sym- 
phony concert,  well,  they  might  very  well  ob- 
serve that  that  is  why  they  wouldn’t  go  to  a sym- 
phony concert  on  a bet. 

Several  remedial  measures  have  predictably 
been  urged.  One  is  either  to  ban  rock  concerts 
outright  or  at  least  not  allow  them  in  the  Mun- 
cipal  Auditorium.  There  is  no  question  that  rock 
concerts  arouse  passions  to  a level  better  mitigat- 
ed. The  other  measure  is  for  parents  to  keep  their 
children  away  from  such  events.  Neither  is  likely 
to  happen,  and  would  in  any  case  likely  be  inef- 
fective. 

Civilizations,  as  generally  conceived,  bear 
within  themselves  the  seeds  of  their  own  undo- 
ing, and  in  the  case  of  Western  Civilization,  which 
has  already  survived  far  longer  than  any  of  its 
predecessors,  the  flowering  of  those  seeds  has 
paralleled  the  development  of  technology,  which 
has  allowed  mass  dissemination  of  whatever  the 
influential  wish  to  have  disseminated,  and, 
through  computers,  mass  particularized  surveil- 
lance, and  thereby  ultimate  control,  of  everyone. 
Good  and  evil  are  always  unequally  matched, 
since  good  can  never  employ  the  weapons  that 
evil  can,  which  are  suppression,  control,  and  de- 
struction, otherwise  it  ceases  to  be  good,  no  mat- 
ter what  its  initial  goals,  and  becomes  simply  an- 
other evil.  That  is  amply  exemplified  by  the 
Crusades  and  the  Inquisition. 

Addressing  remedial  measures  for  rock  con- 
certs is  a triviality  comparable  to  using  bron- 
chodilators  to  treat  dyspnea  in  a patient  being 
smothered  by  far-advanced  tuberculosis.  The  be- 
ginning of  the  end  for  man  came  when  he  chose 
to  live  by  his  own  wits  instead  of  God’s.  Man  is 
very  smart;  he  is  just  not  smart  enough.  He  has 
been  smart  enough  to  develop  the  means  to  de- 
stroy himself,  but,  despite  the  recent  fiction 
foisted  onto  an  unwitting  public  by  the  leaders  of 
the  two  superpowers,  neither  of  whom  in  any  case 
will  likely  be  the  one  dangerous  to  mankind,  man 
is  not  smart  enough  to  control  his  invention.  In 
addition,  all  man’s  brilliance  notwithstanding, 
nature  continues  to  dominate  him,  most  recently 
as  AIDS. 

Man  is  so  smart,  in  fact,  that  he  thinks  only 
complex  means  can  solve  his  complex  problems. 
The  one  remedy  that  has  always  been  available 
has  always  been  rejected  as  too  simple:  “If  my 
people,  which  are  called  by  my  name,  shall  hum- 
ble themselves,  and  pray,  and  seek  my  face,  and 
turn  from  their  wicked  ways;  then  will  I hear  from 


heaven,  and  will  forgive  their  sin,  and  will  heal 
their  land.”  (II  Chronicles  8:14)  In  fact,  it  has 
been  rejected  not  because  it  is  too  simple,  but 
because  it  is  seen  as  too  hard. 

The  good  news  is  that  the  offer  has  never  been 
rescinded;  the  bad  news  is  that  it  will  never  sell. 
On  the  whole,  of  the  two  choices,  mankind  pre- 
fers participatory  mayhem. 

J.B.T. 


Flotsam  and  Jetsam 

flotsam  (flot'ssm)  n.  1.  Wreckage  or  cargo  that 
remains  afloat  after  a ship  has  sunk.  Usage  . . . The 
common  phrase  flotsam  and  jetsam  is  now  used  to 
describe  any  objects  found  floating  or  washed  ashore. 

On  each  of  my  two  visits  to  the  gallery  of  the 
United  States  Senate  I entered  with  anticipation 
(the  second  time  less  than  the  first)  and  left,  as 
the  saying  goes,  with  my  spirit  heavy  within  me 
both  times.  A couple  of  years  ago  when  TMA’s 
Legislative  Committee  paid  its  annual  visit  to  our 
congressional  delegation,  I spent  part  of  a morn- 
ing in  the  gallery.  It  so  happened  that  Sen.  Al- 
bert Gore,  Jr.  was  making  a speech;  its  precise 
content  escapes  me,  but  as  I recall  it  was  not  one 
that  Tennesseans  need  be  ashamed  of.  The 
speech  was  not  what  depressed  me.  What  did  was 
that  besides  Senator  Gore,  and  Senator  Dole, 
who  was  minding  the  store,  only  a solitary  sena- 
tor was  present.  He  was  shuffling  papers,  as  it 
turned  out  because  he  was  the  next  speaker.  He 
addressed  only  Senator  Dole  and  the  Congres- 
sional Record. 

The  only  thing  I can  recall  about  my  other  ex- 
perience in  that  chamber  is  that  I was  in  Wash- 
ington awaiting  overseas  shipment,  and  I remem- 
ber thinking — or  perhaps  commenting  to  another 
of  our  group — that  for  this  men  were  bleeding 
and  dying!  Since  that  was  more  than  40  years  ago, 
such  nonsense  is  not  a recent  phenomenon.  Nei- 
ther, unfortunately,  is  something  else. 

The  most  recent  of  many  misperceptions 
enunciated  by  the  most  arrogant,  insufferable  bit 
of  political  flotsam  to  clutter  the  American  scene 
lately  was  to  the  effect  that  Americans  have  nev- 
er expected  their  political  leaders  to  be  perfect, 
so  why  should  they  start  now?  What  I think  he 
meant,  considering  his  own  situation,  was  that 
they  have  never  expected  much  of  their  leaders 
morally,  but  he  may  have  meant  it  to  have  a 
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broader  application. 

In  either  case,  he’s  wrong.  He  has  possibly 
been  misled  by  the  generally  denigrating  literary 
works  (often  euphemistically  so-called),  about  our 
most  illustrious  public  figures.  Many  of  them 
contain  a lot  of  lurid  fiction  calculated  to  en- 
hance the  image  of  some  aspiring  erstwhile  bed- 
fellow— or  perhaps  more  precisely,  alleged  erst- 
while bedfellow.  Despite  the  embellishments, 
however,  there  is  enough  truth  much  of  the  time 
to  indicate  that  moral  rectitude  has  not  been 
characteristic  of  those  in  power.  That  is  not  the 
misperception. 

The  misperception  is  that  the  American  peo- 
ple have  not  expected  them  to  do  better.  They 
have — maybe  not  recently,  but  certainly  histori- 
cally. Since  only  God  is  perfect,  and  everybody, 
even  those  who  do  not  believe  in  God,  knows 
that  no  one  is  perfect,  and  therefore  no  one  ex- 
pects perfection,  his  use  of  the  term  “perfect” 
has  to  be  considered  hyperbole.  But  that  will  not 
get  him  off  the  hook.  Only  those  close  to,  for 
example.  President  Kennedy  knew  how  heavy  the 
White  House  backstairs  traffic  was.  The  people 
generally  did  not,  and  when  it  was  revealed  to 
them,  the  response  ranged  from  disbelief  to  dis- 
may among  those  who  liked  him,  and  disdain  to 
smugness  among  those  who  didn’t.  But  all  of 
those — or  anyway,  most — who  voted  him  in  ex- 
pected better  of  him. 

Of  course,  there  is  an  unfortunate  sense  in 
which  the  perception  is  correct.  A great  many 
individuals  are  elected  to  public  office  not  be- 
cause the  electorate  expects  much  of  them,  but 
because  they  expect  even  less  of  their  opponents. 
These  un-great  expectations  run  all  the  way  from 
ward  heelers  to  president. 

The  other  misperception,  one  he  shares  with 
a great  many  others,  is  that  immorality  stops  with 
sexual  misconduct.  Though  that  is  not,  of  course, 
a minor  dereliction,  it  has  to  share  center  stage. 
One  might — should — question  the  morality  of 
trying  to  patch  up  the  flotsam  and  jetsam  of  a 
wrecked  campaign  just  to  get  one’s  hands  on  a 
million  bucks.  In  addition,  though  many  presi- 
dents and  presidential  candidates  have  been  guilty 
of  sexual  peccadillos  or  worse,  none  has  been  so 
careful  as  this  particular  one  to  flaunt  it,  and  to 
defy  the  press  to  make  capital  of  it,  thus  showing 
total  disregard  for  convention,  and  contempt  for 
the  American  people,  which  along  with  the  total 
lack  of  judgment  it  displays  is  by  far  the  greater 
sin  insofar  as  it  affects  fitness  for  high  office.  Lack 
of  propriety  is  certainly  unseemly,  but  such  lack 
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of  judgment  is  supremely  dangerous  to  the  na- 
tion’s welfare. 

Years  of  working  on  committees  has  con- 
vinced me  that  the  only  efficient  form  of  govern- 
ment is  a dictatorship,  and  that  the  larger  the 
committee,  and  therefore  the  governing  body,  the 
more  unwieldy  and  inefficient  it  becomes.  On  the 
other  hand,  individual  incompetence  seldom  has 
an  opportunity  that  way  to  endanger  the  body. 
The  founders  of  this  nation  in  their  wisdom  and 
perception  were  careful  to  construct  such  a sys- 
tem of  checks  and  balances  that  even  the  presi- 
dent could  be  restrained  and  his  actions  nullified, 
though  not  usually  without  some  strain  on  the 
system,  not  to  mention  the  public.  Ever  since  the 
establishment  of  our  government  there  has  been 
continual  tinkering  with  the  system,  so  that  the 
checks  and  balances  have  been  continually  erod- 
ed; like  the  beaches,  though,  the  erosion  has  re- 
sulted in  deposits  elsewhere,  which  have  later 
shifted  back  again,  so  that  whatever  advantages 
accrue  are  usually,  like  the  shifting  of  the  sands, 
temporary  and  even  often  illusory. 

What  the  founders  of  this  nation  never  antici- 
pated was  that  the  irresponsible  would  ever  have 
the  vote,  let  alone  hold  office.  It  is  a shame  that 
iniquity  can  work  its  way  up  the  political  system 
unhindered — or  anyway,  nearly.  What  is  even 
worse  is  that  the  electorate  so  frequently  has  no 
better  choice. 

What  bothers  me  most,  though,  is  the  nagging 
suspicion  that  it  is  the  system  that  spawns  the 
candidate  it  gets,  and  that  it  is  the  electorate  that 
is  responsible  for  the  way  the  system  functions. 
For  example,  the  PACs  give  campaign  contribu- 
tions to  candidates  often  on  no  better  grounds 
than  that  they  are  likely  to  be  elected,  and  some 
of  those  our  own  PAC  has  supported  have  de- 
plorable records,  their  only  recommendation 
being  that  most  of  the  time  they  vote  “our" 
way — or  that  they  are  “in”  and  likely  to  remain 
there.  Though  it  is  not  wrong  to  support  one's 
friends,  it  is  if  one’s  friend  happens  to  be  unprin- 
cipled. Without  mentioning  any  names,  I have 
watched  both  individual  doctors  and  PACs  sup- 
port such  candidates.  I have  also  watched  superb 
candidates  lose  because  of  it.  I have  also  watched 
those  superb  candidates  quit  the  field  forever. 

It  may  just  be  that  we  get  what  we  deserve, 
since  that  sort  of  reasoning  is  no  less  iniquitous 
than  philandering  or  stealing.  There  is  a lot  more 
flotsam  around  than  meets  the  eye,  and  enough 
of  it  can  sink  ships,  even  the  ship  of  state. 

J.B.T. 
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James  Carney  Overall,  age  87.  Died  January  10.  1988. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 


John  Edwin  Wilkison,  age  81.  Died  January  6.  1988. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Robertson  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 


BLOUNT  COUNTY  MEDICAL  SOCIETY 

Cathy  Ellen  Petty,  M.D.,  Maryville 

BRADLEY  COUNTY  MEDIC  AL  SOCIETY 

Jon  C.  Huebschman,  M.D.,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDIC  AL  SOCIETY 

Prabha  A.  Kunda,  M.D.,  Chattanooga 
Aloysius  T.  Mangan,  M.D.,  Chattanooga 
Jose  A.  Vivo,  M.D.,  Chattanooga 
Essie  J.  Woods,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Paul  D.  Hartzheim,  M.D.,  Humboldt 

KNOXVILLE  ACADEMY  OF  MEDICINE 

John  R.  Blake,  Jr.,  M.D.,  Knoxville 
Lytle  Brown,  TV,  M.D.,  Knoxville 
MarkS.  Gaylord,  M.D.,  Knoxville 
Jeffry  T.  King,  M.D..  Knoxville 
William  L.  McGuire,  M.D.,  Knoxville 
Michael  J.  Passarello,  M.D.,  Knoxville 
Albert  M.  Petty,  M.D.,  Knoxville 

MEMPfflS-SHELBY  COUNTY 
MEDIC  AL  SOCIETY 

(Students) 

Cindy  L.  Amundsen,  Memphis 
Marsha  S.  Anderson,  Memphis 
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AIR  FORCE  MEDICINE- 
AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE. 

Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar 
with  the  latest  computer  technologies  instead  of  those  of  your 
specialty?  Are  supply  and  equipment  problems  getting  you 
down?  Join  the  Air  Force  medical  team.  Concentrate  on  your 
medical  practice.  Leave  the  paperwork  hassle  to  others.  We 
use  the  group  practice  system  of  health  care.  It  allows 
maximum  patient/physician  contact  with  a minimum  of 
administrative  responsibilities.  You'll  get  to  use  those  skills 
you've  gained  through  the  years  of  education;  to  stay  up  with 
new  methods  and  techniques;  and,  if  qualified,  to  specialize. 
Our  superior  employment  and  benefits  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice. 
Find  out  how  you  can  be  a part  of  the  Air  Force  health  care 
team.  Without  obligation,  call 


Capt.  Alvin  R.  Chiles 
(615)  889-0723 
Collect 
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financially! 


-Professional  Equities  Corporation  - 

The  children’s  needs  are  more  expensive 
than  I had  envisioned. 

-Professional  Equities  Corporation  - 

I wish  I could  get  my  hands  on  investment 
information  of  substance. 
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PREFACE 


This  publication  is  designed  to  assist  physicians  prac- 
ticing medicine  in  Tennessee  in  acquainting  themselves 
with  the  major  statutory  and  regulatory  requirements 
affecting  their  practice.  Major  topics  have  been  selected 
and  the  statutes,  case  law  and  regulations  relating  to  these 
topics  summarized. 

This  is  by  no  means  an  exhaustive  compilation  of  every 
law  which  may  affect  a physician  in  his  day-to-day 
practice  of  medicine.  The  individual  physician  should 


THE  OATH  OF 

I swear  by  Apollo,  the  physician,  and  Aesculapius  and 
health  and  all-heal  and  all  the  Gods  and  Goddesses  that, 
according  to  my  ability  and  judgment,  I will  keep  this 
oath  and  stipulation: 

TO  RECKON  him  who  taught  me  this  art  equally  dear  to 
me  as  my  parents,  to  share  my  substance  with  him  and 
relieve  his  necessities  if  required;  to  regard  his  offspring 
as  on  the  same  footing  with  my  own  brothers,  and  to  teach 
them  this  art  if  they  should  wish  to  learn  it,  without  fee 
or  stipulation,  and  that  by  precept,  lecture  and  every  other 
mode  of  instruction,  I will  impart  a knowledge  of  the  art 
to  my  own  sons  and  to  those  of  my  teachers,  and  to 
disciples  bound  by  a stipulation  and  oath,  according  to 
the  law  of  medicine,  but  to  none  others. 

I WILL  FOLLOW  that  method  of  treatment  which,  accord- 
ing to  my  ability  and  judgment,  I consider  for  the  benefit 
of  my  patients,  and  abstain  from  whatever  is  deleterious 
and  mischievous.  I will  give  no  deadly  medicine  to 
anyone  if  asked,  nor  suggest  any  such  counsel;  further- 


contact  the  appropriate  state  or  federal  agency  or  a private 
attorney  for  more  specific  information  on  any  subject. 

The  statutes  and  regulations  referred  to  are  current  as 
of  January  1988,  but  will  be  changed  periodically  through 
the  regulatory  or  legislative  processes.  It  is  the  intent  of 
the  Tennessee  Medical  Association  to  update  this  booklet 
on  a regular  basis  and  incorporate  any  changes. 

For  the  sake  of  brevity,  pronouns  of  the  masculine 
gender  apply  to  both  male  and  female. 

HIPPOCRATES 

more,  I will  not  give  to  a woman  an  instrument  to  produce 
abortion. 

WITH  PURITY  and  with  Holiness  I will  pass  my  life  and 
practice  my  art.  I will  not  cut  a person  who  is  suffering 
with  a stone,  but  will  leave  this  to  be  done  by  practitioners 
of  this  work.  Into  whatever  houses  I enter  I will  go  into 
them  for  the  benefit  of  the  sick  and  will  abstain  from 
every  voluntary  act  of  mischief  and  corruption;  and  fur- 
ther from  the  seduction  of  females  or  males,  bond  or  free. 

WHATEVER,  in  connection  with  my  professional  practice, 
or  not  in  connection  with  it,  I may  see  or  hear  in  the  lives 
of  men  which  ought  not  to  be  spoken  abroad  I will  not 
divulge,  as  reckoning  that  all  such  should  be  kept  secret. 

WHILE  I continue  to  keep  this  oath  unviolated  may  it 
be  granted  to  me  to  enjoy  life  and  the  practice  of  the  art, 
respected  by  all  men  at  all  times  but  should  I trespass 
and  violate  this  oath,  may  the  reverse  be  my  lot. 


DECLARATION  OF  GENEVA 


Adopted  by  the  General  Assembly  of  the  World  Medical 
Association  at  Geneva,  Switzerland,  September,  1948. 

AT  THE  TIME  OF  BEING  ADMITTED  AS  MEMBER  OF 
THE  MEDICAL  PROFESSION; 

I SOLEMNLY  PLEDGE  myself  to  consecrate  my  life  to 
the  service  of  humanity. 

I WILL  GIVE  to  my  teachers  the  respect  and  gratitude 
which  is  their  due. 

I WILL  PRACTICE  my  profession  with  conscience  and 
dignity. 

THE  HEALTH  OF  MY  PATIENT  will  be  my  first  consid- 
eration. 


I WILL  RESPECT  the  secrets  which  are  confided  in  me. 

I WILL  MAINTAIN  by  all  means  in  my  power,  the  honor 
and  the  noble  traditions  of  the  medical  profession. 

MY  COLLEAGUES  will  be  my  brothers. 

I WILL  NOT  PERMIT  considerations  of  religion,  national- 
ity, race,  party  politics  or  social  standing  to  intervene 
between  my  duty  and  my  patient. 

I WILL  MAINTAIN  the  utmost  respect  for  human  life, 
from  the  time  of  conception;  even  under  threat,  I will  not 
use  my  medical  knowledge  contrary  to  the  laws  of  humanity. 

I MAKE  THESE  PROMISES  solemnly,  freely,  and  upon 
my  honor. 
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JOINT  STATEMENT  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 
AND  THE 

AMERICAN  BAR  ASSOCIATION 


Background/Preamble 

This  statement  has  been  prepared  by  the  National 
Conference  of  Representatives  of  the  American  Bar  Asso- 
ciation and  the  American  Medical  Association.  The  state- 
ment was  adopted  by  the  respective  associations  in  1958 
and  amended  in  1981.  The  suggestions  in  this  statement 
are  advisory  and  voluntary,  and  readers  are  cautioned 
that  there  may  well  be  other  responsible  ways  of  handling 
the  issues  that  are  raised.  The  only  limitations  and  restric- 
tions that  can  be  binding  or  governing  are  those  imposed 
bv  applicable  statutes,  court  decisions,  and  regulations 
promulgated  by  government  agencies. 

This  statement  recognized  that,  with  the  growing 
interrelationship  of  medicine  and  law,  it  is  inevitable 
that  physicians  and  attorneys  will  be  drawn  into  steadily 
increasing  association.  It  will  serve  its  purpose  if  it 
promotes  the  public  welfare,  improves  the  practical  work- 
ing relationships  of  the  two  professions,  and  facilitates 
the  administration  of  justice. 

Medical  Reports 

The  physician,  upon  proper  authorization,  should 
promptly  furnish  the  attorney  with  a complete  medical 
report,  and  should  realize  that  delays  in  providing  medi- 
cal information  may  prejudice  the  opportunity  of  the 
patient  either  to  settle  his  claim  or  suit,  delay  the  trial 
of  a case,  or  cause  additional  expense  or  the  loss  of 
important  testimony. 

The  attorney  should  give  the  physician  reasonable 
notice  of  the  need  for  a report  and  clearly  specify  the 
medical  information  which  he  seeks. 

Conferences 

It  is  the  duty  of  each  profession  to  present  fairly  and 
adequately  the  medical  information  involved  in  legal 
controversies.  To  that  end.  the  practice  of  discussion  in 
advance  of  the  trial  between  the  physician  and  the  attor- 
ney is  encouraged  and  recommended.  Such  discussion 
should  be  had  in  all  instances,  unless  it  is  mutually  agreed 
that  it  is  unnecessary. 

Conferences  should  be  held  at  a time  and  place  mutu- 
ally convenient  to  the  parties.  The  attorney  and  the 
physician  should  fully  disclose  and  discuss  the  medical 
information  involved  in  the  controversy. 

Subpoena  for  Medical  Witness 

Because  of  conditions  in  a particular  case  or  jurisdiction 
or  because  of  the  necessity  for  protecting  himself  or  his 
client,  the  attorney  is  sometimes  required  to  subpoena  the 
physician  as  a witness.  Although  the  physician  should 


not  take  offense  at  being  subpoenaed,  the  attorney  should 
not  cause  the  subpoena  to  be  issued  without  prior  notifica- 
tion to  the  physician.  The  duty  of  the  physician  is  the 
same  as  that  of  any  other  person  to  respond  to  judicial 
process. 

Arrangements  for  Court  Appearances 

While  it  is  recognized  that  the  conduct  of  the  business 
of  the  courts  cannot  depend  upon  the  convenience  of 
litigants,  lawyers,  or  witnesses,  arrangements  can  and 
should  be  made  for  the  attendance  of  the  physician  as  a 
witness  which  takes  into  consideration  the  professional 
demands  upon  his  time.  Such  arrangements  contemplate 
reasonable  notice  to  the  physician  of  the  intention  to  call 
him  as  a witness  and  to  advise  him  by  telephone,  after 
the  trial  has  commenced,  of  the  approximate  time  of  his 
required  attendance.  The  attorney  should  make  every 
effort  to  conserve  the  time  of  the  physician. 

Physician  Called  as  Witness 

The  attorney  and  the  physician  should  treat  one  another 
with  dignity  and  respect  in  the  courtroom.  The  physician 
should  testify  solely  as  to  the  medical  facts  in  the  case 
and  should  frankly  state  his  medical  opinion.  He  should 
never  be  an  advocate  and  should  realize  that  his  testimony 
is  intended  to  enlighten  rather  than  to  impress  or  preju- 
dice the  court  or  the  jury. 

It  is  improper  for  the  attorney  to  abuse  a medical 
witness  or  to  seek  to  influence  his  medical  opinion. 
Established  rules  of  evidence  afford  ample  opportunity 
to  test  the  qualifications,  competence,  and  credibility  of 
a medical  witness;  it  is  always  improper  and  unnecessary 
for  the  attorney  to  embarrass  or  harass  the  physician. 

Fees  for  Services  of  Physician  Relative  to 
Litigation 

The  physician  is  entitled  to  reasonable  compensation 
for  time  spent  in  conferences,  preparation  of  medical 
reports,  and  for  court  or  other  appearances.  These  are 
proper  and  necessary  items  of  expense  in  litigation  involv- 
ing medical  questions. 

Payment  of  Medical  Fees 

The  attorney  should  do  everything  possible  to  assure 
payment  for  services  rendered  by  the  physician  for  him- 
self or  his  client.  When  the  physician  has  not  been  fully 
paid,  the  attorney  should  request  permission  of  the  patient 
to  pay  the  physician  from  any  recovery  which  the  attorney 
may  receive  in  behalf  of  the  patient. 


S-5 


ABANDONMENT 


It  is  a well  settled  rule  of  common  law  that  one  who 
engages  a physician  to  treat  his  case  impliedly  engages 
him  to  attend  throughout  that  illness,  or  until  his  services 
are  terminated.  The  relationship  of  physician  and  patient, 
once  initiated,  continues  until  it  is  ended  by  the  consent 
of  both  parties,  by  the  dismissal  of  the  physician  by  the 
patient,  or  until  the  physician’s  services  are  no  longer 
needed. 

A physician  has  the  right  to  withdraw  from  the  case, 
but  if  he  discontinues  his  services  before  the  need  for 
them  is  at  an  end,  he  is  obligated  to  first  give  due  notice 
to  the  patient  and  afford  him  ample  opportunity  to  secure 
other  medical  attendants  of  his  own  choice.  This  common 
law  duty  is  also  expressed  in  the  AMA  ethical  standards 
and  a violation  could  be  included  in  the  term  “unprofes- 
sional, dishonorable,  or  unethical  conduct,”  which  are 
grounds  for  denial  of  license  renewal,  suspension  or 
revocation  under  T.C.A.  § 63-6-214(1). 


ABORTION 

T.C.A.  §§  39-4-201  et  seq.  and  Opinion  84-238 
and  84-239  from  the  Tennessee  Office  of  the 
Attorney  General 

I.  DEFINITIONS 

A.  “Abortion”  is  defined  as  “the  administration  to 
any  woman  pregnant  with  child,  whether  such 
child  be  quick  or  not,  of  any  medicine,  drug, 
or  substance  whatever,  of  the  use  or  employ- 
ment of  any  instrument,  or  other  means  what- 
ever, with  the  intent  to  destroy  such  child, 
thereby  destroying  such  child  before  its  birth.” 

B.  “Attempt  to  procure  a miscarriage”  is  defined 
as  the  administration  of  any  substance  with  the 
intention  to  procure  the  miscarriage  of  a woman 
or  the  use  or  employment  of  any  instrument  or 
other  means  with  such  intent. 

II.  PENALTIES 

A.  All  abortions  performed  in  Tennessee  constitute 
a felony,  punishable  by  five  (5)  to  ten  (10)  years 
imprisonment  and  a fine  of  five  thousand  dollars 
($5,000.00)  unless  performed  in  compliance  with 
the  requirements  of  III. 

B.  All  attempts  to  procure  a miscarriage  constitute 
a felony,  punishable  by  one  (1)  to  three  (3)  years 
imprisonment,  unless  performed  in  compliance 
with  the  requirements  of  III. 

C.  It  is  a misdemeanor,  punishable  by  a fine  of 
five  hundred  dollars  ($500.00)  to  one  thousand 
dollars  ($1,000.00)  and  imprisonment  up  to  eleven 
(11)  months  and  twenty-nine  (29)  days,  or  both, 
for  any  person  to  compel,  coerce  or  exercise 
duress  on  a person  to  have  an  abortion. 

III.  CIRCUMSTANCES  UNDER  WHICH  A LEGAL 

ABORTION  CAN  BE  PERFORMED 

A.  An  abortion  or  attempt  to  procure  a miscarriage 
prior  to  viability  of  the  fetus  is  legal  if  per- 
formed: 


(1)  with  the  pregnant  woman’s  consent  (see 

IV.);  and 

(2)  by  a Tennessee  licensed  doctor  of  medicine 
or  a licensed  doctor  of  osteopathy. 

B.  In  addition,  if  the  fetus  is  viable,  the  abortion 
or  attempt  to  procure  a miscarriage  must  be 
performed: 

(1)  in  a hospital; 

(2)  with  such  medical  consultation  as  the  hos- 
pital rules  or  rules  of  the  hospital  licensing 
board  may  require  the  attending  physician 
to  obtain;  and 

(3)  the  attending  physician  must  certify  in  writ- 
ing to  the  hospital  and  the  local  district 
attorney  general  that  the  abortion  or  at- 
tempt to  procure  a miscarriage  is  necessary 
to  preserve  the  life  or  health  of  the  mother. 

IV.  NATURE  OF  CONSENT  REQUIRED  PRIOR  TO 
ABORTION 

A.  An  otherwise  legal  abortion  in  Tennessee  can 
be  performed  only  upon  the  informed,  written 
and  confidential  consent  of  the  pregnant  woman, 
freely  given  and  without  coercion. 

B.  A copy  of  the  consent  signed  by  the  pregnant 
woman  shall  be  given  to  her. 

C.  A physician  shall  inform  the  pregnant  woman 
of: 

(1)  the  particular  risks  associated  with  her  preg- 
nancy and  childbirth; 

(2)  the  abortion  or  child  delivery  technique  to 
be  employed;  and 

(3)  the  instructions  to  be  followed  subsequent 
to  the  abortion  or  childbirth  in  order  to 
insure  a safe  recovery. 

D.  A physician  need  not  obtain  the  written  in- 
formed consent  of  a pregnant  woman,  as  re- 
quired by  law,  where  he  certifies  the  abortion 
is  necessary  to  preserve  the  life  of  the  pregnant 
woman. 

V.  RECORDS  AND  REPORTS 

A.  A physician  must  keep  a record  of  each  abortion 
he  performs. 

B.  A physician  must  report  each  abortion  he  per- 
forms to  the  commissioner  of  the  Department 
of  Health  and  Environment. 

C.  Each  physician’s  record  and  report  to  the  com- 
missioner shall  be  kept  confidential. 

D.  The  attending  physician  must  certify  in  writing 
to  the  hospital  and  local  district  attorney  general 
that  the  abortion  or  attempt  to  procure  a miscar- 
riage is  necessary  to  preserve  the  life  or  health 
of  the  mother  when  the  fetus  is  viable  [see 
III.B.(3)]. 

VI.  RIGHT  TO  REFUSE  TO  PERFORM  OR  PARTICIPATE 
IN  AN  ABORTION 

A.  No  physician  is  required  to  perform  an  abortion. 

B.  No  person  is  required  to  participate  in  an  abor- 
tion. 

C.  No  hospital  is  required  to  permit  abortions  to 
be  performed  there. 

VII.  MEDICAL  TREATMENT  REQUIRED  OF  INFANT 
BORN  ALIVE  DURING  AN  ABORTION 

A.  An  infant  prematurely  born  alive  during  an 
abortion  has  the  same  rights  as  an  infant  of 
similar  medical  status  prematurely  born  spon- 
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taneously. 

B.  A physician  who  delivers  an  infant  prematurely 
born  alive  during  an  abortion  must  provide  the 
same  medical  care  as  if  the  infant  was  spontane- 
ously born  alive,  except  if  the  fetus  is  severely 
malformed,  the  use  of  extraordinary  life  support 
measures  need  not  be  attempted. 

C.  Violation  of  A.  or  B.  is  a felony. 

VIII.  CIVIL  LIABILITY  FOR  WRONGFUL  DEATH 

A.  No  cause  of  action  shall  be  brought  for  wrongful 
death  of  a fetus  during  the  course  of  a lawful 
abortion. 

B.  However,  once  an  infant  is  born  alive,  any 
person  in  attendance  is  civilly  responsible  for 
providing  all  reasonable  and  necessary  care  un- 
der the  circumstances. 

IX.  CUSTODY  OF  INFANT  PREMATURELY  BORN  ALIVE 

DURING  AN  ABORTION 

A.  An  infant  prematurely  born  alive  during  an 
abortion  is  deemed  abandoned  for  custody  pur- 
poses. 

B.  The  Department  of  Human  Services  is  to  provide 
care  for  the  infant. 

X.  RESTRICTIONS  ON  USE  OF  ABORTED  FETUS 

A.  No  one  shall  engage  in  medical  experiments, 
research  or  photograph  an  aborted  fetus  without 
the  consent  of  the  mother. 

B.  No  one  shall  offer  for  sale  or  purchase  for  any 
valuable  consideration  an  aborted  fetus. 

C.  Violation  of  A.  or  B.  is  a felony. 

XI.  LICENSURE  OF  FACILITIES  WHICH  PERFORM 

ABORTIONS 

A.  Any  institution,  place  or  facility  that  performs 
abortions  on  an  outpatient  basis  is  an  ambula- 
tory surgical  treatment  center  and  must  be  li- 
censed as  such  by  the  Department  of  Health  and 
Environment. 

B.  A private  physician’s  office  where  abortions  are 
performed  is  not  considered  an  ambulatory  sur- 
gical treatment  center  unless  a substantial  num- 
ber of  abortions  are  performed  in  such  office. 


ACQUIRED  IMMUNE  DEFICIENCY 
SYNDROME  (AIDS) 

see  COMMUNICABLE  DISEASES 
VENEREAL  DISEASES 


ADOPTION 

T.C.A.  § 14-10-116 

It  is  unlawful  for  any  private  individuals  including 
midwives,  physicians,  nurses,  hospital  officials,  lawyers 
and  the  officials  of  a nonchartered  and/or  nonlicensed 
child-caring  institution,  child-placing  agency,  or  maternity 
home  to  place  children  for  temporary  care  or  for  adoption. 


ANATOMICAL  GIFT  ACT 

T.C.A.  §§  68-30-101  et  seq. 

I.  UNIFORM  ANATOMICAL  GIFT  ACT 

A.  Qualifications 

Under  the  Uniform  Anatomical  Gift  Act  any 
individual  of  sound  mind  and  eighteen  (18) 
years  of  age  may  give  all  or  any  part  of  his 
body  to  any  of  the  following  for  the  stated  purpose: 

(1)  any  hospital,  surgeon  or  physician  for  medi- 
cal or  dental  education,  research,  advance- 
ment of  medical  or  dental  science,  therapy 
or  transplantation:  or 

(2)  any  accredited  medical  or  dental  school, 
college  or  university  for  education,  research, 
advancement  of  medical  or  dental  science, 
or  therapy;  or 

(3)  any  bank  or  storage  facility,  for  medical  or 
dental  education,  research,  advancement  of 
medical  or  dental  science,  therapy  or  trans- 
plantation; or 

(4)  any  specified  individual  for  therapy  or  trans- 
plantation needed  by  him. 

If  the  deceased  did  not  express  objection  to 
donation  when  living,  the  following  may  give 
all  or  any  part  of  his  body,  provided  no  one 
listed  above  or  with  them  (in  a preceding  or 
same  class)  objects: 

(1)  the  spouse;  or 

(2)  an  adult  son  or  daughter;  or 

(3)  either  parent;  or 

(4)  an  adult  brother  or  sister;  or 

(5)  a guardian  at  the  time  of  death;  or 

(6)  any  other  person  authorized  or  responsible 
for  disposition  of  the  body. 

The  physician  who  certifies  the  death  shall 
not  participate  in  removal  or  transplanting  a part. 

B.  Executing  Anatomical  Gifts 

A person  (donor)  may  also  make  an  anatomi- 
cal gift  by  will  which  becomes  effective  upon 
death  without  waiting  for  probate.  This  gift  is 
also  effective  when  made  on  a card  designed 
to  be  carried  by  the  donor,  i.e.,  current  Tennes- 
see drivers  license.  This  card  must  be  signed 
by  the  donor  in  the  presence  of  two  (2)  witnesses 
who  must  also  sign  in  the  presence  of  the 
donor.  If  the  donor  cannot  sign,  the  document 
may  be  signed  for  him  at  his  direction  in  the 
presence  of  the  witnesses. 

The  gift  may  be  made  to  a specified  person 
or  institution  (donee).  If  no  donee  is  specified 
or  the  donee  is  unavailable  at  the  time  of  death, 
the  gift  may  be  accepted  by  the  attending  physi- 
cian. This  physician  may  not  participate  in 
removing  or  transplanting  organs. 

A person  making  the  gift  may  change  or 
revoke  it  by: 

(1)  a signed  and  delivered  statement;  or 

(2)  an  oral  statement  made  in  the  presence  of 
two  (2)  witnesses;  or 

(3)  a statement  during  a terminal  illness  or 
injury  made  to  the  attending  physician;  or 

(4)  a signed  card  or  document  found  on  the 
person  or  in  his  belongings;  or 

(5)  destruction,  cancellation,  or  mutilation  of 
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the  document  and  copies. 

C.  Rights  and  Duties  at  Death 

The  donee  (physician)  may  accept  or  reject 
the  gift.  If  the  donee  accepts  a gift  of  the  entire 
body,  he  may  authorize  embalming  and  use  in 
funeral  services,  subject  to  the  terms  of  the  gift. 
If  the  gift  is  a part  of  the  body,  the  donee  must 
have  the  parts  removed  without  unnecessary 
mutilation.  After  removal,  the  surviving  spouse, 
next  of  kin,  or  other  persons  under  obligation 
to  dispose  of  the  body  have  custody. 

The  attending  physician  or,  if  none,  the  physi- 
cian certifying  death  and  the  donee-physician 
may  not  participate  in  the  removal  or  transplant- 
ing of  parts. 

D.  Communication  of  Patient’s  Wishes 

All  physicians  must  make  every  reasonable 
effort  to  communicate  to  the  appropriate  hospi- 
tal department  the  hospitalized  patient’s  wishes 
to  make  a donation. 

Physicians  should  make  every  reasonable  ef- 
fort to  identify  terminal  patients  who  satisfy 
donor  criteria  and  notify  the  appropriate  agency 
regarding  the  potential  donor. 

II.  EYE  ENUCLEATION 

T.C.A.  §§  68-30-201  et  seq. 

A.  In  cases  where  there  is  a shortage  of  eye  tissue 
for  transplant  use,  the  chief  or  county  medical 
examiner,  judge,  or  coroner  having  jurisdiction 
over  the  deceased’s  body  may  permit  eye  enu- 
cleation as  follows: 

(1)  enucleation  is  performed  in  conjunction 
with  autopsy  under  such  official’s  jurisdic- 
tion; and 

(2)  enucleation  will  not  interfere  with  the  in- 
vestigation giving  rise  to  the  autopsy  and 
will  not  significantly  alter  postmortem  fa- 
cial appearance;  and 

(3)  no  objection  is  made  by  the  deceased  prior 
to  death  and  there  is  no  objection  by  next 
of  kin.  Telephone  consent  is  sufficient. 

B.  The  chief  or  county  medical  examiner,  judge, 
or  coroner  permitting  the  eye  tissue  removal  is 
immune  from  civil  or  criminal  liability  if  no 
objection  to  the  removal  was  made  by  the  next 
of  kin  prior  to  the  autopsy. 

III.  PITUITARY  REMOVAL 

T.C.A.  §§  68-30-301  et  seq. 

A.  The  county  medical  examiner  or  coroner’s  phy- 
sician may  remove  and  retain  the  pituitary  gland 
for  the  purpose  of  medical  research,  education, 
or  therapy,  at  the  time  of  autopsy,  performed 
by  or  under  the  authority  of  the  chief  or  county 
medical  examiner  or  coroner  having  jurisdiction 
over  the  body. 

The  removal  must  be  in  conjunction  with  an 
autopsy  under  the  official’s  jurisdiction.  Also, 
the  removal  must  not  interfere  with  the  investi- 
gation giving  rise  to  the  autopsy  and  not  signifi- 
cantly alter  postmortem  appearance. 

Also  there  must  have  been  no  objection  to 
such  removal  by  the  deceased  prior  to  death 
and  no  objection  by  next  of  kin.  Telephone 
consent  by  next  of  kin  is  sufficient. 

B.  The  chief  or  county  medical  examiner,  judge, 


or  coroner  permitting  removal  and  any  donee 
or  agency  receiving  the  organ  are  immune  from 
any  civil  and  criminal  liability  incurred  as  a 
result  of  the  removal  if  no  objection  was  made 
by  next  of  kin  prior  to  the  autopsy. 

C.  Christian  Scientists  are  excluded  from  the  provi- 
sions of  this  law. 

IV.  PROCUREMENT  OF  HUMAN  EYES  AND  ORGANS 

T.C.A.  §§  68-30-401  et  seq. 

A.  It  is  a misdemeanor  for  any  person,  firm,  board, 
corporation,  or  association  to  acquire,  receive, 
or  otherwise  transfer  any  human  organ  for  valu- 
able consideration  (money  or  anything  of  value) 
and  for  human  transplant  use  if  the  transfer 
affects  commerce. 

Caveat:  The  courts  continue  to  rule  that  any- 
thing free  or  for  value  affects  commerce. 

B.  Costs  for  evaluation,  maintenance  and  removal 
of  donated  organs  and  tissues  are  to  be  paid  by 
the  receiving  organ  procurement  agency  or  eye 
bank  when  incurred  at  their  request.  The  next 
of  kin  of  the  organ  and  tissue  donor  will  not 
be  responsible  for  these  expenses. 


BIRTH,  Registration 

T.C.A.  §§  68-3-102,  203,  302,  303 

Under  the  Vital  Records  Act  a “live  birth"  is  defined 
as  the  complete  expulsion  or  extraction  from  the  mother 
of  a product  of  human  conception,  regardless  of  the 
duration  of  pregnancy,  which  breathes  or  shows  any  other 
evidence  of  life,  such  as  beating  of  the  heart,  pulsation 
of  the  umbilical  cord  or  definite  movement  of  voluntary 
muscles,  whether  or  not  the  umbilical  cord  has  been  cut 
or  the  placenta  is  attached. 

A certificate  of  birth  for  every  live  birth  occurring  in 
the  state  must  be  filed  with  the  local  registrar  (county 
health  department)  who  then  forwards  it  to  the  state  office 
of  vital  records. 

Either  parent  of  the  child  or  any  other  knowledgeable 
person  must  attest  to  the  accuracy  of  the  personal  data 
provided  in  sufficient  time  to  permit  the  filing  of  the 
certificate  within  ten  (10)  days. 

When  a birth  occurs  in  an  institution,  the  attending 
physician  must  provide  the  required  medical  information 
and  certify  the  facts  of  birth  within  seventy-two  (72)  hours 
after  the  birth.  If  the  physician  does  not  certify  the  facts 
of  birth  within  seventy-two  (72)  hours,  another  physician, 
registered  nurse  in  attendance  designated  by  the  physi- 
cian, or  the  chief  medical  officer  of  the  institution  in 
which  the  birth  occurred  must  complete  and  sign  the 
certification. 

When  a birth  occurs  outside  of  an  institution,  if  there 
is  a physician  in  attendance,  he  must  prepare  and  file  the 
certification. 

Note:  The  sex  of  an  individual  will  not  be  changed  in 
the  original  certificate  of  birth  as  a result  of  sex 
change  surgery. 
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BOARD  OF  MEDICAL  EXAMINERS 

T.C.A.  §§  63-6-101  et  seq. 

I.  COMPOSITION 

A.  The  Board  of  Medical  Examiners  (hereafter  “the 
Board”)  consists  of  five  (5)  licensed  physicians 
who  have  graduated  from  medical  schools  whose 
curriculum  standard  is  as  high  as  that  of  the 
University  of  Tennessee  and  have  at  least  six 

(6)  years  experience  in  the  practice  of  medicine 
or  surgery  or  both. 

B.  Duties  are  to  examine  the  qualifications  of  appli- 
cants for  certificates  of  fitness,  to  conduct  disci- 
plinary hearings  and  to  promulgate  necessary 
rules  in  compliance  with  the  Uniform  Adminis- 
trative Procedures  Act. 

C.  The  Board  receives  administrative  support  from 
the  Division  of  Health  Related  Boards,  Depart- 
ment of  Health  and  Environment. 

D.  Board  members  are  appointed  by  the  governor 
and  serve  four  (4)  year  terms  of  office.  Vacancies 
due  to  death  or  resignation  are  filled  by  the 
Board  for  the  unexpired  term. 

H.  GROUNDS  FOR  LICENSE  DENIAL,  SUSPENSION 

OR  REVOCATION 

A.  The  Board  of  Medical  Examiners  has  the  power 
to  deny  license  application  to  any  applicant 
(reciprocity  or  otherwise),  to  permanently  or 
temporarily  withhold  issuance,  to  suspend, 
limit  or  restrict  a license  for  such  time  and 
manner  as  the  Board  determines;  to  reprimand 
or  take  such  disciplinary  action  as  the  Board 
deems  proper;  or  to  permanently  revoke  a 
license.  The  grounds  upon  which  the  Board 
exercises  such  power  includes,  but  is  not  limited 
to,  the  following: 

(1)  unprofessional,  dishonorable,  or  unethical 
conduct; 

(2)  violation  or  attempted  violation,  directly 
or  indirectly,  or  assisting  in  or  abetting  the 
violation  of,  or  conspiring  to  violate,  any 
provision  of  the  laws  regarding  the  practice 
of  medicine  and  surgery,  or  any  lawful 
order  of  the  Board  issued  pursuant  thereto, 
or  any  criminal  statute  of  the  state  of  Ten- 
nessee; 

(3)  making  false  statements  or  representations, 
being  guilty  of  fraud  or  deceit  in  obtaining 
admission  to  practice,  or  being  guilty  of 
fraud  or  deceit  in  the  practice  of  medicine; 

(4)  gross  malpractice,  or  a pattern  of  continued 
or  repeated  malpractice,  ignorance,  negli- 
gence or  incompetence  in  the  course  of 
medical  practice; 

(5)  habitual  intoxication  or  personal  misuse 
of  any  drugs  or  the  use  of  intoxicating 
liquors,  narcotics,  controlled  substances,  or 
other  drugs  or  stimulants  in  such  manner 
as  to  adversely  affect  the  person’s  ability 
to  practice  medicine; 

(6)  violation  of  the  laws  governing  abortion; 

(7)  willfully  betraying  a professional  secret; 

(8)  the  advertising  of  medical  business  in  which 
untrue  or  misleading  statements  are  made, 
or  causing  the  publication  or  circulation 


of  fraudulent  advertising  relative  to  any 
disease,  human  ailment,  or  conditions; 

(9)  willful  violation  of  the  rules  and  regula- 
tions promulgated  by  the  Board  to  regulate 
advertising  by  practitioners  who  are  under 
the  jurisdiction  of  the  Board; 

(10)  conviction  of  a felony,  conviction  of  any 
offense  under  state  or  federal  drug  laws, 
or  conviction  of  any  offense  involving  moral 
turpitude; 

(11)  making  or  signing  in  one’s  professional 
capacity  any  certificate  that  is  known  to 
be  false  at  the  time  one  makes  or  signs 
such  certificate; 

(12)  dispensing,  prescribing,  or  otherwise  dis- 
tributing any  controlled  substance  or  other 
drug  not  in  the  course  of  professional  prac- 
tice, or  not  in  good  faith  to  relieve  pain 
and  suffering,  or  not  to  cure  an  ailment, 
physical  infirmity  or  disease; 

(13)  dispensing,  prescribing,  or  otherwise  dis- 
tributing to  any  person  a controlled  sub- 
stance or  other  drug  if  such  person  is 
addicted  to  the  habit  of  using  controlled 
substances  without  making  a bona  fide  ef- 
fort to  cure  the  habit  of  such  patient; 

(14)  dispensing,  prescribing,  or  otherwise  dis- 
tributing any  controlled  substance  or  other 
drug  to  any  person  in  violation  of  any  law 
of  the  state  or  of  the  United  States  of 
America; 

(15)  offering,  undertaking,  or  agreeing  to  cure 
or  treat  a disease,  injury,  ailment  or  infir- 
mity by  a secret  means,  method,  device  or 
instrumentality; 

(16)  giving  or  receiving,  or  aiding  or  abetting 
the  giving  or  receiving  of  rebates,  either 
directly  or  indirectly; 

(17)  engaging  in  the  practice  of  medicine  under 
a false  or  assumed  name,  or  the  impersona- 
tion of  another  practitioner,  or  a like,  simi- 
lar or  different  name;  and 

(18)  engaging  in  the  practice  of  medicine  when 
mentally  or  physically  unable  to  safely  do 
so. 

B.  In  enforcing  this  statute,  the  Board  shall,  upon 
probable  cause,  have  authority  to  compel  an 
applicant  or  licensee  to  submit  to  a mental 
and/or  physical  examination  by  a designated 
committee  of  at  least  three  (3)  practicing  physi- 
cians, including  a psychiatrist  where  a question 
of  mental  condition  is  involved.  The  applicant 
or  licensee  may  have  an  independent  medical 
practitioner  present  during  such  examination. 
He  may  also  have  an  independent  physical  or 
mental  examination.  The  examination  report  shall 
be  filed  with  the  Board  for  consideration.  The 
committee  will  submit  a report  of  its  findings 
to  the  Board  which  will  then  hold  a hearing  as 
provided  in  the  Uniform  Administrative  Proce- 
dures Act. 

C.  The  Board  on  its  own  motion  may  investigate 
any  report  indicating  that  a doctor  of  medicine 
is  or  may  be  in  violation  of  the  provisions 
above.  Any  doctor  of  medicine,  any  medical 
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society,  or  any  other  person  who  in  good  faith 
reports  to  the  Board  any  information  that  a 
doctor  of  medicine  is  or  may  be  in  violation  of 
any  of  the  provisions  above  shall  not  be  subject 
to  suit  for  civil  damages  as  a result. 

D.  When  a licensed  or  lawfully  practicing  physi- 
cian or  applicant  is  convicted  of  a felony,  the 
Board  must  notify  all  clerks  of  courts  of  record 
in  the  state. 

E.  The  Board  must  report  within  sixty  (60)  days  its 
action  regarding  restriction,  suspension,  or  revo- 
cation of  a physician’s  license,  limitation  on 
practice  privileges,  or  other  disciplinary  action 
of  the  Board  against  any  physician  to  appropri- 
ate federal  and  state  agencies. 

F.  The  Board  may  report  any  of  the  above  men- 
tioned disciplinary  actions  to  the  Federation  of 
State  Medical  Boards  of  the  United  States  and 
the  Tennessee  Medical  Association. 

III.  LICENSE  RENEWAL  AND  RETIREMENT 

A.  A physician  licensed  to  practice  in  Tennessee 
must  renew  his  license  annually  on  or  before 
December  31.  The  fee  is  set  by  the  Board  and 
is  currently  thirty-five  dollars  ($35.00).  Applica- 
tion for  renewal  must  be  made  on  the  form 
provided  by  the  Board. 

Currently,  the  Board  allows  a sixty  (60)  day 
grace  period  for  license  renewal.  After  the  sixty 
(60)  day  grace  (March  1st),  the  Board  may  rein- 
state the  license  in  its  discretion  upon  good 
cause  being  shown,  payment  of  thirty-five  dol- 
lars ($35.00)  renewal  fee,  and  an  additional  one 
hundred  dollars  ($100.00)  penalty. 

B.  Upon  retirement,  a physician  should  file  an 
affidavit  on  a form  provided  by  the  Board  stating 
the  date  of  retirement  and  other  information 
which  the  Board  may  require.  Thereafter,  regis- 
tration is  unnecessary  unless  a physician  begins 
to  practice  again. 

IV.  RECIPROCITY 

A.  The  Board  is  permitted  to  accept  certificates  of 
license  from  other  states  requiring  the  same  or 
higher  standards  of  medical  examination  in  lieu 
of  an  examination.  As  a matter  of  reciprocity, 
the  Board  is  the  sole  judge. 

The  Board  may  also  accept  a certificate  di- 
ploma from  the  National  Board  of  Medical  Ex- 
aminers in  lieu  of  an  examination. 

B.  The  current  fee  is  two  hundred  dollars  ($200.00) 
for  verifying  certificates  of  license  from  other 
states  and  issuing  certificates  of  fitness  for  appli- 
cants. 


BOXING  OR  SPARRING  MATCHES  OR 
EXHIBITIONS 

T.C.A.  §§  68-50-201  et  seq. 

Any  person  or  organization  conducting  a professional* 
boxing  or  sparring  match  or  exhibition  must  have  contest- 
ants examined  by  a licensed  physician  twenty-four  (24) 
hours  or  less  before  the  match  or  exhibition. 


The  examination  must  include  weight,  temperature, 
pulse  sitting,  pulse  standing,  lungs,  heart,  blood  pressure, 
venereal  disease,  infectious  eye  or  skin  diseases,  scrotal 
evidence  of  hernia,  general  physical  condition,  and  any 
other  test  advised  by  the  physician. 

A ringside  physician  is  also  necessary.  He  must: 

(1)  observe  the  physical  condition  of  the  contestants 
during  the  course  of  the  match  or  exhibition; 

(2)  advise  the  referee  if  a contestant  requires  first 
aid; 

(3)  render  treatment  to  a contestant  if  requested  to 
do  so  by  the  referee; 

(4)  examine  any  contestant  between  rounds  when- 
ever appropriate; 

(5)  advise  the  referee  to  terminate  the  match  or 
exhibition  if  any  contestant  is  physically  unfit 
to  continue; 

(6)  treat  any  contestant  who  appears  injured  at  the 
conclusion  of  the  match  or  exhibition;  and 

(7)  report  to  the  referee  before  his  final  departure 
from  the  site  of  the  match  or  exhibition. 

The  referee  must  promptly  terminate  any  professional 
boxing  or  sparring  match  or  exhibition  upon  the  advice 
to  do  so  by  the  ringside  physician. 


*“Professional”  is  defined  as  contestants  receiving  com- 
pensation in  addition  to  expenses  and  charging  spectators 
for  admission. 


CHILD  ABUSE 

T.C.A.  §§  37-1-403,  404 

Any  physician  who  knows  or  has  reasonable  cause  to 
suspect  that  a child  has  been  sexually  abused  must 
immediately  report,  by  telephone  or  otherwise,  such  knowl- 
edge or  suspicion  to  the  local  juvenile  judge  or  to  the 
local  health  department,  or  to  the  office  of  the  sheriff  or 
the  chief  law  enforcement  official  of  the  municipality 
where  the  child  resides. 

Knowledge  or  suspicion  of  sexual  abuse  must  be  re- 
ported regardless  of  whether  the  child  has  sustained  any 
apparent  injury  as  a result  of  such  abuse. 

Reporting  is  also  required  by  any  physician  having 
knowledge  or  called  upon  to  render  aid  to  any  child  who 
is  suffering  from  or  has  sustained  any  wound,  injury, 
disability,  or  physical  or  mental  condition  of  such  a 
nature  either  indicating  that,  or  based  on  available  infor- 
mation appears,  it  was  caused  by  brutality,  abuse  or 
neglect. 

Custody 

The  treating  physician  may  keep  the  child  in  custody 
until  the  next  regular  weekday  session  of  the  juvenile 
court  without  the  consent  of  the  parents,  legal  guardian 
or  legal  custodian,  whether  or  not  additional  medical 
treatment  is  necessary  or  if  the  condition  of  the  child  is 
such  that  continuing  in  the  child’s  place  of  residence  or 
in  the  custody  of  the  above  persons  presents  an  imminent 
danger  to  the  child’s  life  or  physical  or  mental  health. 
Should  a physician  take  the  child  into  custody,  he  must 
immediately  notify  the  Department  of  Human  Services. 
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COMMUNICABLE  DISEASES, 

Duties  of  Physicians 

T.C.A.  §§  68-5-101, 102, 104(a)  and  Tenn. 

Official  Comp.  Rules  & Regs.  2200-1 4-1 -.06 

When  a physician  knows  or  suspects  that  a person  is 
infected  with  a communicable  disease  (except  venereal 
disease — see  VENEREAL  DISEASES)  he  shall  immediately 
notify  the  local  health  authorities  of  the  town  or  county 
where  the  person  may  be  found. 

It  is  the  duty  of  the  attending  physician,  immediately 
upon  discovering  a case  or  suspected  case  of  communica- 
ble disease,  to  inform  the  head  of  the  household  of  this 
fact  and  to  instruct  the  head  of  the  household  of  such 
isolation  of  the  patient  and  concurrent  disinfection  as 
may  be  necessary  to  prevent  spread  of  the  infection.  It  is 
the  duty  of  persons  so  informed  to  comply  with  such 
instructions  unless  otherwise  instructed  by  the  local  health 
officer  or  his  authorized  agent. 

In  the  event  of  the  death  of  such  person,  the  physician 
shall  notify,  or  cause  to  be  notified,  at  the  time  of  delivery, 
the  person  to  whom  the  body  is  delivered  of  the  known 
or  suspected  communicable,  contagious,  or  infectious 
disease,  including  acquired  immune  deficiency  syndrome 
(AIDS),  so  that  the  necessary  and  proper  precautions  can 
be  taken  in  the  handling  and  preparation  for  disposition 
of  the  body. 


COMMUNICABLE  DISEASES, 
Mandatory  Reporting 
T.C.A.  § 68-5-102  and  Tenn.  Official  Comp. 
Rules  & Regs.  200-1 4-1 -.02 

The  following  diseases  and  conditions  are  declared  to 
be  communicable  and/or  dangerous  to  the  public  and  are 
to  be  reported  to  the  local  health  officer  or  local  health 
department  by  all  physicians  knowing  of  or  suspecting  a 
case  in  accordance  with  the  provision  of  the  statutes  and 
regulations  governing  the  control  of  communicable  dis- 
eases in  Tennessee. 

Acquired  Immune  Deficiency  Syndrome  (AIDS)  + 
Anthrax  * 

Botulism  * 

Brucellosis 
Campylobacteriosis 
Chickenpox  (number  of  cases) 

Chlamydia  trachomatis  + 

Cholera  * 

Congenital  Rubella  Syndrome 
Diphtheria  * 

Disease  Outbreaks 

1.  Foodborne  * 

2.  Waterborne  * 

3.  Related  to  industrial  substances 

4.  All  other  outbreaks 
Encephalitis  * 

1.  Arthropod-borne  * 

2.  Post-Vaccinal  * 

3.  All  other  encephalitis 
Giardiasis  (Acute) 

Gonorrhea  + 


Hepatitis  (Viral) 

1.  Type  A (infectious)  * 

2.  Type  B (serum) 

3.  Type  Non  A,  Non  B 
Influenza  (number  of  cases) 

Legionellosis 

Leprosy 
Leptospirosis 
Lyme  Disease 
Malaria 
Measles  * 

Meningitis 

1.  Meningococcal  * 

2.  Haemophilus  influenza  * 

3.  Other  Bacterial 

4.  Aseptic  (number  of  cases) 

Mumps 

Nongonococcal  Urethritis/NGU  (number  of  cases) 
Pertussis  (Whooping  Cough)  * 

Plague  * 

Poliomyelitis  * 

Psittacosis  Rabies  (Human)  * 

Reye’s  Syndrome 

Rocky  Mountain  Spotted  Fever 

Rubella  * 

Salmonellosis 

1.  Typhoid  Fever  * 

2.  Other  forms 
Shigellosis 
Syphilis  (by  stage)  + 

Tetanus 

Toxic  Shock  Syndrome  (TSS) 

Trichinosis 

Tuberculosis  (all  forms) 

Tularemia 
Typhus  Fever  * 


+ Confidential  (opaque  envelope)  report  required 
* Immediate  telephonic  reporting  required 


CONTROLLED  SUBSTANCES 
Tennessee  Drug  Control  Act 
T.C.A.  §§  39-6-401  et  seq. 

Physicians  prescribing  controlled  substances  need  a 
Federal  Drug  Enforcement  Administration  number.  An 
application  may  be  obtained  by  writing  or  calling:  Drug 
Enforcement  Administration,  Federal  Building,  U.S.  Court- 
house, Nashville,  TN  37203;  phone  (615)  736-5988. 

Certain  substances  are  scheduled  for  purposes  of  con- 
trol under  the  Tennessee  Drug  Control  Act.  The  estab- 
lished criteria  and  list  are: 

1.  Schedule  I:  High  potential  for  abuse;  no  accepted 
medical  use  in  treatment  in  the  United  States  or  lacks 
accepted  safety  for  use  in  treatment  under  medical 
supervision. 

(a)  Any  of  the  following  opiates,  including  their 
isomers,  esters,  salts,  and  salts  of  isomers,  esters, 
and  ethers,  unless  specifically  excepted  when- 
ever the  existence  of  these  isomers,  esters,  ethers 
and  salts  is  possible  within  the  specific  chemical 
designation: 
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1.  Acetylmethadol 

2.  Allylprodine 

3.  Alphacetylmethadol 

4.  Alphameprodine 

5.  Alphamethadol 

6.  Benzethidine 

7.  Betacetylmethadol 

8.  Betameprodine 

9.  Betamethadol 

10.  Betaprodine 

11.  Clonitazene 

12.  Dextromoramide 

13.  Dextrophan 

14.  Diampromide 

15.  Diethylthiambutene 

16.  Dimenoxadol 

17.  Dimepheptanol 

18.  Dimethylthiambutene 

19.  Dioxaphetylbutyrate 

20.  Dipipanone 

21.  Ethylmethylthiambutene 


22.  Etonitazene 

23.  Etoxeridine 

24.  Furethidine 

25.  Hydroxypethidine 

26.  Ketobemidone 

27.  Levomoramide 

28.  Levophenacylmorphan 

29.  Morpheridine 

30.  Noracymethadol 

31.  Norlevorphanol 

32.  Normethadone 

33.  Norpipanone 

34.  Phenadoxone 

35.  Phenampromide 

36.  Phenomorphan 

37.  Phenoperidine 

38.  Piritramide 

39.  Proheptazine 

40.  Propdridine 

41.  Racemoramide 

42.  Trimeperidine 


(b)  Any  of  the  following  opium  derivatives,  their 
salts,  isomers  and  salts  of  isomers,  unless  spe- 
cifically excepted,  whenever  the  existence  of 
these  salts,  isomers  and  salts  of  isomers  is  possi- 
ble within  the  specific  chemical  designation: 


1.  Acetorphine 

2.  Acetyldihydrocodeine 

3.  Benzylmorphine 

4.  Codeine 
methylbromide 

5.  Codeine-n-oxide 

6.  Cyprenorphine 

7.  Desomorphine 

8.  Dihydromorphine 

9.  Etorphine 

10.  Heroin 

11.  Hydromorphinol 


12.  Methyldesorphine 

13.  Methyldihydromorphine 

14.  Morphine  methylbromide 

15.  Morphine 
methylsulfonate 

16.  Morphine-n-oxide 

17.  Myrophine 

18.  Nicocodeine 

19.  Nicomorphine 

20.  Normorphine 

21.  Phoclodine 

22.  Thebacon 


(c)  Any  material,  compound,  mixture  or  prepara- 
tion which  contains  any  quantity  of  the  follow- 
ing hallucinogenic  substances,  their  salts,  iso- 
mers and  salts  of  isomers,  unless  specifically 
excepted,  whenever  the  existence  of  these  salts, 
isomers,  and  salts  of  isomers  is  possible  within 


Schedule  II:  High  potential  for  abuse;  currently  ac- 
cepted medical  use  in  treatment  in  the  United  States 
or  currently  accepted  medical  use  with  severe  restric- 
tions; and  abuse  may  lead  to  severe  psychic  or 
physical  dependence. 

(a)  Any  of  the  following  substances,  except  those 
narcotic  drugs  listed  in  other  schedules,  whether 
produced  directly  or  indirectly  by  extraction 
from  substances  of  vegetable  origin,  or  inde- 
pendently by  means  of  chemical  syntheses,  or 
by  combination  of  extraction  and  chemical  syn- 
thesis: 

(1)  Opium  and  opiate  and  any  salt,  compound, 
derivative,  or  preparation  of  opium  or  opi- 
ate, excluding  naloxone  hydrochloride,  but 
including  the  following: 


A.  Raw  opium 

B.  Opium  extracts 

C.  Opium  fluid  extracts 

D.  Powdered  opium 

E.  Granulated  opium 

F.  Tincture  of  opium 

G.  Apomorphine 

H.  Codeine 

(2)  Any  salt,  compound 
preparation  thereof 
equivalent  or  identical 
substances  referred  to 


Ethylmorphine 
Hydrocodone 
Hydromorphone 
Metopon 

M.  Morphine 

N.  Oxycodone 

O.  Oxymorphone 

P.  Thebaine 
isomer,  derivative,  or 
which  is  chemically 

with  any  of  the 
in  subdivision  (1) 


but  not  including  the  isoquinoline  alkaloids 
of  opium. 

(3j  Opium  poppy  and  poppy  straw. 

(4]  Coca  leaves  and  any  salt,  compound,  de- 
rivative, or  preparation  of  coca  leaves,  and 
any  salt,  compound,  derivative,  or  prepara- 
tion thereof  which  is  chemically  equivalent 
or  identical  with  any  of  these  substances, 
but  not  including  decocainized  coca  leaves 
or  extractions  which  do  not  contain  cocaine 
or  ecgonine. 

(5]  Marijuana,  but  only  for  the  use  of  certified 
patients  pursuant  to  the  Controlled  Sub- 
stances Therapeutic  Research  Act. 

(6]  Tetrahydrocannabinols,  but  only  for  the  use 
of  certified  patients  pursuant  to  the  Con- 
trolled Substances  Therapeutic  Research  Act. 


the  specific  chemical  designation: 

Marijuana  or  tetrahydrocannabinols  shall 

1.  3,4-methylenedioxy  amphetamine 

be  considered  Schedule  II  controlled  sub- 

2. 5-methoxy-3,4-methylenedioxy 

stances  only  for  the  purposes  enumerated 

amphetamine 

in  the  Controlled  Substances  Therapeutic 

3.  3,4,5-trimethoxy  amphetamine 

Research  Act. 

4.  Bufotenine 

(b]  Any  of  the  following  opiates,  including  their 

5.  Diethyltryptamine 

isomers,  esters,  ethers,  salts,  and  salts  of  iso- 

6. Dimethyltryptamine 

mers,  whenever  the  existence  of  these  isomers, 

7.  4-methyl-2,5-dimethoxylamphetamine 

esters,  ethers  and  salts  is  possible  within  the 

8.  Ibogaine 

specific  chemical  designation: 

9.  Lysergic  acid  diethylamide 

1.  Alphaprodine 

10.  Mescaline 

2.  Anileridine 

11.  Peyote 

3.  Bezitramide 

12.  N-ethyl-3-piperidyl  benzilate 

4.  Dihydrocodeine 

13.  N-ethyl-e-piperidyl  benzilate 

5.  Diphenoxylate 

14.  Psilocybin 

6.  Fentanyl 

15.  Psilocyn 

7.  Isomethadone 

16.  2,5-dimethoxyamphetamine 

8.  Levomethorphan 

1 7 . 4-bromo-2 ,5-dimethoxyamphetamine 

9.  Levorphanol 

18.  4-methoxyamphetamine 

10.  Metazocine 
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11.  Methadone 

12.  Methadone — intermediate — 4-cyano-2-dimeth- 
ylamino-4,  4-diphenyl  butane 

13.  Moramide — intermediate — 2-methyl-3-mor- 
pholino-1,  1 -diphenyl-propane-carboxylic  acid 

14.  Pethidine 

15.  Pethidine — intermediate — A, 4-cyano-l-methyl- 
4-phenylpiperidine 

16.  Pethidine — intermediate — B,  ethyl-4-phenyl- 
piperidine-4-carboxylate 

17.  Pethidine — intermediate — C,  l-methyl-4- 
phenyl-piperidine-4-carboxylate  acid 

18.  Phenazocine 

19.  Piminodine 

20.  Racemethorphan 

21.  Racemorphan 

(c)  Unless  specifically  excepted  or  unless  listed  in 
another  schedule,  any  substance  which  contains 
any  quantity  of  methamphetamine,  including  its 
salts,  isomers,  and  salts  of  isomers. 

3.  Schedule  III:  Less  potential  for  abuse  than  Schedules 
I and  II  substances;  currently  accepted  medical  use 
in  treatment  in  the  United  States;  and  abuse  may 
lead  to  moderate  or  low  dependence  or  high  psycho- 
logical dependence. 

(a)  Any  material,  compound,  mixture,  or  prepara- 
tion, which  contains  any  quantity  of  the  follow- 
ing substances  having  a potential  for  abuse  asso- 
ciated with  a stimulant  effect  on  the  central 
nervous  system: 

1.  Benzphetamine 

2.  Chlorphentermine 

3.  Chlortermine 

4.  Mazindol 

5.  Phendimetrazine 

(b)  Unless  listed  in  another  schedule,  any  material, 
compound,  mixture,  or  preparation  which  con- 
tains any  quantity  of  the  following  substances 
having  a potential  for  abuse  associated  with  a 
depressant  effect  on  the  central  nervous  system: 

1.  Any  substance  which  contains  any  quantity 
of  a derivative  of  barbituric  acid,  or  any  salt 
of  a derivative  of  barbituric  acid,  except 
those  substances  which  are  specifically  listed 
in  other  schedules 

2.  chlorhexadol 

3.  glutethimide 

4.  lysergic  acid 

5.  lysergic  acid  amide 

6.  methyprylon 

7.  phencyclidine 

8.  sulfondiethymethane 

9.  sulfonethylmethane 

10.  sulfonmethane 

(c)  Nalorphine 

(d)  Any  material,  compound,  mixture,  or  prepara- 
tion containing  limited  quantities  of  any  of  the 
following  narcotic  drugs,  or  any  salts  thereof: 

1.  Not  more  than  one  and  eight  tenths  (1.8) 
grams  of  codeine,  or  any  of  its  salts,  per 
one  hundred  (100)  milliliters  or  not  more 
than  ninety  (90)  milligrams  per  dosage  unit, 
with  an  equal  or  greater  quantity  of  an 
isoquinoline  alkaloid  of  opium: 

2.  Not  more  than  one  and  eight  tenths  (1.8) 


grams  of  codeine,  or  any  of  its  salts,  per 
one  hundred  (100)  milliliters  or  not  more 
than  ninety  (90)  milligrams  per  dosage  unit, 
with  one  or  more  active  nonnarcotic  ingre- 
dients in  recognized  therapeutic  amounts; 

3.  Not  more  than  three  hundred  (300)  milli- 
grams of  dihydrocodeinone,  or  any  of  its 
salts,  per  one  hundred  (100)  milliliters  or 
not  more  than  fifteen  (15)  milligrams  per 
dosage  unit,  with  a fourfold  or  greater  quan- 
tity of  an  isoquinoline  alkaloid  of  opium; 

4.  Not  more  than  three  hundred  (300)  milli- 
grams of  dihydrocodeinone,  or  any  of  its 
salts,  per  one  hundred  (100)  milliliters  or 
not  more  than  fifteen  (15)  milligrams  per 
dosage  unit,  with  one  or  more  active,  non- 
narcotic ingredients  in  recognized  thera- 
peutic amounts; 

5.  Not  more  than  one  and  eight  tenths  (1.8) 
grams  of  dihydrocodeine,  or  any  of  its  salts, 
per  one  hundred  (100)  milliliters  or  not 
more  than  ninety  (90)  milligrams  per  dos- 
age unit,  with  one  or  more  active,  nonnar- 
cotic ingredients  in  recognized  therapeutic 
amounts; 

6.  Not  more  than  three  hundred  (300)  milli- 
grams of  ethvlmorphine,  or  any  of  its  salts, 
per  one  hundred  (100)  milliliters  or  not 
more  than  fifteen  (15)  milligrams  per  dos- 
age unit,  with  one  or  more  ingredients  in 
recognized  therapeutic  amounts; 

7.  Not  more  than  five  hundred  (500)  milli- 
grams of  opium  per  one  hundred  (100) 
milliliters  or  per  one  hundred  (100)  grams, 
or  not  more  than  twenty-five  (25)  milli- 
grams per  dosage  unit,  with  one  or  more 
active,  nonnarcotic  ingredients  in  recog- 
nized therapeutic  amounts; 

8.  Not  more  than  fifty  (50)  milligrams  of  mor- 
phine, or  any  of  its  salts,  per  one  hundred 
(100)  milliliters  or  per  one  hundred  (100) 
grams  with  one  or  more  active,  nonnarcotic 
ingredients  in  recognized  therapeutic 
amounts. 

(e)  The  commissioner  of  mental  health  and  mental 
retardation  upon  the  agreement  of  the  commis- 
sioner of  health  and  environment  may  except 
by  rule  any  compound,  mixture,  or  preparation 
containing  any  stimulant  or  depressant  substance 
listed  in  subsections  (b)  and  (c)  from  the  applica- 
tion of  all  or  any  part  of  §§  39-6-401 — 39-6-419.53- 
11-301—53-11-308.  and  53-11-401—53-11-414  if 
the  compound,  mixture,  or  preparation  contains 
one  or  more  active  medicinal  ingredients  not 
having  a stimulant  or  depressant  effect  on  the 
central  nervous  system,  and  if  the  admixtures 
are  included  therein  in  combinations,  quantity, 
proportion,  or  concentration  that  vitiate  the  po- 
tential for  abuse  of  the  substances  which  have 
a stimulant  or  depressant  effect  on  the  central 
nervous  system. 

4.  Schedule  IV:  Low  potential  for  above  relative  to 
Schedule  III  substances;  currently  accepted  medical 
use  in  treatment  in  the  United  States;  and  abuse  may 
lead  to  limited  physical  dependence  or  psychological 
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dependence  relative  to  Schedule  III  substances. 

(a)  Any  material,  compound,  mixture,  or  prepara- 
tion which  contains  any  quantity  of  the  follow- 
ing substances  having  a potential  for  abuse  asso- 
ciated with  a depressant  effect  on  the  central 
nervous  system: 

1.  Barbital 

2.  Chloral  betaine 

3.  Chloral  hydrate 

4.  Ethchlorvynol 

5.  Ethinamate 

6.  Methohexital 

7.  Meprobamate 

8.  Methylphenobarbital 

9.  Paraldehyde 

10.  Petrichloral 

11.  Phenobarbital 

12.  Fenfluramine 

13.  Diethylpropione 

14.  Phentermine 

5.  Schedule  V:  Low  potential  for  abuse  relative  to 
Schedule  IV  substances;  currently  accepted  medical 
use  in  treatment  in  the  United  States;  and  limited 
physical  dependence  or  psychological  dependence 
relative  to  Schedule  IV  substances. 

(a)  Any  compound,  mixture,  or  preparation  con- 
taining limited  quantities  of  not  more  than  one 
hundred  C 1 00)  milligrams  of  opium  per  one 
hundred  (100)  milliliters  which  also  contains 
one  or  more  nonnarcotic  active  medicinal  ingre- 
dients in  sufficient  proportion  to  confer  upon 
the  compound,  mixture,  or  preparation,  valuable 
medicinal  qualities  other  than  those  possessed 
by  the  narcotic  drug  alone. 

6.  Schedule  VI:  Includes  marijuana  and  tetrahydrocan- 
nabinols.  Does  not  apply  to  use  by  certifieid  patients 
under  the  Controlled  Substances  Therapeutic  Re- 
search Act. 

7.  Schedule  VII:  Includes  butyl  nitrate  and  any  isomer 
thereof. 


CONTROLLED  SUBSTANCES, 
Records  and  Reporting 

Any  physician  who  distributes  controlled  substances 
and  charges  for  this  distribution  must  keep  records  for 
two  (2)  years  from  the  date  of  distribution.  Records  must 
include  the  name  and  address  of  the  patient,  the  date, 
and  the  quantity  dispensed. 

All  theft  or  loss  of  controlled  substance  drugs  must  be 
reported  to  the  nearest  regional  office  of  the  Federal  Drug 
Enforcement  Administration.  The  report  should  include 
name  and  address,  DEA  number,  date  of  theft  or  loss,  and 
whether  or  not  local  police  were  informed.  For  safety, 
theft  or  loss  should  also  be  reported  to  the  state’s  Bureau 
of  Drug  Control  in  the  U.S.  Department  of  Justice.  The 
state  Bureau  of  Drug  Control  also  should  be  informed  if 
prescription  blanks  are  stolen. 


CONTROLLED  SUBSTANCES, 
Therapeutic  Research  Act 
T.C.A.  §§  68-52-101  et  seq. 

The  intent  of  the  General  Assembly  in  passing  this  Act 
was  to  permit  research  into  the  therapeutic  applications 
of  marijuana  and  its  derivatives  in  cancer  and  glaucoma 
patients.  This  allows  qualified  physicians  approved  by 
the  Patient  Qualification  Review  Board  (hereafter  “the 
Board”)  to  provide  the  drug  on  a compassionate  basis  to 
seriously  ill  persons  suffering  from  severe  side  effects  of 
chemotherapy  or  radiation  treatment.  Also  included  are 
persons  suffering  from  glaucoma  who  are  not  responding 
to  conventional  treatment. 

The  Act  sets  up  a controlled  substances  therapeutic 
research  program  to  be  administered  by  the  Board.  The 
program  is  limited  to  patients  certified  by  a physician  as 
being: 

(1)  cancer  patients  involved  in  a life  threatening 
situation  in  which  treatment  by  chemotherapy 
or  radiology  has  produced  severe  side  effects;  or 

(2)  glaucoma  patients  who  are  not  responding  to 
conventional  controlled  substances. 

No  patient  will  be  admitted  to  the  program  without 
full  disclosure  by  the  physician  of  the  experimental  nature 
of  the  program,  and  possible  risks  and  side  effects  of  the 
proposed  treatment. 

The  Board  will  have  marijuana  approved  for  use  trans- 
ferred to  a certified  pharmacy  for  distribution  to  a certified 
patient  by  a licensed  pharmacist  upon  a written  order  for 
research  medication  of  the  certified  physician.  Costs  in- 
curred obtaining  and/or  testing  marijuana  are  charged  to 
the  participating  certified  patient. 

Patient  participants  in  the  program  are  immune  from 
state  prosecution  for  possession  of  marijuana.  Physician, 
pharmacy  and  pharmacist  participants  in  the  program  are 
also  immune  from  prosecution  for  possession,  distribution 
and  any  other  authorized  use. 


DEATHS,  Reporting 

T.C.A.  §§  68-4-1 01(C),  68-5-102 

A death  certificate  shall  be  filed  by  a funeral  director 
within  five  (5)  days  after  death  and  prior  to  final  disposi- 
tion. The  medical  certification  shall  be  completed  and 
signed  by  the  physician  in  charge  of  the  decedent’s  care 
within  forty-eight  (48)  hours  after  death,  except  when 
inquiry  is  required  by  the  medical  examiner.  In  the 
absence  of  the  attending  physician,  the  certificate  may 
be  completed  and  signed  by  another  physician  designated 
by  the  physician  or  the  chief  medical  officer  of  the 
institution  where  death  occurred. 

A fetal  death  of  five  hundred  (500)  grams  or  more,  or 
of  twenty-two  (22)  weeks  gestation  or  more,  must  be 
reported  within  ten  (10)  days  after  delivery. 

When  any  person  dies  in  a physician’s  office,  clinic, 
hospital  or  public  institution,  the  physician  must  make 
an  effort  to  contact  the  known  next  of  kin  before  notifying 
the  undertaker  so  that  the  family  may  select  the  funeral 
home  or  crematory  of  their  choice. 


If  next  of  kin  is  not  known,  or  if,  within  eight  (8)  hours 
the  next  of  kin  fails  to  call  an  undertaker  or  crematory 
or  to  dispose  of  the  body  in  some  legal  manner,  the 
physician,  hospital,  clinic  or  institution  may  call  an 
undertaker  to  take  possession  of  the  body. 

The  recipient  of  the  body  must  be  notified  of  any 
known  or  suspected  communicable,  contagious  or  infec- 
tious disease,  including  AIDS,  so  that  the  necessary  and 
proper  precautions  can  be  taken  in  the  handling,  prepara- 
tion and  disposition  of  the  body. 

Violation  of  the  above  constitutes  a misdemeanor  with 
a fine  of  not  less  than  twenty-five  dollars  ($25.00)  or 
more  than  fifty  dollars  ($50.00)  and  imprisonment  of  up 
to  six  (6)  months  at  the  discretion  of  the  court. 


DEATHS,  Suspicious  or  Unusual 
Circumstances  Including  by  Fire 
T.C. A.  §§  38-7-108,  116 

A physician  must  notify  the  county  medical  examiner 
or  the  district  attorney  general,  and  the  local  police  or 
the  county  sheriff,  if  he  knows  of  the  death  of  any  person 
from  sudden  violence,  casualty,  suicide  or  suddenly  when 
in  apparent  good  health.  He  must  also  report  such  a 
situation  when  a person  is  found  dead  in  prison,  or  in 
any  suspicious,  unusual,  or  unnatural  manner,  or  when 
the  body  is  to  be  cremated. 

If  such  a death  occurs  in  a suspicious,  unusual,  or 
unexpected  manner  in  a hospital,  outpatient  facility,  nursing 
home,  treatment  resource,  clinic,  or  other  health  care 
facility , the  facility  must  notify  the  county  medical  examiner. 

When  death  occurs  under  the  above  circumstances,  the 
body  should  not  be  removed  from  its  position  or  location 
unless  authorized  by  the  county  medical  examiner,  except 
to  preserve  the  body  from  loss  or  destruction,  or  to 
maintain  the  flow  of  traffic  on  a highway,  railroad  or 
airport. 

If  a body  is  subject  to  postmortem  examination  under 
the  law,  the  above  provisions  are  suspended  to  the  extent 
necessary  for  the  preservation  of  any  body  or  part  thereof 
where  an  anatomical  gift  has  been  made  in  accordance 
with  the  Uniform  Anatomical  Gift  Act. 

A physician  having  knowledge  of  a fire  death  victim 
must  immediately  notify  the  county  medical  examiner  or 
the  district  attorney  general,  the  local  police,  or  the 
county  sheriff. 

A fire  death  victim  may  not  be  embalmed  without 
authorization  by  the  county  medical  examiner.  This  does 
not  apply  to  fire  death  victims  who  are  police  officers, 
firefighters  and  emergency  medical  technicians,  on  or  off 
duty. 


DEPOSITIONS 

T.C. A.  § 24-9-101 

Practicing  physicians  are  exempt  from  subpoena  to  trial 
but  subject  to  subpoena  to  a deposition. 


DRUG  OVERDOSE,  Reporting 

T.C. A.  § 33-8-301 

Any  physician  who  makes  a diagnosis  or  treats  a person 
for  drug  overdose  who  is  believed  to  be  enrolled  in  grades 
kindergarten  through  twelve  (12)  must  report  the  case  to 
public  school  officials. 

The  report  must  contain  the  type  of  drug  used,  school 
in  which  the  student  is  enrolled,  and  the  name  and 
address  of  the  reporting  physician. 

Violation  of  the  above  is  defined  as  professional  mis- 
conduct and  subject  to  discipline  by  the  Board  of  Medical 
Examiners. 


EMERGENCY  SERVICES 

T.C. A.  § 68-39-512 

A physician  is  not  civilly  or  criminally  liable  for  orders 
or  instructions  given  in  good  faith  to  certified  emergency 
medical  technicians  or  paramedics,  operating  within  their 
technical  abilities  for  emergency  care  under  the  Emer- 
gency Medical  Services  Act. 


EMERGENCY  TREATMENT  OF 
MINORS 

T.C. A.  § 63-6-222 

A licensed  physician  may  perform  emergency  medical 
or  surgical  treatment  on  a minor,  despite  the  absence  of 
parental  consent  or  court  order.  The  physician  must  have 
a good  faith  belief  that  delay  in  rendering  emergency  care 
would,  to  a reasonable  degree  of  medical  certainty,  result 
in  a serious  threat  to  the  life  of  the  minor  or  a serious 
worsening  of  the  minor’s  medical  condition.  Also,  the 
emergency  treatment  must  be  necessary  to  save  the  mi- 
nor’s life  or  prevent  further  deterioration  of  his  condition. 

Emergency  treatment  shall  be  commenced  only  after  a 
reasonable  effort  is  made  to  notify  the  minor's  parents  or 
guardian,  if  known  or  readily  ascertainable. 

Any  physician  rendering  emergency  care  to  a minor 
pursuant  to  this  statute  is  not  liable  for  civil  damages, 
except  damages  resulting  from  the  negligence  of  the 
physician  in  rendering  such  care. 

FAMILY  PLANNING 

T.C. A.  §§  68-34-101  et  seq. 

I.  POLICY  AND  DEFINITION 

A.  The  Family  Planning  Act  was  enacted  by  the 
General  Assembly  in  recognition  of  the  prob- 
lems associated  with  continuing  population 
growth.  The  Act  is  an  attempt  to  insure  the 
availability  and  access  to  contraceptive  proce- 
dures, supplies,  and  information. 

B.  A “physician”  is  defined  under  this  Act  as  a 
doctor  of  medicine  or  doctor  of  osteopathy  li- 
censed to  practice  in  Tennessee  or  the  state  in 
which  he  resides  and  lawfully  practices. 
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II.  AVAILABILITY 

A.  Medically  acceptable  contraceptive  procedures, 
supplies,  and  information  are  to  be  readily  avail- 
able to  Tennesseans  regardless  of  sex,  race,  age, 
income,  number  of  children,  marital  status,  citi- 
zenship or  motive. 

B.  Public  policy  allows  contraceptive  procedures, 
including  medical  procedures  for  permanent  ster- 
ilization, to  be  performed  by  a physician  on  a 
requesting  and  consenting  patient. 

C.  A physician  may  refuse  to  provide  contraceptive 
procedures,  supplies  or  information  for  medical 
reasons. 

D.  A physician,  private  institution,  their  agents  or 
employees,  may  refuse  to  provide  contraceptive 
procedures,  supplies,  and  information  based  on 
religious  or  conscientious  objection.  There  is 
no  liability  for  such  refusal. 

E.  Authorized  persons  in  state  and  county  health 
and  welfare  departments,  medical  facilities  at 
institutions  of  higher  learning,  and  at  agencies 
of  and  instrumentalities  of  this  state  are  permit- 
ted to  disseminate  medically  acceptable  contra- 
ceptive information. 

F.  Public  health  agencies  of  the  state,  counties,  and 
cities  are  permitted  to  provide  contraceptive 
procedures,  supplies,  and  information,  to  the 
extent  family  planning  funds  are  available.  This 
includes  voluntary  sterilization  for  male  or  fe- 
male persons  eligible  for  free  medical  service. 
The  same  service  is  available  to  others,  unable 
to  obtain  private  services,  at  a cost  determined 
by  rules  promulgated  by  the  commissioner  of 
the  Department  of  Health  and  Environment. 

III.  MINORS 

Physicians  may  furnish  contraceptive  supplies  and 
information  to  any  minor  who: 

(1)  is  pregnant;  or 

(2)  is  a parent;  or 

(3)  is  married;  or 

(4)  has  parental  or  legal  guardian  consent;  or 

(5)  is  referred  by  another  physician,  clergyman, 
family  planning  clinic,  school  or  institution 
of  higher  learning  or  any  agency  or  instru- 
mentality of  the  state;  and 

(6)  requests  and  is  in  need  of  birth  control 
procedures,  supplies  or  information. 

IV.  STERILIZATION 

Physicians  and  surgeons  may  perform  a surgical 
interruption  of  the  vas  deferens  or  fallopian  tubes 
(sterilization)  upon  persons  over  eighteen  (18)  years 
of  age  or  under  18  if  legally  married  when  that  person 
requests  such.  The  request  must  be  in  writing  and  a 
full  and  reasonable  medical  explanation  as  to  the 
meaning  and  consequence  of  the  surgery  must  be 
given  by  the  physician  or  surgeon  prior  to  the  surgery. 

V.  CIVIL  LIABILITY  AND  CRIMINAL  PENALTY 

A.  No  physician  or  surgeon  is  civilly  or  criminally 
liable  for  having  performed  sterilization  in  com- 
pliance with  the  above  except  for  negligence. 

B.  It  is  a misdemeanor  to  threaten,  coerce,  intimi- 
date, or  require  any  person  to  submit  to  steriliza- 
tion, punishable  by  a fine  of  five  hundred  dol- 
lars ($500.00)  or  more  and/or  confinement  for 
eleven  (11)  months  and  twenty-nine  (29)  days. 


FEE  SPLITTING 

T.C.A.  § 39-6-1202 

It  is  unlawful  for  a physician  to  divide  or  agree  to 
divide  any  fee  or  compensation,  received  in  the  practice 
of  medicine,  with  any  person,  without  the  knowledge  and 
consent  of  the  person  paying  the  fee. 

Violation  constitutes  a misdemeanor  punishable  by 
fines  from  twenty-five  dollars  ($25.00)  to  one  thousand 
dollars  ($1,000.00)  and  not  more  than  one  (1)  year  in  jail. 

The  court  may  also  cancel  or  annul  the  license  of  such 
physician  on  the  first  offense  and  must  cancel  the  license 
upon  any  subsequent  conviction. 


GOOD  SAMARITAN  LAW 

T.C.A.  § 63-6-218 

A physician  who  renders  emergency  medical  care  in 
good  faith  and  without  charge  is  not  liable  for  civil 
damages  as  a result  of  any  act  or  omission  in  rendering 
emergency  care.  This  includes  any  act  or  failure  to  provide 
or  arrange  for  further  medical  treatment  or  care  except 
injury  resulting  from  a physician’s  gross  negligence. 


GUARDIANSHIP, 

In  Estates  of  Incompetents 

T.C.A.  § 34-4-108 

A court  may  order  a medical  evaluation  of  a person 
alleged  to  be  incompetent.  The  evaluating  physician  must 
submit  a written  report  to  the  court  which  includes  the 
following: 

(1)  the  person’s  medical  history; 

(2)  a description  of  the  nature  and  type  of  disability; 

(3)  an  opinion  as  to  whether  a limited  guardianship 
is  needed  and  the  type  and  scope  of  the  limited 
guardianship  with  a specific  statement  of  the 
reasons  for  the  recommendation;  and 

(4)  such  other  matters  as  the  court  requests. 


IMMUNIZATIONS  REQUIRED  PRIOR 
TO  SCHOOL  ATTENDANCE 

T.C.A.  §§  49-6-5001,  5002  and  Tenn.  Official 
Comp.  Rules  & Regs.  1200-1 4-1 -.29 

Children  attending  any  nursery  school,  day  care  center. 
Head  Start  center,  kindergarten,  or  other  pre-school  day 
school  or  grades  kindergarten  through  twelve  (12)  of  any 
public,  private,  or  church-related  school  must  be  immu- 
nized against  diphtheria,  measles  (rubeola),  pertussis  (whoop- 
ing cough),  poliomyelitis,  rubella,  and  tetanus. 

Certificates  of  immunization  must  be  signed  by  the 
physician  or  other  health  care  provider  administering  the 
immunizations.  Forms  are  furnished  by  the  Department 
of  Health  and  Environment. 

There  are  three  (3)  exemptions  to  mandatory  immuniza- 
tions. A parent  or  guardian  may  file  a signed,  written 
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statement  that  such  immunization  conflicts  with  his  relig- 
ious tenets  and  practices.  This  applies  only  in  the  absence 
of  an  epidemic  or  immediate  threat  thereof. 

Medical  reasons  may  prevent  the  required  immunization. 
Also,  when  such  immunization  would  be  harmful  to  the 
child,  the  necessity  is  overridden.  A written  statement 
by  the  physician  must  certify  either  of  these  exemptions. 


INJURIES,  Reporting 

T.C.A.  § 38-1-101 

A physician  called  upon  to  give  aid  to  a person  suffering 
from  any  wound  or  other  injury  inflicted  by  a knife,  pistol, 
gun,  or  other  deadly  weapon,  or  by  other  means  of  violence, 
or  suffering  from  the  effects  of  poison  or  suffocation, 
must  immediately  report  the  injury  to  the  chief  of  police 
or  sheriff.  It  must  also  be  immediately  reported  to  the 
district  attorney  general  or  a member  of  his  staff. 

The  report  should  include  the  name,  residence,  and 
employer  of  the  injured  person  if  known,  his  whereabouts 
at  the  time  of  the  report,  the  place  the  injury  occurred, 
and  the  character  and  extent  of  the  injury. 


ITINERANT  PHYSICIANS 

T.C.A.  §§  63-6-202,  203 

It  is  unlawful  for  any  itinerant  (traveling)  physician  to 
sell  or  apply,  to  profess  to  cure  or  treat  diseases  or 
deformity  by  any  drug,  nostrum,  manipulation  or  other 
expedient.  There  is  an  implication  that  such  a physician 
is  taking  immediate  advantage  of  a patient  without  regard 
for  ethics  or  consistent  principles. 

Violation  is  a misdemeanor,  subject  to  a fine  of  one 
hundred  dollars  ($100.00)  to  four  hundred  dollars  ($400.00) 
or  imprisonment  up  to  eleven  (11)  months  and  twenty- 
nine  (29)  days.  Each  violation  is  a separate  offense. 


JURY  DUTY 

T.C.A.  § 22-1-103 

Physicians  are  exempt  from  duty  to  act  as  jurors.  They 
are  not  prohibited  from  jury  service,  but  may  exercise 
their  exemption. 


LIVING  WILL 

Right  to  Natural  Death  Act 

T.C.A.  §§  32-11-101  et  seq. 

I.  GENERAL 

A.  The  Tennessee  Right  to  Natural  Death  Act  ex- 
presses the  public  policy  “that  every  person  has 
the  fundamental  and  inherent  right  to  die  natu- 
rally with  as  much  dignity  as  circumstances 


permit  and  to  accept,  refuse,  withdraw  from,  or 
otherwise  control  decisions  relating  to  the  ren- 
dering of  his  or  her  own  medical  care,  specifi- 
cally including  palliative  care  and  the  use  of 
extraordinary  procedures  and  treatment.” 

The  legislature  empowers  the  exercise  of  this 
right  by  written  declaration,  called  a “living 
will.” 

B.  A living  will  is  a legal  instrument  allowing  a 
competent  person  to  direct  that  medical  care 
be  withheld  if  he  is  terminally  ill,  with  no  hope 
for  recovery,  and  death  is  imminent. 

II.  DEFINITIONS 

The  following  definitions  govern  Tennessee  law 

regarding  living  wills: 

A.  “Competent  person”  is  an  individual  able  to 
understand  and  appreciate  the  nature  and  conse- 
quences of  a decision  to  accept  or  refuse  treatment. 

B.  “Health  care  provider,”  “health  care  facility,” 
or  “health  facility”  is  a person,  facility,  or 
institution  licensed  or  authorized  to  provide 
health  or  medical  care. 

C.  “Living  will”  means  a written  declaration,  pur- 
suant to  this  law,  stating  a person’s  desires  for 
medical  care  or  noncare,  including  palliative 
care,  and  other  related  matters  such  as  organ 
donation  and  body  disposal. 

D.  “Medical  care”  includes  any  procedure  or  treat- 
ment rendered  by  a physician  or  health  care 
provider  designed  to  diagnose,  assess,  or  treat 
a disease,  illness  or  injury.  These  include,  but 
are  not  limited  to,  surgery,  drugs,  transfusions, 
mechanical  ventilation,  dialysis,  cardiopulmo- 
nary resuscitation,  artificial  or  forced  feeding, 
radiation  therapy,  or  any  other  medical  act  de- 
signed for  diagnosis,  assessment,  or  treatment 
or  to  sustain,  restore,  or  supplant  vital  body 
function.  In  no  case  shall  this  be  interpreted  to 
allow  the  withholding  of  simple  nourishment 
or  fluids  so  as  to  condone  death  by  starvation 
or  dehydration. 

E.  “Palliative  care”  includes  any  measure  taken 
by  a physician  or  health  care  provider  designed 
primarily  to  maintain  the  patient’s  comfort.  These 
also  include,  but  are  not  limited  to,  sedatives 
and  pain-killing  drugs,  nonartificial  oral  feeding, 
suction  hydration,  and  hygienic  care. 

F.  “Physician”  means  any  person  licensed  or  per- 
mitted to  practice  medical  care  under  Tennessee 
law. 

G.  “Terminal  condition”  means  any  disease,  ill- 
ness, injury,  or  condition  sustained  by  any  hu- 
man being  from  which  there  is  no  reasonable 
medical  expectation  of  recovery  and  which,  as 
a medical  probability,  will  result  in  the  death 
of  such  human  being  within  a short  period  of 
time  regardless  of  the  use  or  discontinuance  of 
medical  treatment  implemented  for  the  purpose 
of  sustaining  life,  or  the  life  processes. 

III.  EXECUTION 

A.  A living  will  must  be  acknowledged  and  signed 
by  the  person  in  the  presence  of  two  (2)  wit- 
nesses. Each  witness  must  verify  in  the  signing 
that  he  is  not  related  to  the  person  by  blood  or 
marriage  and  will  not  be  entitled  to  any  portion 
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of  the  person’s  estate  under  a will  or  codicil. 
The  witness  must  also  verify  that  he  has  no 
claim  against  any  portion  of  the  estate. 

B.  The  attending  physician  and  his  employees  and 
employees  of  such  hospital/nursing  home  in 
which  the  person  is  a patient  may  not  serve  as 
witnesses.  Each  witness  must  verify  in  the  sign- 
ing that  he  is  not  such.  A living  will  should  be 
notarized. 

C.  The  living  will  or  copy  should  be  delivered  to 
the  physician  and  made  a part  of  the  person’s 
medical  record. 

IV.  REVOCATION  AND  COMPLIANCE 

A.  A living  will  may  be  revoked,  regardless  of 
mental  state  or  competency,  in  writing  or  by 
oral  statement.  If  in  writing,  it  must  be  signed 


and  dated  by  the  person  and  at  least  one  (lj 
witness  or  notarized.  Such  revocation  must  be 
effectively  communicated  to  the  attending  phy- 
sician or  other  health  care  provider  (hospital). 
An  oral  revocation  or  statement  must  be  made 
a part  of  the  person’s  medical  record. 

B.  If  a physician  cannot  in  good  conscience  comply 
with  the  provisions  of  such  living  will,  he  must 
inform  his  patient  or,  if  his  patient  is  not  compe- 
tent, the  next  of  kin  or  legal  guardian  and,  if 
requested,  make  every  reasonable  effort  to  assist 
in  the  transfer  of  the  patient  to  another  physi- 
cian. Failure  to  comply  may  result  in  license 
revocation  or  suspension. 

V.  SUGGESTED  STATUTORY  FORM 

The  suggested  statutory  form  is  as  follows: 


LIVING  WILL 

I,  , willfully  and  voluntarily  make  known  my  desire  that  my  dying 

shall  not  be  artificially  prolonged  under  the  circumstances  set  forth  below,  and  do  hereby  declare: 

If  at  any  time  I should  have  a terminal  condition  and  my  attending  physician  has  determined  that 
there  can  be  no  recovery  from  such  condition  and  my  death  is  imminent,  where  the  application  of 
life-prolonging  procedures  would  serve  only  to  artificially  prolong  the  dying  process,  I direct  that 
such  procedures  be  withheld  or  withdrawn,  and  that  I be  permitted  to  die  naturally  with  only  the 
administration  of  medications  or  the  performance  of  any  medical  procedure  deemed  necessary  to 
provide  me  with  comfortable  care  or  to  alleviate  pain. 

In  the  absence  of  my  ability  to  give  directions  regarding  the  use  of  such  life-prolonging  procedures, 
it  is  my  intention  that  this  declaration  be  honored  by  my  family  and  the  physician  as  the  final 
expression  of  my  legal  right  to  refuse  medical  or  surgical  treatment  and  accept  the  consequences  of 
such  refusal. 

I understand  the  full  import  of  this  declaration,  and  I am  emotionally  and  mentally  competent  to 
make  this  declaration.  In  acknowledgment  whereof,  I do  hereinafter  affix  my  signature  on  this  the 
day  of , 19 


Declarant 

We,  the  subscribing  witnesses  hereto,  are  personally  acquainted  with  and  subscribe  our  names 
hereto  at  the  request  of  the  declarant,  an  adult,  whom  we  believe  to  be  of  sound  mind,  fully  aware 
of  the  action  taken  herein  and  its  possible  consequences. 

We,  the  undersigned  witnesses,  further  declare  that  we  are  not  related  to  the  declarant  by  blood  or 
marriage;  that  we  are  not  entitled  to  any  portion  of  the  estate  of  the  declarant  upon  his  decease  under 
any  will  or  codicil  thereto  presently  existing  or  by  operation  of  law  then  existing;  that  we  are  not  the 
attending  physician,  an  employee  of  the  attending  physician  or  a health  facility  in  which  the  declarant 
is  a patient;  and  that  we  are  not  a person  who,  at  the  present  time,  has  a claim  against  any  portion 
of  the  estate  of  the  declarant  upon  his  death. 


Witness 


Witness 


Subscribed,  sworn  and  acknowledged  before  me  by 

the  declarant,  and  sub- 
scribed and  sworn  to  before  me  by 

and , witnesses,  this 

day  of , 19 


Notary  Public 
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VI.  EFFECTIVENESS 

A.  The  living  will  is  effective  from  the  date  of 
execution  until  revoked. 

B.  A person  may  reexecute  a living  will  as  pre- 
scribed above  including  after  a diagnosis  of  a 
terminal  illness.  If  more  than  one  (1)  living  will 
is  executed,  the  latest  known  to  the  attending 
physician  takes  precedence. 

C.  If  the  person  becomes  comatose  or  incapable  of 
communication  with  the  attending  physician, 
the  will  remains  in  effect  until  the  person  is 
able  to  communicate  with  the  attending  physi- 
cian. 

VII.  PENALTY 

A.  Any  person  who  willfully  conceals,  cancels, 
defaces,  obliterates,  damages,  falsifies  or  forges 
the  living  will  or  revocation  of  another  person 
without  his  consent  is  civilly  liable  and  subject 
to  criminal  prosecution  for  a misdemeanor. 

B.  If  a health  care  provider  commits  any  of  the 
above,  he  is  also  subject  to  administrative  and 
professional  discipline. 

VIII.  CONSTRUCTION  AND  EFFECT 

A.  The  withholding-withdrawal  of  medical  care  from 
a person  in  accordance  with  this  part  of  Tennes- 
see law  will  not  constitute  a suicide,  euthanasia, 
or  homicide. 

B.  No  physician,  health  care  facility,  or  other  health 
care  provider,  health  care  sendee  plan,  insurer 
issuing  disability-  insurance,  self-insured  employee 
welfare  benefit  plan,  or  nonprofit  hospital  plan 
shall  require  any  person  to  execute  a living  will 
as  a condition  for  being  insured  or  receiving 
health  care  sendees. 

C.  No  physician,  health  care  facility,  or  health  care 
provider  acting  under  the  direction  of  a physi- 
cian who  causes  or  participates  in  the  withholding/ 
withdrawal  of  life-sustaining  procedures,  in  ac- 
cordance with  Tennessee  law,  is  subject  to  civil 
liability,  guilty  of  any  criminal  act  or  of  unpro- 
fessional conduct. 

D.  No  physician  or  health  care  provider  is  subject 
to  civil  or  criminal  liability  or  considered  guilty 
of  unprofessional  conduct  as  a result  of  actions 
under  this  law  which  are  in  accord  with  reason- 
able medical  standards  or  as  a result  of  another 
physician’s  or  health  care  provider's  actions  or 
failure  to  act  in  accordance  with  Tennessee 
law,  i.e.,  no  joint  liability. 


MALPRACTICE,  Statute  of  Limitations 

T.C.A.  §§  28-1-106,  28-3-104,  29-26-116 

The  statute  of  limitations  in  malpractice  actions  is  one 
(1)  year  from  the  date  of  alleged  injury.  If  the  alleged 
injury  is  not  discovered  within  the  one  (1)  year  period, 
the  period  of  limitation  is  one  (1)  year  from  the  date  of 
discovery. 

No  action  for  malpractice  may  be  brought  after  three 
(3)  years  of  the  date  the  alleged  negligent  act  or  omission 
occurred  unless  there  is  fraudulent  concealment  or  where 
a foreign  object  was  negligently  left  in  the  patient's  body. 


The  statute  of  limitations  is  extended  for  minors  and 
persons  of  unsound  mind.  “Minority”  is  defined  as  under 
eighteen  (18]  years  of  age. 

A guardian  or  representative  of  a minor  or  a person  of 
unsound  mind  may  bring  an  action  during  the  above 
time  periods  OR  the  person  alleging  injury  must  bring  the 
action  within  one  (1)  year  after  the  removal  of  such 
disability  [reaching  age  eighteen  (18]  or  being  of  sound 
mind]. 

Actions  in  malpractice  alleging  fraudulent  concealment 
must  be  brought  within  one  (1]  year  after  discovery. 

Actions  regarding  a foreign  object  must  be  brought 
within  one  (1]  year  after  the  alleged  injury  or  wrongful 
act  is  discovered  or  should  have  been  discovered. 


MATURE  MINOR  DOCTRINE, 

Drug  Abuse 

T.C.A.  § 63-6-220 

A physician  may  treat  juvenile  drug  users  without  prior 
parental  consent.  A physician  may  use  his  own  discretion 
in  determining  whether  to  notify  the  juvenile’s  parents 
of  such  treatment. 


MATURE  MINOR  DOCTRINE, 
Informed  Consent 
T.C.A.  § 29-26-115 

In  a malpractice  action,  the  mature  minor  exception 
requiring  consent  for  the  medical  treatment  of  a minor  is 
part  of  the  common  law.  In  application,  it  is  a question 
of  fact  for  the  jury  to  determine  whether  the  minor  has 
the  capacity  to  consent  to  and  appreciate  the  nature,  risks, 
and  consequences  of  the  medical  treatment  involved. 

The  capacity  to  consent  depends  on  age.  ability,  experi- 
ence, education,  training,  and  degree  of  maturity  or  judg- 
ment obtained  by  the  minor  at  the  time  of  the  incident 
involved.  It  also  depends  on  the  conduct  and  demeanor 
of  the  minor  at  the  time  of  the  incident. 


MEDICAL  RECORDS,  Preservation 

T.C.A.  § 68-11-305 

There  is  no  statutory  requirement  specifically  mandat- 
ing the  time  period  a physician  must  preserve  medical 
records.  However,  there  is  a requirement  as  to  the  preserva- 
tion of  hospital  medical  records  and  we  suggest  the 
following  guidelines: 

(1]  Medical  records  (including  inactive  files  and 
records  on  deceased  patients]:  Ten  (10)  years 
unless  the  patient  is/was  mentally  disabled  or 
a minor.  If  mentally  disabled  or  a minor,  the 
records  are  to  be  kept  for  the  period  of  disability 
or  minority  plus  one  (1)  year  OR  ten  (10)  years, 
whichever  is  longer. 
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(2)  X-ray  film:  Four  (4)  years  after  date  of  exposure. 
However,  written  findings  or  interpretations  of 
a radiologist  who  read  film  are  to  be  kept  as  (1) 
above. 


MEDICAL  STAFF,  Hospital 
Tenn.  Official  Comp.  Rules  & Regs.  1200-8-3- 
.01  and  1 200-8-3-.02  under  the  authority  of 
T.C.A.  §§  68-11-201,  205,  209,  218  and  303 

The  minimum  standards  for  the  organization  and  author- 
ity of  a hospital  medical  staff  are  set  forth  in  rules  and 
regulations  promulgated  by  the  Tennessee  Board  for  Li- 
censing Health  Care  Facilities. 

I.  DEFINITIONS 

A.  A “certified  nurse  midwife”  is  a person  licensed 
as  a registered  nurse  by  the  Board  of  Nursing, 
a graduate  of  a program  in  nurse  midwifery  and 
currently  certified  by  the  American  College  of 
Nurse-Midwifery. 

B.  A “clinical  psychologist”  is  a person  currently 
licensed  as  such  by  the  Board  of  Examiners  in 
Psychology. 

C.  A “dentist”  is  a person  currently  licensed  as 
such  by  the  Board  of  Dentistry. 

D.  The  “medical  staff”  of  a hospital  is  defined  as 
an  organized  body  composed  of  individuals  ap- 
pointed to  the  medical  staff  of  the  hospital  by 
the  hospital  governing  board.  All  members  of 
the  medical  staff  shall  be  licensed  to  practice 
in  Tennessee,  except  interns  and  residents. 

E.  A “physician”  is  a person  duly  licensed  in 
Tennessee  to  practice  medicine  by  the  State 
Board  of  Medical  Examiners  or  to  practice  oste- 
opathy by  the  Board  of  Osteopathic  Examiners. 

F.  A “podiatrist”  is  a person  licensed  as  such  by 
the  Board  of  Registration  in  Podiatry. 

G.  A “psychologist”  is  a person  who  has  received 
a doctorate  degree  in  psychology  from  an  ac- 
credited educational  institution  recognized  by 
the  Board  of  Examiners  in  Psychology  as  main- 
taining satisfactory  standards  and  is  duly  li- 
censed as  a psychologist  in  Tennessee. 

II.  MEDICAL  STAFF 

A.  The  medical  staff  shall  be  appointed  by  the 
governing  authority  in  accordance  with  the  hos- 
pital’s bylaws  for  terms  not  to  exceed  two  (2) 
years.  This  group,  with  the  approval  of  the 
governing  authority  of  the  hospital,  shall  initiate 
and  adopt  rules,  regulations  and  policies. 

B.  Required  Bylaw  Provisions 

(1]  The  hospital  and  medical  staff  bylaws  shall 
contain  procedures  governing  decisions  or 
recommendations  of  appropriate  authorities 
concerning  the  granting,  revocation,  sus- 
pension and  renewal  of  medical  staff  ap- 
pointments, reappointments  and/or  deline- 
ations of  privileges.  At  a minimum  the 
procedures  must  include: 

(a)  a formal  procedure,  governed  by  writ- 
ten rules  and  regulations,  covering  the 
application  for  medical  staff  member- 


ship and  the  method  of  processing 
applications; 

(b)  a procedure  covering  the  submission 
and  processing  of  applications  involv- 
ing the  administrator,  credentials  com- 
mittee of  the  medical  staff  or  its  coun- 
terpart, and  the  governing  body,  all 
functioning  on  a regular  basis; 

(c)  the  selection  of  physicians,  dentists 
and  podiatrists  and  definition  of  their 
medical  privileges  for  new  and  re- 
newed appointments  based  on  written, 
defined  criteria; 

(d)  actions  taken  on  medical  staff  appoint- 
ment applications  by  the  governing 
body  be  in  writing  and  retained; 

(e)  written  notification  to  applicants  from 
the  governing  body  or  its  designated 
representative; 

(f)  applicants  selected  for  medical  staff 
appointment  sign  an  agreement  to  abide 
by  the  rules,  regulations  and  bylaws 
of  the  hospital;  and 

(g)  a procedure  for  appeal  and  hearing 
by  the  governing  body  or  other  desig- 
nated committee  if  the  applicant  or 
medical  staff  thinks  the  decision  is 
unfair  or  wrong. 

(2)  The  governing  body  is  responsible  for  ap- 
pointing medical  staff  and  delineating  privi- 
leges. Criteria  for  appointment  and  de- 
lineation of  privileges  must  be  clearly  de- 
fined and  included  in  the  medical  staff 
bylaws.  They  must  relate  to  standards  of 
patient  care,  patient  welfare,  the  objectives 
of  the  hospital  or  the  character  or  compe- 
tency of  the  individual  practitioner.  Proce- 
dures for  appointment  and  delineation  of 
privileges  must  be  calculated  to  determine 
whether  the  defined  criteria  have  been  met. 

(3)  Medical  staff  bylaws  must  include  provi- 
sion for  medical  staff  privileges  for  practi- 
tioners of  those  schools  of  the  healing  arts 
who  are  licensed  to  perform  acts  or  func- 
tions appropriate  to  the  hospital.  Privileges 
may  be  denied  as  otherwise  appropriate 
under  these  standards. 

(4)  A hospital  may  make  appointment  to  the 
medical  staff  contingent  upon  appointments 
to  the  faculty  of  a medical,  dental  or  podia- 
try school.  In  such  cases,  loss  of  faculty 
appointment  automatically  results  in  loss 
of  medical  staff  membership. 

(5)  Hospital  and  medical  staff  bylaws  may  con- 
tain provisions  for  active,  associate  or  cour- 
tesy medical  staff  membership  and/or  grant 
clinical  privileges  to  licensed  clinical  psy- 
chologists and  certified  nurse-midwives. 
Such  individuals  must  practice  within  the 
scope  of  their  Tennessee  license.  They  can- 
not be  granted  independent  patient  admis- 
sion privileges.  The  overall  care  of  each 
patient  must  be  under  the  supervision  of  a 
physician  member  of  the  medical  staff. 

(6)  Qualifications.  To  be  eligible  for  medical 
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staff  membership,  an  applicant  must  be  a 
graduate  of  an  approved  program  of  medi- 
cine, dentistry,  osteopathy,  podiatry,  psy- 
chology, or  nurse-midwifery,  legally  licensed 
in  Tennessee,  competent  in  his  respective 
field  and  worthy  in  character  and  in  profes- 
sional ethics. 

(7)  Meetings.  The  medical  staff  must  meet  at 
least  once  quarterly  for  review  and  analysis 
of  the  hospital  clinical  experience.  Patient 
medical  records  shall  be  the  basis  for  such 
review.  Written  records  of  all  meetings  shall 
be  kept  in  confidence  by  the  hospital  and 
members  of  the  medical  staff,  except  when 
requested  by  the  Department  of  Health  and 
Environ  merit. 

(8)  Types  of  Staff.  If  acceptable,  an  applicant 
should  be  appointed  up  to  biannuallv  by 
the  governing  board  and  assigned  to  one 
of  several  medical  staff  classifications,  such 
as  honorary  staff,  consulting  staff,  active 
staff,  associate  or  courtesy  staff. 

(9)  Interns  and  Residents.  The  medical  staff 
shall  direct  the  interns  and  residents  in  the 
diagnosis  and  treatment  of  all  patients  and 
in  the  performance  of  any  other  profes- 
sional duties,  in  compliance  with  such  rules 
for  professional  sendees  of  interns  and  resi- 
dents as  the  medical  staff  should  prescribe 
and  certify  to  the  governing  body  and  the 
administrative  officer. 

(10)  Supendsion  of  Patient  Care.  All  persons 
admitted  to  any  institution  covered  by  these 
standards  must  be  under  the  care  of  a 
physician,  dentist  or  podiatrist  duly  licensed 
to  practice  the  healing  arts  in  Tennessee. 

Every  person  admitted  for  care  or  treat- 
ment must  be  under  the  supendsion  of  a 
physician  holding  an  unlimited  license  to 
practice  the  healing  arts  in  Tennessee. 

This  does  not  preclude  admission  by  a 
dentist  or  podiatrist  licensed  to  practice  the 
healing  arts  in  Tennessee  with  the  concur- 
rence of  a physician  member  of  the  medical 
staff. 


MENTALLY  ILL,  Commitment 

T.C.A.  §§  33-3-101  et  seq.,  33-6-101  et  seq. 

The  law  specifically  states  that  “no  person  shall  be 
deprived  of  his  liberty7  on  the  grounds  that  he  is,  or  is 
supposed  to  be,  mentally7  ill,  mentally7  retarded,  or  in 
need  of  mental  treatment,  except...”  as  provided  by7  law. 

There  are  three  (3)  types  of  commitment  for  the  mentally 
ill:  voluntary,  involuntary  or  emergency7,  and  judicial. 

Voluntary  Hospitalization 

Any7  person  over  sixteen  (16)  y7ears  old,  or  the  spouse, 
parent,  legal  guardian  custodian  on  behalf  of  a person 
less  than  eighteen  (18)  years  old.  may  apply  for  admission 
to  a public  or  private  hospital  or  treatment  resource  for 
diagnosis,  observation  and  treatment  of  a mental  illness. 

Upon  application,  an  admitting  physician  must  deter- 


mine the  need  for  hospitalization.  No  person  under  eigh- 
teen (18)  yuars  old  may  be  admitted  for  more  than  one 
six  (6)  month  period  unless  the  hospital  treatment  re- 
source admissions  review  committee  approves  further 
hospitalization. 

At  any  time,  the  patient,  patient’s  spouse,  parent  of  a 
minor  patient,  or  the  legal  guardian  custodian  may  request 
release  by7  filing  a written  application  with  the  superinten- 
dent. The  superintendent  must  release  the  patient  within 
twelve  (12)  hours  after  the  receipt  of  the  request  or  at  the 
time  stated  in  the  request,  whichever  is  later.  The  patient 
may7  be  held  only  if  the  superintendent  admitted  the 
patient  on  an  involuntary7  emergency7  basis. 

Involuntary/Emergency  Hospitalization 

A person  is  subject  to  detainment  for  involuntary7 
emergency7  hospitalization  only7  if  a licensed  physician 
or  officer  authorized  to  make  arrests  in  Tennessee  has 
reason  to  believe  that  he  is  mentally  ill  and  poses  an 
immediate  “substantial  likelihood  of  serious  harm.”* 

The  officer  or  physician  may  take  the  person  into 
custody7  without  a civil  order  or  warrant  for  immediate 
examination  for  certification  of  need  for  care  and  treat- 
ment. 

If  a physician  takes  custody7  of  such  a person  or  a 
person  is  brought  to  the  physician  for  examination,  the 
physician  must  immediately  examine  the  person  and 
decide  w7hether  the  person  is  subject  to  admission  to  a 
hospital  treatment  resource. 

The  physician  must  release  the  person  if  he  is  not 
subject  to  admission.  The  physician  must  complete  a 
certificate  of  need-7  for  emergency7  diagnosis,  evaluation, 
and  treatment  showing  the  factual  foundation^  for  the 
conclusions  listed  below  if  the  person  is  subject  to  admis- 
sion. The  person  must: 


*“Substantial  likelihood  of  serious  harm”  defined — 
Standards  for  commitment  to  involuntary  care  and  treat- 
ment. IF  AND  ONLY  IF 

a person  has  threatened  or  attempted  suicide  or  to 
inflict  serious  bodily7  harm  on  himself,  OR 

the  person  has  threatened  or  attempted  homicide  or 
other  violent  behavior,  OR 

the  person  has  placed  others  in  reasonable  fear  of 
violent  behavior  and  serious  physical  harm  to  them,  OR 
the  person  is  unable  to  avoid  severe  impairment  or 
injury7  from  specific  risks,  AND 

there  is  a substantial  likelihood  that  such  harm  will 
occur  unless  the  person  is  placed  under  involuntary7 
treatment. 

“‘A  certificate  of  need”  is  invalid  if  made  by  a profes- 
sional w7ho  is  the  spouse,  parent,  grandparent,  brother, 
sister,  child,  aunt,  uncle,  nephew7  or  niece  of  the  person 
who  is  the  subject  of  the  petition,  application  or  certifi- 
cate. It  is  also  invalid  if  made  by7  a professional  having 
an  owmership/interest  in  the  private  facility  in  which  the 
person  is  to  be  detained. 

■“"“Factual  foundation”  means  the  physician  is  required 
to  list  specific  instances  of  acts  or  behavior  that  lead  him 
to  the  conclusions  that  the  person 

(1)  is  mentally7  ill;  and 

(2)  poses  an  immediate  substantial  likelihood  of 
serious  harm  because  of  the  mental  illness;  and 

(3)  is  in  need  of  care,  training,  or  treatment  because 
of  the  mental  illness;  and 

(4)  has  needs  that  cannot  be  suitably  met  by7  other 
less  drastic  alternatives  than  placement  in  a 
hospital  treatment  resource. 
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(1)  be  mentally  ill; 

(2)  pose  an  immediate  substantial  likelihood  of  seri- 
ous harm  because  of  the  mental  illness; 

(3)  be  in  need  of  care,  training,  or  treatment  because 
of  the  mental  illness;  and 

(4)  have  needs  which  cannot  be  suitably  met  by 
other  less  drastic  alternatives  than  placement 
in  a hospital/treatment  resource. 

A licensed  Ph.D.  psychologist,  with  competency  in 
clinical  psychology  and  three  (3)  years  active  clinical 
practice  and  currently  practicing  clinical  psychology,  may 
take  the  above  action  authorized  for  a physician  and 
perform  any  duty  imposed  on  a physician  by  the  above. 

The  receiving  hospital/treatment  resource  must  have  a 
licensed  physician  give  the  person  a physical  and  mental 
examination  to  determine  admission.  This  physician  must 
also  complete  a certificate  of  need  for  emergency  diagno- 
sis, evaluation  and  treatment  showing  the  factual  founda- 
tion for  the  conclusions  listed  above  if  he  finds  the  person 
is  mentally  ill.  If  the  physician  finds  the  person  is  not 
mentally  ill,  he  must  release  the  person. 

The  application  for  admission  must  be  accompanied 
by  the  two  (2)  certificates  of  need  and  state  the  circum- 
stances under  which  the  person  was  taken  into  custody 
and  reasons  for  doing  so.  If  admission  is  to  a private 
facility,  one  (1]  of  the  required  certificates  of  need  must 
be  from  a professional  who  is  not  an  employee  of  the 
facility. 

The  superintendent  of  the  licensed  private  or  public 
hospital/treatment  resource  must  determine  that  the  per- 
son is  subject  to  admission.  If  so,  the  facility  may  admit 
the  person  for  emergency  diagnosis,  evaluation  and  treat- 
ment. The  superintendent  must  also  notify  the  general 
sessions  judge  in  the  area,  by  phone  or  in  person,  of  the 
admission  and  provide  information  from  the  certificates 
of  need  and  any  other  information  the  court  requests 
related  to  the  person’s  condition. 

The  court  must  find  that  there  is  probable  cause  to 
believe  the  person  is  subject  to  admission  and  may  order 
the  person  admitted  for  up  to  five  (5)  days  from  the  date 
of  order,  excluding  Saturdays,  Sundays  and  legal  holi- 
days. This  period  is  for  diagnosis,  evaluation  and  treat- 
ment pending  a probable  cause  hearing.  The  court  must 
give  notice  by  mail  of  the  time  and  place  of  the  hearing 
to  the  admitted  person,  his  attorney,  the  hospital/ 
treatment  resource  superintendent,  the  parent,  guardian, 
spouse  or  adult  next  of  kin.  If  the  court  does  not  order 
the  person  admitted,  then  he  must  be  released. 

The  superintendent  must  give  personal  notice  of  the 
order  to  the  admitted  person  and  the  right  to  have  an 
attorney.  If  the  admitted  person  does  not  employ  an 
attorney,  the  court  must  appoint  one  not  later  than  two 
(2]  days  after  the  original  detention  or  three  (3)  days 
before  the  date  of  the  hearing,  whichever  is  earlier. 

Also,  the  superintendent  must  give  notice  by  phone  or 
mail  to  the  parent,  guardian,  spouse,  or  adult  next  of  kin. 
The  notice  must  state  specifically  the  basis  for  detention 
and  the  standards  for  possible  future  commitment. 

If  the  judge  is  unavailable  for  the  above  determinations, 
the  admitting  facility  may  not  hold  the  person  for  more 
than  twenty-four  (24)  hours  pending  a court  order.  Also, 
only  emergency  treatment  may  be  rendered  during  this 
time. 

No  treatment  may  be  given  that  will  make  the  person 
unable  to  consult  with  his  attorney  or  prepare  to  defend 


himself  in  proceedings  for  involuntary  care  and  treatment. 

If  the  court  determines  that  the  person  is  unable  to 
understand  the  nature  of  the  proceedings  and  communi- 
cate with  his  attorney,  the  court  may  appoint  another 
person  as  guardian  ad  litem. 

The  court  may  order  the  person  held  for  care  and 
treatment  for  a maximum  of  fifteen  (15)  days  upon  a 
finding  of  probable  cause. 

Within  the  fifteen  (15)  day  period  a complaint  must 
be  filed  alleging  that  the  person  is  subject  to  involuntary 
care  and  treatment  due  to  the  “substantial  likelihood  of 
serious  harm.”  This  complaint  becomes  the  basis  for 
judicial  hospitalization. 

Judicial  Hospitalization 

A parent,  guardian,  spouse,  responsible  adult  relative, 
licensed  clinical  psychologist,  health  or  public  welfare 
officer,  officer  authorized  to  make  arrests  in  Tennessee, 
or  the  head  of  an  institution  which  the  person  is  in  may 
file  a complaint  requiring  involuntary  care  and  treatment 
of  a mentally  ill  person. 

Judicial  commitment  requires  two  (2)  licensed  physi- 
cians to  file  certificates  of  need  for  care  and  treatment. 
These  certificates  must  state  the  person  is  mentally  ill, 
poses  a “substantial  likelihood  of  serious  harm”  because 
of  mental  illness,  needs  care,  training,  or  treatment  be- 
cause of  the  mental  illness,  and  all  available  less  drastic 
alternatives  are  unsuitable  to  meet  the  needs  of  the  person. 
The  physicians  must  list  specific  behavior,  acts  and  cir- 
cumstances as  to  the  above. 

The  court  must  find  the  person  is  mentally  ill,  poses 
a “substantial  likelihood  of  serious  harm”  because  of  the 
mental  illness,  needs  care,  training,  or  treatment  because 
of  the  mental  illness,  and  all  available  less  drastic  alterna- 
tives are  unsuitable  to  meet  the  needs  of  the  person.  If 
the  court  finds  such,  judicial  commitment  may  be  or- 
dered. Otherwise,  the  court  may  order  the  release  of  the 
person. 

Any  person,  hospitalized  pursuant  to  court  order,  or 
his  attorney,  parent,  guardian,  spouse  or  adult  next  of 
kin,  is  entitled  to  reexamination  after  ninety  (90)  days. 
The  request  must  be  made  in  writing  to  the  superinten- 
dent. The  person  must  be  reexamined  at  least  every  six 
(6)  months. 

Penalties  and  Immunity  for  Wrongful 
Hospitalization 

Any  individual  who  does  not  have  probable  cause  for 
believing  a person  to  be  mentally  retarded  or  mentally  ill 
and  causes  or  conspires  with  or  assists  another  to  cause 
hospitalization  or  admission  of  such  person  is  subject  to 
a fine  of  not  more  than  five  thousand  dollars  ($5,000.00) 
and/or  imprisonment  from  one  (1)  to  five  (5)  years. 

The  same  penalty  applies  if  any  individual  causes  or 
conspires  with  or  assists  another  to  cause  the  denial  of 
any  rights  accorded  the  person  under  Tennessee  law. 

Any  physician  who  knowingly  makes  any  false  certifi- 
cate or  application  as  to  the  mental  condition  of  any 
person  is  subject  to  the  same  penalty. 

Any  person  acting  in  good  faith,  reasonably  and  with- 
out negligence,  in  connection  with  preparing  petitions, 
applications,  certificates  or  other  documents  or  the  appre- 
hension, detention,  discharge,  examinations,  transporta- 
tion or  treatment  of  a person  under  the  provisions  of  the 
law  is  free  from  civil  and  criminal  liability. 
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Informing  Patients  of  Rights 

The  attending  physician  or  superintendent  of  the  hospitals 
treatment  resource  must  inform  a patient  admitted  for 
diagnosis,  observation  and  treatment  of  a mental  illness 
in  a simple,  non-technical  language  all  rights  afforded 
under  the  law. 

The  following  is  suggested  by  the  Department  of  Mental 
Health  and  Mental  Retardation: 

RIGHTS  OF  PATIENTS 

1.  Unless  you  have  been  found  to  be  incompetent  by 
court,  you  keep  all  constitutional  rights  such  as:  to 
vote,  to  sell  and  buy  real  estate  and  personal  property, 
to  make  contracts. 

2.  You  have  other  rights  such  as:  to  receive  visitors,  to 
receive  uncensored  mail  from  your  attorney,  personal 
physician,  minister,  family  and  friends;  to  communi- 
cate by  sealed  mail  with  these  people;  to  have  access 
to  phones  when  available,  etc. 

3.  You  are  entitled  to  humane  care  and  treatment  includ- 
ing recognition  and  protection  of  your  personal  dig- 
nity, receiving  medical  care  and  other  professional 
sendees,  as  well  as  education  and  training  suitable  to 
your  needs. 

4.  You  will  not  be  subjected  to  any  physical  restraints, 
including  isolation,  except  by  order  of  a professional 
staff  member  as  required  by  your  medical  or  treatment 
needs. 

5.  You  will  not  be  forced  to  take  medication  without 
your  consent  unless  your  condition  or  behavior  re- 
quires authorized  forced  medication. 

6.  You  will  participate  in  reviewing  your  treatment  plan 
on  a regular  basis. 

7.  You  have  the  right  to  employ,  at  your  expense,  medi- 
cal, legal  and/or  psychiatric  consultants  outside  of 
this  hospital. 

8.  Your  communication  to  the  staff  and  any  information 
recorded  about  you  and  your  illness  will  not  be 
released  without  your  written  consent. 

9.  You  have  access  to  grievance  procedures.  Grievance 
forms  are  available  on  your  ward.  Assistance  in  com- 
pleting the  form  will  be  provided  you,  if  needed. 

10.  If  you  are  a minor  under  the  age  of  eighteen  (18} 
years,  no  electroconvulsive  (shock)  treatment  will  be 
given  to  you  unless  a com!  hears  your  case,  finds 
such  therapy  necessary  for  your  health  and  orders  it. 
Or  if  the  therapy  is  necessary  to  save  your  life,  then 
a petition  and  affidavit  are  filed  with  the  court  and 
treatment  may  be  initiated.  Patients  over  eighteen  (18) 
years  of  age  will  not  receive  electroconvulsive  therapy 
(ECT)  without  their  or  their  guardians’  WTitten  in- 
formed consent. 

11.  You  will  be  given  notice  of  transfer  to  another  state 
hospital,  if  such  transfer  is  in  your  best  interest. 

12.  You  will  be  fully  informed  and  will  give  informed 
consent  prior  to  participation  in  any  research  project. 
You  may  refuse  to  participate  in  any  research  project, 
and  your  refusal  will  not  affect  your  treatment  in  any 
way. 

13.  You  have  access  to  information  as  to  how  much  you 
are  charged  for  your  care  and  treatment  in  the  hospital. 
Hospital  care  is  NOT  FREE.  The  hospital  charges  are 
based  upon  your  ability  to  pay.  A Reimbursement 
Office  worker  will  talk  to  you  about  this  unless  this 


requirement  is  specifically  waived  by  law.  The  hospi- 
tal will  continue  to  seek  payment  for  your  stay  after 
you  have  been  released.  You  should  contact  the  Reim- 
bursement Office  for  further  information  at  the  time 
of  discharge. 


NEWBORN  TESTING,  Eyes 

T.C.A.  §§  68-5-201,  202  and  Tenn.  Official 
Comp.  Rules  & Regs.  1200-1 4-1 -.28 

It  is  the  duty  of  a physician,  nurse,  or  midwife,  wiio 
assists  or  is  in  charge  of  any  infant  at  birth,  or  having  the 
care  of  the  infant  after  birth,  to  treat  the  eyes  of  the  infant 
with  a prophylaxis  approved  by  the  Department  of  Health 
and  Environment.  The  department  has  designated  and 
approved  the  following  agents  as  a standard  prophylactic 
against  ophthalmia  neonatorum  when  administered  in 
accordance  with  the  manufacturer’s  instructions: 

Silver  nitrate-1%  aqueous  solution 
Erythromycin  ophthalmic  ointment 
Tetracycline  ophthalmic  ointment 
Tetracycline  ophthalmic  suspension 
The  prophylactic  shall  be  given  using  one  of  the  appro- 
priate agents  designated  as  soon  as  practical  after  the  birth 
of  the  infant  but  always  within  one  hour.  Silver  nitrate 
is  effective  in  preventing  gonococcal  infections  but  does 
not  prevent  chlamydial  disease  and  frequently  causes 
chemical  conjunctivitis.  Erythromycin  and  tetracycline 
are  effective  in  preventing  both  gonococcal  and  chlamydial 
ophthalmia  and  do  not  cause  chemical  conjunctivitis. 
However,  the  topical  use  of  these  drugs  does  not  prevent 
nasopharyngeal  chlamydial  infection  or  pneumonia.  Sil- 
ver nitrate-1%  is  the  product  least  likely  to  be  adversely 
affected  by  extended  storage  and  varying  temperatures. 

Any  redness,  swelling,  inflammation,  or  gathering  of 
pus  appearing  in  or  about  the  eyes  or  the  lid  of  the  infant 
within  two  (2)  wreeks  after  birth  must  be  reported  to  the 
local  health  officer  or  a competent  practicing  physician 
within  six  (6)  hours  of  discover}' . 

Failure  to  comply  with  the  above  is  a misdeameanor, 
punishable  by  a fine  of  five  dollars  (S5.00)  to  one  hundred 
dollars  (S100.00)  and/or  imprisonment  up  to  six  (6)  months. 


NEWBORN  TESTING, 
Metabolic/Genetic  Defects 

T.C.A.  §§  68-5-401  et  seq. 

As  a matter  of  public  policy  and  in  the  interest  of 
public  health,  ever}'  newrborn  infant  must  be  tested  for 
phenylketonuria,  hypothyroidism,  and  other  metabolic/ 
genetic  defects  that  wnuld  result  in  mental  retardation 
or  physical  dysfunction. 

A private  physician  attending  the  child  must  notify  the 
parent  guardian  of  a necessary  second  test  if  the  first  test 
result  is  positive. 

The  only  exemption  to  testing  and  medical  treatment 
of  the  child  is  the  parent  guardian  filing  a signed.  WTitten 
statement  that  such  tests  and  treatment  conflict  with  his 
religious  tenets  and  practices,  affirmed  under  penalties 
of  perjury  with  the  Department  of  Health  and  Environment. 
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PEER  REVIEW  COMMITTEES 

T.C.A.  §§  63-6-219,  68-11-218 

Defined 

A “medical  review  committee”  is  any  committee  of  a 
state  or  local  professional  association  or  society,  or  a 
committee  of  any  licensed  health  care  institution  or  the 
medical  staff  thereof.  Included  also  is  any  committee  of 
a medical  care  foundation,  health  maintenance  organiza- 
tion, or  preferred  provider  organization,  or  individual 
practice  association  or  similar  entity,  functioning  to  evalu- 
ate and  improve  the  quality  of  health  care  rendered  by 
physicians,  or  to  determine  that  health  care  services 
rendered  were  professionally  indicated  or  performed  in 
compliance  with  the  applicable  standard  of  care  and  cost 
in  the  area.  This  includes  committees  functioning  under 
Medicare  Law  and  any  utilization  and  quality  control 
peer  review  organization  under  the  provisions  of  the  Peer 
Review  Improvement  Act  of  1982  evaluating  and/or  re- 
viewing the  diagnosis  or  treatment  or  performance  or 
rendering  of  medical  or  hospital  services  performed  under 
public  medical  programs  of  either  state  or  federal  design. 

Immunity 

Any  physician,  surgeon,  registered  nurse,  hospital  admin- 
istrator or  employee,  member  of  a board  of  directors  or 
trustees  of  a publicly  or  privately  supported  hospital  or 
other  such  provider  of  health  care,  or  any  other  individual 
appointed  to  any  committee,  as  such  term  is  described 
above,  is  immune  from  liability  to  any  patient,  individual 
or  organization  for  furnishing  information,  data,  reports 
or  records  to  any  such  committee  or  for  damages  resulting 
from  any  decision,  opinions,  action,  and  proceedings 
rendered,  entered  or  acted  upon  by  such  a committee 
undertaken  or  performed  within  the  scope  or  function  of 
the  duties  of  such  a committee,  if  made  or  taken  in  good 
faith  and  without  malice  and  on  the  basis  of  facts  reasonably 
known  or  reasonably  believed  to  exist. 

Confidentiality 

All  information,  interviews,  incident  or  other  reports, 
statements,  memoranda  or  other  data  furnished  to  any 
committee  as  defined  above,  and  any  findings,  conclu- 
sions or  recommendations  resulting  from  the  proceedings 
of  any  such  committees,  are  confidential  and  to  be  used 
by  such  committee  and  the  members  thereof  only  in  the 
exercise  of  the  proper  functions  of  the  committee  and  are 
not  public  records  or  available  for  court  subpoena  or  for 
discovery  proceedings. 

This  does  not  apply  to  records  made  in  the  regular 
course  of  business  by  a hospital  or  other  provider  of 
health  care  (physicians)  and  information,  documents  or 
records  otherwise  available  from  original  sources.  These 
records  are  not  to  be  construed  as  immune  from  discovery 
or  use  in  any  civil  proceedings  merely  because  they  were 
presented  during  proceedings  of  such  committee. 

Reporting 

The  chief  administrative  officer  of  each  hospital  and 
any  professional  society  comprised  primarily  of  physi- 
cians must  report  to  the  Board  of  Medical  Examiners 
(BME)  disciplinary  action  taken  concerning  a physician 
when  it  is  related  to  professional  ethics,  medical  incompe- 
tence, moral  turpitude  or  drug  or  alcohol  abuse. 

Hospital  disciplinary  action  includes  termination,  re- 


duction or  resignation  of  privilege  for  any  of  the  above 
reasons. 

Reports  must  be  in  writing  and  made  within  sixty  (60) 
days  of  the  action. 

The  hospital  or  professional  society  must  make  all 
records  pertaining  to  the  disciplinary  action  available  to 
the  BME. 

Individual  committee  members  and  employees  of  a 
hospital  or  professional  society  filing  such  a report  are 
immune  from  liability. 


PHYSICIAN  ASSISTANTS  ACT 

T.C.A.  §§  63-19-101  et  seq. 

A person  must  hold  a valid  physician  assistant  certifi- 
cate issued  by  the  Board  of  Medical  Examiners  to  function 
as  a physician  assistant. 

Supervision 

A physician  assistant  may  perform  selected  medical 
services  only  under  the  supervision  of  a licensed  physi- 
cian. “Supervision”  requires  active  and  continuous  over- 
view, establishing  written  protocols  and  regimens,  to 
insure  that  the  physician’s  directions  and  advice  are  being 
implemented.  It  does  not  require  continuous  and  constant 
physical  presence  by  the  physician. 

The  supervising  physician  must  make  a personal  review 
of  historical,  physical,  and  therapeutic  data  on  all  patients 
and  their  condition.  This  must  be  certified  by  signature 
in  a timely  manner. 

A patient  with  a new  or  previously  untreated  condition 
must  be  personally  evaluated  by  the  supervising  physician 
before  a physician  assistant  may  render  treatment  or 
therapy  with  the  exception  of  clearly  minor  problems. 

The  physician  assistant  may  check  and  record  the  patient’s 
progress  and  adjust  therapeutics  within  the  confines  of 
the  written  regimen  or  protocol  established  by  the  physician. 
The  physician  assistant  must  report  the  patient’s  progress 
and  changes  in  therapeutic  program  to  the  physician  after 
each  visit.  If  a new  problem  arises,  or  established  parameters 
are  exceeded,  the  physician  must  undertake  a personal 
review  of  the  patient  and  his  problem. 

The  physician  assistant  may  render  emergency  medical 
service  in  accordance  with  guidelines  previously  estab- 
lished by  the  supervising  physician  pending  the  arrival 
of  a responsible  physician  in  cases  where  immediate 
diagnosis  and  treatment  are  necessary  to  avoid  disability 
or  death. 

A physician  assistant  can  function  only  under  the 
control  and  responsibility  of  a licensed  physician.  The 
supervising  physician  has  complete  and  absolute  author- 
ity over  any  action  of  the  physician  assistant. 

Restrictions 

A supervising  physician  is  allowed  any  two  (2)  physi- 
cian assistants  at  a time.  More  than  one  (1)  physician 
may  supervise  the  same  physician  assistant  with  regard 
to  that  physician’s  patient.  The  supervising  physician 
may  designate  an  alternate  supervising  physician  on  a 
prearranged  basis  in  his  absence. 

A physician  assistant  may  not  render  services  for  which 
he  is  not  properly  trained  and  capable  of  performing.  A 
physician  assistant  shall  not  make  definitive  diagnosis 
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or  prescribe  any  treatment  program  independent  of  the 
supendsing  physician. 

Prescriptions  issued  by  the  physician  assistant  must 
be  signed  by  the  supendsing  physician.  Presigned  pre- 
scriptions are  not  permitted  and  drugs  must  not  be 
dispensed  without  supendsion  of  the  physician. 

All  patients  receiving  sendees  from  a physician  assis- 
tant must  be  fully  informed  that  the  person  is  a physician 
assistant  and/or  a sign  shall  be  conspicuously  placed 
within  the  office  of  the  physician  indicating  that  certain 
sendees  may  be  rendered  by  a physician  assistant. 

A physician  who  does  not  normally  provide  patient 
care  shall  not  be  authorized  to  supendse  or  utilize  the 
services  of  a physician  assistant. 

Disciplinary  Action 

Any  licensed  physician  utilizing  the  sendees  of  a physi- 
cian assistant  inconsistent  with  the  provisions  of  the  law 
is  subject  to  disciplinary  action  by  the  Board  of  Medical 
Examiners  on  a finding  of  unprofessional  conduct. 


PREGNANCY,  Serological  Testing 

T.C.A.  § 68-5-602 

A physician  attending  a pregnant  "woman  bears  the 
responsibility  of  serological  testing  at  the  time  of  the  first 
examination  or  within  ten  (10]  days  thereafter.  The  blood 
must  be  sent  to  a licensed  laboratory  approved  by  the 
Department  of  Health  and  Environment  for  testing  for 
syphilis  infection  and  rubella  immunity. 

If  the  first  \dsit  is  at  the  time  of  delivery,  or  after,  the 
serological  test  must  be  performed  at  that  time.  Additional 
testing  for  rubella  immunity  is  not  required  in  subsequent 
pregnancies  once  a “positive”  result  is  verified  or  there 
is  a documented  history  of  vaccination  against  rubella. 

A woman  is  exempt  from  the  above  if  she  files  with 
her  physician  a signed,  written  statement  that  taking  such 
a sample  of  blood  or  receiving  other  preventive  measures 
conflicts  with  her  religious  tenets  and  practices  affirmed 
under  the  penalty  of  perjury. 

A physician  willfully  and  knowingly  misrepresenting, 
falsifying,  or  giving  false  information  as  to  the  above  is 
guilty  of  a misdemeanor. 


PRENATAL  CARE  FOR  MINORS 

T.C.A.  § 63-6-223 

Any  person  qualified  to  practice  medicine  in  this  state 
may  provide  prenatal  care,  examine,  diagnose,  and  treat 
a minor  without  knowledge  and  consent  of  the  parents 
or  legal  guardian  and  incur  no  civil  or  criminal  liability’ 
except  for  negligence. 


PRESCRIPTION  WRITING  AND 
GENERIC  SUBSTITUTION 

T.C.A.  §§  39-6-421,  53-10-203,  204,  63-10-207 

Tennessee  law  requires  all  prescriptions  written  to  be 
on  a two  (2]  line  signature  form  for  the  physician’s 
signature  on  one  (1]  line  as  follows: 


Substitution  Allowed 


Signature 

Dispense  as  Written 


Signature 

The  physician’s  FDA  identification  number  must  also 
be  written  when  the  prescription  is  for  a scheduled 
controlled  substance  (see  CONTROLLED  SUBSTANCES]. 

Generic  substitution  is  possible  when  the  physician 
signs  the  “substitution  allowed”  (SA]  line,  or  prescribes 
using  the  generic  name.  If  a brand  name  medication  is 
prescribed  and  the  SA  line  is  signed,  a generic  may  only 
be  used  if  it  is  identified  in  the  Tennessee  Medical 
Assistance  Drugs  With  Price  Maximums  Formulary  (i.e.. 
Medicaid  Formulary).  If  a generic  medication  is  prescribed 
and  the  SA  line  is  signed,  a generic  approved  by  the 
Food  and  Drug  Administration  may  be  used. 

The  following  illustrates  the  possible  alternatives: 


Prescription 
Written  For: 

D.A.W. 
or  S.A.* 

Approved  for 
Substitution 

Filled 

With: 

Brand  Name 

D.A.W. 

Yes 

Brand  Name 

Brand  Name 

S.A. 

Yes 

Medicaid 

Formulanr 

Brand  Name 

D.A.W. 

No 

Brand  Name 

Brand  Name 

S.A. 

No 

Brand  Name 

Generic 

S.A. 

— 

FDA  Approved 

Name  Generic 


*D.A.W.  = Dispense  as  written 
S.A.  = Substitution  allowed 

When  a physician  uses  a form  other  than  the  two  (2) 
line  form,  “DAW”  must  be  added  after  the  signature  if 
he  does  not  wish  generic  substitution. 


“PRACTICE  OF  MEDICINE”  DEFINED 

T.C.A.  § 63-6-204 

A person  is  practicing  medicine  who  treats,  professes 
to  treat,  operates  on  or  prescribes  for  any  physical  ailment 
or  any  physical  injury  to  or  deformity  of  another.  How- 
ever. nothing  in  this  definition  applies  to  the  administra- 
tion of  domestic  or  family  remedies  in  cases  of  emergency, 
or  the  laws  regulating  the  practice  of  dentistry.  This 
definition  does  not  apply  to  surgeons  of  the  United  States 
army,  navy,  air  force,  or  marine  hospital  sendee,  or  to 
any  other  registered  physician  or  surgeon  of  other  states 
when  called  in  consultation  by  a registered  physician  of 
this  state.  Also,  it  does  not  apply  to  mid  wives,  veterinary 
surgeons,  osteopaths,  chiropractors  not  giving  or  using 
medicine  in  their  practice,  opticians,  optometrists,  chi- 
ropodists or  to  Christian  Scientists. 

This  definition  does  not  prohibit  sendee  by  a physician 
assistant,  registered  nurse,  or  a licensed  practical  nurse 
if  such  sendee  is  rendered  under  the  supendsion.  control 
and  responsibility  of  a licensed  physician. 
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RADIATION  CONTROL 

T.C.A.  §§  68-23-210  et  seq. 

Any  physician  owning  or  in  possession  of  a radiation 
machine  must  register  the  machine(s)  with  Radiological 
Health  Services,  Department  of  Health  and  Environment, 
within  ten  (10)  days  of  receipt,  on  forms  provided  by  the 
department.  When  a physician  discontinues  use  of  or 
transfers  the  machine,  notification  in  writing  to  the  de- 
partment is  required  within  sixty  (60)  days. 

A physician  must  keep  records  showing  the  receipt, 
transfer  and  disposal  of  all  sources  of  radiation. 


SAFETY  BELTS 

T.C.A.  § 55-9-603 

Operators  of  and  passengers  in  motor  vehicles  are 
required  to  use  safety  belts.  Children  under  the  age  of 
four  (4)  years  old  must  be  properly  protected  by  use  of  a 
child  passenger  restraint  system. 

There  is  an  exemption  for  any  operator  and  passenger 
with  a physically  disabling  condition  which  prevents 
appropriate  restraint  in  a safety  seat  or  safety  belt.  A 
physician  must  certify  this  condition  in  writing,  stating 
the  nature  of  the  handicap  and  the  reason  restraint  is 
inappropriate.  This  law  has  a sunset  provision  providing 
for  repeal  effective  June  30,  1990. 


SUDDEN  INFANT  DEATH  SYNDROME 

T.C.A.  § 68-1-1102 

“Sudden  infant  death  syndrome”  is  defined  as  the 
death  of  an  ostensibly  healthy  child  who  is  less  than  three 
(3)  years  of  age,  which  occurs  suddenly  and  unexpectedly, 
with  no  known  or  apparent  cause,  and  remains  unex- 
plained after  the  performance  of  an  autopsy. 

A program  in  the  Department  of  Health  and  Environ- 
ment has  the  responsibility  to  obtain  factual  information 
concerning  the  characteristics,  incidence,  and  distribution 
of  the  sudden  infant  death  syndrome. 

The  attending  physician  has  a duty  to  inform  the 
parents  or  legal  guardian  of  an  ostensibly  healthy  child 
who  dies  suddenly  and  unexpectedly  with  no  known  or 
apparent  cause  of  this  program.  The  physician  must  also 
inform  the  parents  or  legal  guardian  that  the  state  will 
provide  an  autopsy  within  seventy-two  (72)  hours  of  death 
and  give  the  results  to  the  parents  or  legal  guardian  and 
to  the  department. 

The  parents  or  legal  gua  dian  may  authorize  or  refuse 
the  autopsy  by  execution  or  a form  provided  by  the 
department. 


TUBERCULOSIS 

T.C.A.  § 68-9-201 

An  attending  physician  or  other  person  with  knowledge 
or  with  good  reason  to  -suspect  that  a person  having 
tuberculosis  is  conducting  himself  in  a manner  exposing 
other  persons  to  infection,  or  is  about  to  do  so,  must 
notify  the  state,  district,  municipal,  or  county  health 


officer  of  the  name  and  address  of  the  person  and  the 
essential  facts. 


VACCINATION 

T.C.A.  §§  68-5-105,  106 

Tennessee  law  requires  every  county  board  of  health 
to  establish  one  (1)  or  more  clinics  in  the  county  to 
provide  vaccinations  and/or  inoculations. 

A person  may  be  excused  from  vaccination  requirement 
if  in  the  written  opinion  of  a physician  it  would  not  be 
prudent  on  account  of  sickness  to  administer  the  vaccination. 

A physician  fraudulently  giving  a certificate  of  sickness, 
or  of  vaccination,  to  prevent  vaccination  shall  be  fined 
from  twenty-five  dollars  ($25.00)  to  fifty  dollars  ($50.00). 


VENEREAL  DISEASES 

T.C.A.  §§  68-10-101  et  seq.  and  Tenn.  Official 

Comp.  Rules  & Regs.  1200-1 4-1 -.41 

A physician  or  other  person  who  diagnoses,  treats  or 
prescribes  for  a case  of  venereal  disease  must  report  the 
case  immediately  to  the  county  health  officer.  The  report 
must  be  in  writing,  on  a form  supplied  by  the  Department 
of  Health  and  Environment.  It  must  include  the  name, 
address,  age,  sex,  color,  and  stage  of  the  disease,  and  other 
information  required  on  the  form. 

The  following  diseases  are  declared  to  be  sexually 
transmitted  diseases  and,  upon  their  diagnosis  or  treat- 
ment, are  subject  to  the  above  reporting  requirements: 

Acquired  Immune  Deficiency  Syndrome  (AIDS)* 

Gonorrhea* 

Syphilis  (by  stage)* 

Chlamydia  trachomatis* 

Nongonococcal  Urethritis/NGU  (number  of  cases) 

*Confidential  (opaque  envelope)  report  required. 

All  information  and  reports  concerning  persons  infected 
with  sexually  transmitted  diseases  are  confidential  and 
inaccessible  to  the  public. 

Any  physician  or  other  person  diagnosing  or  treating 
venereal  herpes  or  any  of  these  reportable  sexually  trans- 
mitted diseases  in  a child  thirteen  (13)  years  of  age  or 
younger  should  make  a confidential  written  report  of  the 
case  to  the  department  (see  CHILD  ABUSE). 

An  attending  physician  or  other  person  who  knows  or 
has  good  reason  to  suspect  that  a person  having  a venereal 
disease  is  conducting  himself  in  a manner  exposing  other 
persons  to  infection,  or  is  about  to  do  so,  must  notify  the 
municipal  or  county  health  officer  of  the  name  and 
address  of  the  diseased  person  and  the  essential  facts. 

Every  physician  treating  venereally  infected  persons 
must  give  printed  instructions  containing  information 
deemed  advisable  as  provided  by  the  department. 

A physician  may  examine,  diagnose  and  treat  minors 
without  the  knowledge  or  consent  of  the  parents  of  the 
minor.  No  civil  or  criminal  liability  will  be  incurred 
except  for  negligence. 

Violation  of  necessary  reporting  required  by  law  is  a 
misdemeanor,  punishable  by  a fine  of  twenty-five  dollars 
($25.00)  to  five  hundred  dollars  ($500.00).  Each  violation 
is  a separate  offense. 
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Retroperitoneal  Lipoma  Manifested 

As  an  Adnexal  Mass 

HELEN  T.  WINER-MURAM,  M.D.  and  DAVID  MURAM,  M.D. 


Introduction 

The  differential  diagnosis  of  an  adnexal  mass 
may  be  quite  difficult  because  of  the  numerous 
anatomic,  physiologic,  and  pathologic  conditions 
that  may  lead  to  such  a clinical  finding.  Though 
many  adnexal  masses  are  of  genital  origin,  some 
may  be  non-genital  disorders  of  the  gastrointes- 
tinal tract  accounting  for  the  majority.  The  im- 
portance of  early  detection  of  ovarian  cancer  di- 
rects our  current  concepts  of  management  of 
adnexal  masses,  so  that  in  general,  all  persistent 
adnexal  enlargements  require  surgical  explora- 
tion. The  following  is  a report  of  the  case  of  a 
patient  who  was  found  to  have  an  unusual  ad- 
nexal mass. 

Case  Report 

The  patient  was  a 37-year-old  black  woman  with  an  un- 
remarkable previous  gynecologic  history  that  included  four 
uncomplicated  pregnancies  resulting  in  normal  deliveries  per 
vagina.  Three  years  prior  to  her  admission,  when  she  under- 
went laparoscopic  tubal  sterilization,  her  pelvic  anatomy  was 
reported  to  be  normal.  Her  menstrual  pattern  was  normal 
with  28-  to  30-day  cycles.  On  routine  gynecologic  examina- 
tion a 6 x 9-cm  smooth  cystic  left  adnexal  mass  was  discov- 
ered, and  its  presence  and  characteristics  were  confirmed  on 
a pelvic  sonogram.  She  was  treated  elsewhere  with  oral  con- 
traceptives for  several  months,  but  the  mass  persisted.  When 
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a repeat  sonogram  showed  it  to  measure  7x9  cm  in  diame- 
ter, the  patient  was  referred  to  the  Regional  Medical  Center 
for  further  evaluation.  Examination  revealed  a large  cystic 
mass  in  the  left  adnexa,  and  an  intravenous  pyelogram  dem- 
onstrated a lucent  area  in  the  left  lower  quadrant  of  the  ab- 
domen, displacing  the  left  ureter  medially,  and  compressing 
the  dome  of  the  bladder  (Fig.  1).  Exploratory  laparotomy 
disclosed  normal  uterus,  fallopian  tubes,  and  ovaries;  a soft 
cystic  10-cm  mass  was  palpated  near  the  uterus  within  the  left 
broad  ligament.  The  visceral  peritoneum  overlaying  the  mass 
was  incised,  exposing  a large  unencapsulated  lipoma,  which 
appeared  to  be  originating  from  the  retroperitoneal  space  near 
the  bifurcation  of  the  iliac  vessels.  The  mass  was  dissected 
free  and  excised.  The  postoperative  course  was  uneventful. 
Histologic  examination  showed  a lipoma  with  minimal  in- 
flammatory reaction. 

Discussion 

The  early  detection  of  ovarian  cancer  depends 
primarily  on  the  discovery  of  an  adnexal  mass, 
and  routine  pelvic  examination  remains  the  best 
method  of  screening  it.  In  the  reproductive  age 
group,  persistent  corpus  luteum  cysts,  so-called 
functional  cysts,  are  the  most  common  cause,  and 
usually  spontaneously  regress.  Failure  to  regress 
over  a short  period  of  observation  (two  to  three 
months),  however,  mandates  operative  interven- 
tion. 

Since  physiologic  cysts  are  usually  5 cm  or  less 
in  diameter,  an  adnexal  mass  larger  than  5 cm  in 
diameter,  especially  in  an  older  patient,  should 
be  suspected  of  being  neoplastic.  Though  not  all 
large  adnexal  masses  are  malignant,  ovarian  ma- 
lignancy must  be  suspected  when  the  mass  is  per- 
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sistent,  larger  than  5 cm,  fixed  to  adjacent  struc- 
tures, and/or  irregular  in  contour. 

Other  conditions  that  must  be  considered  in 
the  differential  diagnosis  include  benign  ovarian 
tumors,  uterine  leiomyomata,  endometriosis,  ec- 
topic pregnancy,  fallopian  tube  pathology  (e.g., 
hydrosalpinx,  tubo-ovarian  abscess),  mullerian 
duct  anomalies,  Crohn’s  disease,  periappendecial 
abscess,  peridiverticular  abscess  of  the  colon, 
pelvic  kidney,  gastrointestinal  tumors,  and  ret- 
roperitoneal tumors  (e.g.,  fibrosarcoma,  terato- 
ma, lymphosarcoma,  and  neuroblastoma). 

In  the  case  presented  here  the  adnexal  mass 
was  found  to  be  an  accumulation  of  fatty  tissue 
within  the  broad  ligament.  Normally  the  pelvis 
contains  only  a small  amount  of  fat,  though  in- 
frequently proliferation  of  pelvic  fatty  tissue  forms 
abnormal  collections;  when  limited  to  one  area, 
such  overgrowth  forms  a lipoma. 

Benign  lipomas  are  common  tumors  in  adults, 
and  may  occur  in  any  location,  including  the  ret- 
roperitoneal space.  Histologically  they  show  adult 
fat  cells,  with  scant  intercellular  connective  tissue 
and  vascularization.  Most  retroperitoneal  lipo- 
mas are  small  and  asymptomatic,  but  accumula- 
tions of  fat  within  the  broad  ligament  may  be 
more  extensive  and  thus  more  serious.  In  some 
patients  the  fatty  tissue  is  deposited  diffusely  in 
the  pelvis,  creating  masses  of  soft  tissue  that  en- 
velop the  pelvic  organs  and  alter  their  contour. 
This  rare  condition,  known  as  pelvic  lipomatosis, 
affects  patients  of  all  ages,  having  been  described 
in  patients  ranging  in  age  from  9 to  80  years.1 
Although  early  reports  suggested  the  disease  to 
affect  mainly  black  men,1  subsequent  reports  have 
failed  to  establish  any  racial  predilection,  and  the 
disorder  has  been  found  also  in  women.2  The 
etiology  of  the  disorder  is  unknown,  and  no  cor- 
relation has  been  established  with  body  habitus 
or  obesity.3 

Pelvic  fat  deposited  in  masses  is  no  different 
from  fatty  tissue  found  elsewhere  in  the  body. 
The  presenting  symptoms  vary,  and  may  include 
urinary  tract  infections,  frequency,  dysuria, 
backache,  constipation,  and  abdominal  enlarge- 
ment. Occasionally,  as  in  this  case,  the  condition 
is  diagnosed  when  a pelvic  mass  is  felt  on  pelvic 
examination.4  Radiographs  typically  show  radio- 
lucency,  displacement  of  pelvic  organs,  and  dis- 
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Figure  1.  An  intravenous  pyelogram  shows  a lucent  area  in  the  left 
lower  quadrant  of  the  abdomen,  displacing  the  left  ureter  medially, 
and  compressing  the  dome  of  the  bladder. 


tortion  of  their  contour.  In  radiographs  of  this 
patient  a lucent  area  was  noted  in  the  left  lower 
quadrant.  On  an  intravenous  pyelogram  the  dis- 
tal left  ureter  was  shown  to  be  displaced  medial- 
ly, and  the  bladder  was  compressed  by  an  extrin- 
sic mass. 

If  this  patient’s  lipoma  was  an  isolated  tumor, 
its  excision  can  be  expected  to  result  in  a cure. 
On  the  other  hand,  if  it  represents  an  early  man- 
ifestation of  pelvic  lipomatosis,  local  recurrence 
as  well  as  accumulation  of  fatty  tissue  in  other 
areas  of  the  pelvis  can  be  expected.  Since  such 
fatty  tissue  accumulation  may  result  in  compro- 
mise of  the  urinary  tract,  follow-up  monitoring 
with  periodic  annual  sonograms  may  be  re- 
quired, and  if  a large  mass  is  palpated  or  detect- 
ed, computerized  tomography  and  measure- 
ments of  tissue  density  may  be  used  to  correctly 
identify  these  accumulations  of  fat  within  the 
pelvis.  Surgery  is  indicated  to  alleviate  compres- 
sion of  vital  structures.5  r ^ 
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Lumbar  Hernia 


THOMAS  G.  PETERS,  M.D.  and  F.  ELIZABETH  PRITCHARD,  M.D. 


Introduction 

Lumbar  hernia  occurs  infrequently.  The  large, 
clinically  apparent  lumbar  hernia  may  present  a 
considerable  challenge  in  its  repair.  The  smaller 
lumbar  hernia  may  be  obscure  and,  if  asympto- 
matic, not  of  clinical  relevance  until  a complica- 
tion of  the  hernia  ensues.  Or,  symptoms  may  be 
ascribed  to  other  causes  while  the  hernia  remains 
undetected.  Recently,  a case  occurred  in  which 
lumbar  hernia  was  not  diagnosed  until  operation 
to  remove  a paraspinal  mass  not  suspected  to  be 
a hernia.  The  challenge  in  the  small  lumbar  her- 
nia is  accurate  preoperative  diagnosis.  Hernia 
should  be  considered  whenever  an  abdominal  wall 
mass  is  present. 

Case  Report 

A 59-year-old  white  man  first  complained  of  left-sided  ab- 
dominal and  back  pain  four  years  prior  to  admission  at  the 
Veterans  Administration  Medical  Center,  Memphis.  The  pain 
was  relieved  by  food,  and  could  be  distinguished  from  epi- 
gastric pain  which  was  attributed  to  long-standing,  medically 
managed  duodenal  ulcer  disease.  Initial  investigation  of  the 
upper  and  lower  gastrointestinal  tracts  disclosed  duodenal 
deformity  and  colonic  diverticulosis;  antacid  and  stool  bulk 
agents  were  prescribed.  Symptomatic  management  using  sev- 
eral medications  continued.  Two  months  before  admission, 
the  patient  noted  a soft,  tender  mass  in  the  left  paraspinal 
area,  pain  radiated  to  the  left  foot,  and  he  complained  of  left 
lower  extremity  weakness.  The  lumbar  spine  CT  scan  dis- 
closed mild  foraminal  stenoses,  and  myelography  demon- 
strated a mildly  bulging  disc  at  L3-4.  Acetaminophen  with 
codeine  was  prescribed,  and  admission  planned  for  excision 
of  the  mass,  thought  then  to  be  either  a lipoma  or  cyst.  Past 
medical  history  included  hypertension,  benign  prostatic  hy- 
pertrophy, and  removal  of  a lipoma  from  his  back  many  years 
before. 

On  admission,  the  anterior  abdomen  showed  no  unusual 
masses,  but  in  the  left  paraspinal  region  was  a 3-  to  4-cm 
mass  that  was  slightly  tender  to  palpation,  which  elicited  some 
pain  referred  to  the  left  lower  extremity.  There  was  also  some 
general  tenderness  in  the  left  lumbar  area,  but  both  the  ex- 
tremity and  neurologic  examination  were  normal. 

Operation  disclosed  a hernia  sac,  which  with  further  dis- 
section was  noted  to  arise  from  the  region  of  the  inferior 
lumbar  triangle.  Since  no  retroperitoneal  or  intraperitoneal 
structures  were  associated  with  the  hernia  sac,  it  was  ligated 
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and  excised,  and  the  wound  was  closed  in  layers.  Pathologic 
examination  confirmed  that  tissue  removed  was  fat  and  her- 
nia sac.  Postoperatively  the  patient  did  well,  with  only  mild 
wound  discomfort,  and  he  was  discharged  on  the  fourth  post- 
operative day.  He  was  readmitted  on  the  seventh  postopera- 
tive day  because  of  fever  (38.9°C)  and  a mildly  tender  wound. 
A superficial  wound  infection  was  treated  with  open  drainage 
and  oral  antibiotic  therapy,  and  following  discharge  the  pa- 
tient experienced  no  further  wound  problems.  Mild  pain  in 
his  back  has  continued,  without  further  tenderness  or  pain  in 
the  inferior  lumbar  triangle. 

Discussion 

The  lumbar  hernia  presented  in  this  case  may 
have  affected  the  patient  for  a number  of  years. 
Several  treatment  plans  for  the  documented  duo- 
denal ulcer  disease  and  colonic  diverticulosis 
failed  to  completely  resolve  symptoms  which  the 
patient  could  easily  distinguish  from  his  epigas- 
tric ulcer  pain,  but  until  the  appearance  of  a mass, 
there  was  no  reason  to  suspect  lumbar  hernia. 
Left  lower  extremity  pain  and  weakness  suggest- 
ed that  the  mass  was  related  to  a spinal-neural 
problem  despite  radiographic  studies  which  could 
not  confirm  this  suspicion.  The  preoperative  di- 
agnoses of  lipoma  or  cyst  could  not  account  for 
the  tenderness  of  the  lesion  or  the  associated  ex- 
tremity symptoms.  While  radicular  neuropathy 
should  not  be  related  to  lumbar  hernia,  local 
tenderness  or  pain  about  a flank  mass  is  fre- 
quently its  major  symptom.1 

The  differential  diagnosis  of  lumbar  mass  in- 
cludes benign  tumors  of  neural,  muscular,  and 
connective  tissue  origin,  as  well  as  lipoma  and 
mass  lesions  of  the  dermis.  Malignant  lesions  such 
as  liposarcoma  are  quite  rare  in  this  location,  but 
can  occur.  Intra-abdominal  abscess  related  to  the 
gastrointestinal  and  genitourinary  systems  may 
appear  as  a paraspinal  mass,  and  spinal  tubercu- 
losis may  occur  in  the  lumbar  area.  Hematoma, 
muscle  hernia,  and  pannicular  or  fatty  hernias  (no 
peritoneal  sac)  cause  a lumbar  mass.1-2  While  the 
last  three  cause  tenderness  and,  occasionally, 
radicular  pain,  they  are  extremely  rare  and  may 
result  from  direct  trauma  to  the  area — a condi- 
tion absent  in  the  presented  case. 

Lumbar  hernia  is  among  the  rarest  of  abdom- 


APRIL,  1988 


227 


LUMBAR  HERNIA/Peters 

inal  hernias;  most  are  large  and  reducible,  and 
produce  local  symptoms.  Congenital,  incisional, 
and  acquired  (either  spontaneous  or  traumatic) 
are  the  etiologic  classifications  of  lumbar  her- 
nia.1'3 Congenital  defects  or  fascial  malforma- 
tions comprise  less  than  10%  of  lumbar  hernias. 
Incisional  lumbar  hernias  most  commonly  follow 
procedures  on  the  kidney,  or  may  follow  latissi- 
mus  dorsi  muscle  flap  rotation,  as  well  as  direct 
blunt  or  penetrating  injury  or  indirect  injury  from 
occupational  muscle  strain.  Spontaneous  lumbar 
hernias  are  associated  with  obesity,  debilitating 
disease,  abdominal  infection,  and  advanced  age. 

Any  hernia  bounded  by  the  12th  rib  above, 
iliac  crest  below,  the  vertebral  column  medially, 
and  a vertical  line  from  the  tip  of  the  12th  rib  to 
the  iliac  crest  laterally  is  properly  called  a lumbar 
hernia.2  With  the  exception  of  incisional  hernias, 
most  lumbar  hernias  protrude  through  either  the 
superior  or  inferior  lumbar  triangles.  The  supe- 
rior lumbar  triangle  is  bordered  by  the  internal 
oblique  inferiolaterally,  the  serratus  posterior  in- 
ferior muscle  superiorly,  and  the  12th  rib;  en- 
doabdominal  fascia  forms  its  floor,  and  portions 
of  the  latissimus  dorsi  muscle  cover  the  superior 
triangle.  The  inferior  lumbar  triangle  is  bordered 
by  the  iliac  crest  inferiorly,  the  external  oblique 
muscle  laterally  and  anteriorly,  and  the  latissi- 


mus dorsi  fascia  superiomedially.  The  floor  com- 
prises fibers  of  the  internal  oblique  and  transver- 
sus  abdominis  muscles;  no  musculofascial 
structure  covers  this  triangle  superficially.4  Lum- 
bar hernias  occur  more  often  through  the  inferi- 
or lumbar  triangle.1 

As  with  nearly  all  hernias  of  the  abdominal 
wall,  its  presence  is  indication  for  its  repair.  The 
basic  principle  in  repair  is  closure  of  the  endoab- 
dominal  fascial  defect,  regardless  of  the  etiology 
of  the  hernia.  Large  hernias  may  require  fascial 
transfer,  flaps,  or  prosthetic  materials,  whereas 
smaller  defects  may  be  repaired  by  direct  suture, 
as  in  the  presented  case.  Lumbar  hernia,  while 
rare,  should  be  approached  with  the  differential 
diagnosis  of  lumbar  mass  in  mind,  and  with  the 
intent  of  primary  repair  when  possible.  A mass 
of  the  abdominal  wall  at  any  location  should  be 
suspected  as  being  a hernia,  especially  if  tender- 
ness, pain,  or  other  unpleasant  symptoms  accom- 
pany the  mass.  r S 


REFERENCES 

1.  Swartz  WT:  Lumbar  hernias,  in  Nyhus  LM.  Harkins  HN  (eds):  Hernia. 
Philadelphia.  J.  B.  Lippincott  Co,  1964.  pp  361-379. 

2.  Wakeley  C:  Rare  types  of  external  abdominal  hernias,  in  Maingot  R (ed): 
Abdominal  Operations,  ed  6.  vol  2.  New  York.  Appleton-Century-Crofts.  1974. 
pp  1555-1556. 

3.  Moon  HK.  Dowden  RV:  Lumbar  hernia  after  latissimus  dorsi  flap.  Plast 
Reconstr  Surg  75:417-419.  1985. 

4.  Crafts  RC:  Back,  in  A Textbook  of  Human  Anatomy.  New  York.  Ronald 
Press  Co.  1966.  pp  41-43. 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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A Profile  of  Health  Beliefs 
And  Practices  in  a 
Rural  East  Tennessee  Community 

FORREST  LANG,  M.D.;  DANA  THOMPSON;  BROCK  SUMMERS; 

WESLEY  HANSON,  M.D.;  and  MICHAEL  HOOD,  M.D. 


More  and  more  young  physicians,  many  of 
them  raised  and  trained  in  more  urban  settings, 
are  locating  in  isolated  rural  communities.  Many 
physicians’  impressions  of  the  community  into 
which  they  move  include  a stereotypical  view  of 
the  local  culture,  medical  beliefs,  and  practices. 

Those  physicians  choosing  to  practice  in  the 
Southern  Appalachian  region  may  be  influenced 
by  a certain  stereotype  of  the  people  and  their 
ways  that  has  been  widely  publicized  for  dec- 
ades. Appalachia  has  attracted  much  attention 
from  politicians  during  the  war  on  poverty  era, 
from  writers  who  have  published  volumes  on  its 
cultural  belief  patterns  in  books  like  the  Foxfire 
Series,  and  through  national  TV  series,  including 
“The  Waltons.”  Likewise,  national  publicity  re- 
garding poisonous  snake  handlers  and  strychnine 
drinkers  has  added  to  the  creation  of  a national 
stereotype  of  Southern  Appalachians  as  ritualis- 
tic, poor,  uneducated  believers  in  teas,  herbs, 
poultices,  and  faith  healing.  Several  books  pre- 
sent a more  accurate  and  scholarly  picture  of  the 
area.1'3 

Several  articles  in  the  recent  literature  relate 
to  the  language  and  values  of  individuals  within 
the  area.46  Cook7  recently  published  primary  data 
on  the  use  of  folk  remedies  in  West  Virginia  pri- 
mary care  clinics.  This  study  found  a large  per- 
centage (72.9%)  of  users  of  nonprescription 
herbs,  plants,  minerals,  and  animal  products. 
Much  of  what  was  described  was  food  products 
used  as  home  remedies;  for  example,  salt,  baking 
soda,  sweet  oil,  honey,  alcohol,  lime,  and  vine- 
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gar  represented  seven  of  the  ten  most  commonly 
used  “folk  remedies.”  In  that  study,  patients  were 
selected  from  those  receiving  allopathic  medical 
care  and  the  study  required  recognition  of  a list 
of  identified  folk  remedies.  Interestingly,  Cook 
found  little  difference  between  the  rate  of  use  in 
rural  (76%)  and  urban  (70%)  communities. 
While  these  sources  provide  views  of  the  region 
with  varying  degrees  of  accuracy,  none  of  them 
focuses  on  medical  beliefs  in  Southern  Appala- 
chian communities.  This  study  describes  the 
health  belief  system  and  practices  of  one  repre- 
sentative isolated  mountain  community. 

Methods 

A door-to-door  survey  of  residents  served  by 
the  Roan  Mountain  Tennessee  Post  Office  was 
initiated.  Roan  Mountain  is  located  virtually  on 
the  Tennessee-North  Carolina  border  along  the 
central  spine  of  the  Southern  Appalachians. 
There  are  no  hospitals  located  in  the  community, 
and  residents  must  travel  out  of  the  community 
for  many  of  their  necessities  as  well  as  their  med- 
ical care.  Residents  must  travel  at  least  half  an 
hour  to  either  Elizabethton,  Tenn.,  or  Boone, 
N.C.,  for  many  services  and  the  closest  hospital. 
Recently  a family  physician,  supported  by  the 
Upper  East  Tennessee  Health  Care  Consortium, 
has  opened  offices  in  the  basement  of  the  post 
office;  there  are  no  other  physicians  in  the  com- 
munity. 

Every  12th  household  was  selected  from  a list 
of  homes  on  the  mailing  routes  supplied  by  the 
post  office.  The  survey  was  administered  to  the 
individual  most  comfortable  discussing  health  is- 
sues, usually  the  oldest  women  of  the  household. 
To  avoid  selection  bias  produced  by  interviewing 
only  individuals  who  were  at  home,  the  following 


APRIL,  1988 


229 


FOLK  MEDICINE/Lang 

procedure  was  followed.  When  a family  was  not 
at  home,  the  interviewers  returned  at  another 
time  of  the  day  or  evening  to  complete  the  inter- 
view. In  the  rare  case  where  this  was  not  possi- 
ble, the  house  immediately  to  the  left  of  the  se- 
lected home  was  used  for  interview  purposes. 

The  interviewers  were  two  first-year  medical 
students  working  on  an  Appalachian  preceptor- 
ship  sponsored  by  the  department  of  family  med- 
icine of  the  Quillen-Dishner  College  of  Medicine. 
The  interview  schedule  included  items  on  selected 
demographic  parameters,  including  age,  sex,  so- 
cioeconomic status,  number  of  generations  in  the 
community,  and  religion.  Information  was  then 
gathered  on  a variety  of  health-related  issues  be- 
ginning by  ascertaining  the  person’s  belief  in  the 
causation  of  illness.  A series  of  questions  was  then 
directed  at  religious  beliefs  and  their  interrela- 
tionship to  health  and  healing,  folk  medical  be- 
liefs, and  ways  the  individual  would  handle  spec- 
ified index  medical  conditions. 

In  order  to  gain  acceptance  from  the  commu- 
nity, the  one  community  health  nurse  was  first 
approached,  and  she  notified  as  many  people  as 
possible  of  the  upcoming  interview.  With  her 
support  and  by  word  of  mouth  communication 
from  resident  to  resident,  the  family  interviewed 
was  frequently  aware  of  the  study  before  the  stu- 
dent actually  arrived. 

Results 

Eighty-one  families  were  interviewed.  Each 
interview  lasted  between  a half  hour  and  an  hour 
and  a half,  with  an  average  time  of  about  45  min- 
utes. Two  families  refused  to  be  interviewed,  and 
one  family  cut  the  interview  short  because  it  was 
lasting  too  long. 

A summary  of  some  of  the  demographic  data 
relating  to  age,  sex,  generations  in  the  area,  years 
of  schooling,  and  ownership  of  telephones  ap- 
pears in  Table  1. 

A list  of  responses  to  the  question  “Why  do 
people  become  ill?”  appears  in  Table  2.  It  can 
be  seen  that  a wide  variety  of  causes  is  listed; 
since  all  the  causes  given  are  included,  the  total 
number  does  not  equal  the  number  of  respond- 
ents. 

A large  percentage  of  all  households  regularly 
traveled  out  of  the  immediate  community,  63% 
having  traveled  at  least  to  Elizabethton  or  to 
Boone  within  the  past  week.  An  additional  22% 
had  traveled  outside  the  community  in  the  past 
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TABLE  1 

DEMOGRAPHIC  CHARACTERISTICS  OF  RESPONDENTS 


Age  (years) 

Mean 

56 

Range 

1 1 to  93 

Sex 

Male 

28% 

Female 

72% 

Generations  in  area 

Over  three 

59% 

Two  to  three 

12% 

Schooling 

Failed  to  complete  grade  school 

27 

Failed  to  complete  high  school 

37 

Training  beyond  high  school 

10 

Owned  telephone 

86% 

month.  Eleven  percent  of  the  community  trav- 
eled outside  only  about  every  six  months,  while 
4%  of  the  individuals  surveyed  had  not  left  the 
community  in  more  than  six  months. 

A summary  of  the  religious  beliefs  and  some 
of  the  interrelationship  of  religious  beliefs  with 
beliefs  about  medicine  and  healing  appear  in  Ta- 
ble 3.  The  beliefs  in  folk  medicine  and  the  rela- 
tionship of  those  beliefs  to  current  medical  prac- 
tices appear  in  Table  4. 

Responses  to  the  questions  on  whether  cultur- 
ally based  folk  remedies  are  used  were  consid- 


TABLE  2 

RESPONSES  TO  QUESTION  AS  TO  WHY  PATIENTS  BECOME  ILL 


Perceived  Causes  of  Disease  Frequency 

Cancer  10 

Heart  trouble  8 

Environmental  sprays  and  pollution  7 

Improper  food  and  exercise  10 

Chemicals  2 

Lifestyle  issues  6 

Filth  and  dirt  1 

Sin  3 

Satan  1 

Radiation  1 

Environment  3 

Blood  disease  1 

Dope,  smoking,  and  drinking  3 

Unknown  17 

Climate  1 

Smoking  5 

Age  1 

Diseases  communicated  by  saliva  and  intercourse  1 

Water  1 

Cigarettes  1 

Allergies  1 
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ered  in  light  of  respondents’  expressed  value  of 
such  remedies.  Forty-three  of  82  respondents  re- 
ported use  of  folk  remedies.  There  appeared  to 
be  three  patterns.  Thirteen  respondents  (16%) 
expressed  strong  belief  in  the  value  of  such  rem- 
edies, and  most  of  those  demonstrated  a signifi- 
cant knowledge  of  many  preparations.  Another 
14  (17%)  reported  use  of  such  remedies  but  val- 
ued them  only  modestly,  e.g.,  “sometimes  they 
work  and  sometimes  they  don’t.”  This  group  for 
the  most  part  used  only  simple  remedies  for 
common  mild  conditions,  i.e.,  comfrey  tea  or 
sassafras  tea.  A third  group  of  16  (20%)  referred 
to  the  use  of  some  folk  remedies  at  some  time  in 
the  past  but  freely  volunteered  that  they  “no 
longer  use  them.”  Thirty-nine  respondents  (47%) 
never  used  folk  remedies.  Table  5 lists  those 
home  remedies  used  by  respondents. 

It  should  be  noted  that  all  respondents,  re- 
gardless of  alternate  belief  systems,  would  turn 
to  a physician  under  certain  circumstances.  It  is 
of  interest  that  22%  of  respondents  were  una- 
ware of  a doctor’s  presence  in  the  community 
more  than  a year  after  the  Roan  Mountain  Health 
Center  had  opened  its  doors. 

Relatively  few  associations  between  demo- 
graphic factors  and  belief  systems  correlated  at 
the  .05  level.  There  was  an  inverse  correlation 
between  educational  level  and  a belief  that  a good 
man  could  heal  an  illness  (.05);  80%  of  those  in- 
dividuals with  less  than  a grade  school  education 
but  only  40%  of  those  with  more  than  a 12th 
grade  education  believed  this.  The  only  other 
significant  association  was  between  educational 
level  and  the  belief  in  the  need  to  regularly  worm 
members  of  the  family.  Sixty  percent  of  those 
with  less  than  an  eighth  grade  education  believed 
in  regular  worming,  whereas  only  23%  of  those 


with  a high-school  diploma  shared  this  belief. 

Notably,  there  were  no  associations  between 
demographic  factors  and  the  use  of  home  reme- 
dies or  the  belief  that  God  or  the  Devil  would 
make  people  ill. 

Discussion 

Many  residents  of  Roan  Mountain  have  strong 
fundamental  religious  beliefs,  and  these  religious 
beliefs  are  likely  to  be  interwoven  with  beliefs 
about  the  causation  and  healing  of  disease.  They 
transcend  age,  sex,  length  of  time  in  the  com- 
munity, education,  and  socioeconomic  status.  It 
should  be  noted  that  though  the  beliefs  of  some 
religious  groups  discourage  the  use  of  the  medi- 
cal profession,  holding  that  God  will  take  care  of 
and  heal  individuals  who  ask  for  His  help,  that 
did  not  appear  to  be  the  case  in  Roan  Mountain, 
as  all  individuals  would  go  to  a physician  under 
certain  circumstances.  At  the  same  time,  a vari- 
ety of  religious  and  folk  beliefs,  perhaps  coupled 
with  economic  considerations  and  the  relative 
unavailability  of  services,  has  led  individuals  to 
turn  to  allopathic  medicine  at  a relatively  late 
stage  of  their  medical  care. 

Though  folk  medical  beliefs  and  treatments 
certainly  play  a less  significant  role  than  in  the 
past,  they  remain  a factor  for  health  providers  to 
consider  today.  Some  individuals  seemed  pleased 
merely  to  recount  their  use  of  herbal  remedies  as 
a child,  since  in  so  doing  they  reflected  a pride 
in  their  background,  and  identification  with  be- 
lief systems  of  parents  and  grandparents. 

The  sheer  magnitude  of  numbers  of  herbal 
medicine  users  should  be  sufficient  argument  for 
physicians  to  pay  attention  to  this  matter.  Of  the 
third  using  herbal  medicine  treatments  today, 
about  half  may  be  doing  it  as  a way  of  maintain- 


TABLE  3 


RELIGIOUS  AND  MEDICAL  BELIEFS 


Beliefs 

Percent 

Religious 

Yes 

78% 

Somewhat 

11% 

No 

11% 

Believe  “God  punishes  people  with  illness  for 

bad  behavior” 

35% 

Believe  “Devil  makes  good  people  sick" 

Believe  in  the  “ability  of  good  people  as  healers” 

68% 

Yes 

57% 

Uncertain 

5% 

No 

38% 

TABLE  4 


PREVALENCE  OF  SELECTED  FOLK  BELIEFS 
AND  HOME  REMEDIES 


Beliefs 

Percent 

Currently  use  over-the-counter  drugs  and  common 

home  remedies 

100% 

Have  used  Appalachian  folk  remedies  in  past  only 

20% 

Currently  use  Appalachian  folk  remedies 

33% 

Have  never  used  Appalachian  folk  remedies 
Currently  believe  in  need  to  treat  family  members 

47% 

regularly  for  worms 

Yes 

38% 

Sometimes 

33% 

No 

29% 
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ing  a cultural  identification,  since  they  appear  just 
as  willing  to  go  to  a physician  for  medical  care. 
The  one  household  in  six  using  herbal  remedies 
extensively,  however,  poses  a special  challenge, 
since  many  of  these  individuals  believe  very 


strongly  in  these  systems.  Their  comments  sug- 
gest that  they  do  go  to  physicians  later  in  the  stage 
of  disease.  When  they  do  arrive  at  the  physi- 
cian’s office,  they  rarely  volunteer  information  on 
attempted  home  remedies.  The  Roan  Mountain 
family  physician  reported  that  few  families  had 
ever  shared  this  information  with  him.  One  might 


TABLE  5 

HOME  REMEDIES 


Remedy 

Complaint 

Remedy 

Complaint 

Slippery  elm  bark  (make  a 

Ulcers,  colitis 

Red  oak  bark 

Toothaches,  sore  throat,  cold 

mucilage) 

cure 

Mare's  tail  tea 

Diarrhea 

Yellow  root 

Diabetes 

Comfrey  (like  mallow) — tea  or 

Colds 

Wild  allum 

Sore  throat 

salad 

Peppermint  tea 

Colds 

Green  drink  (parsley,  comfrey, 

General  wellness  program 

Honey  and  Lemon 

Sore  throat 

pineapple  juice) 

Turpentine — 3 drops 

Worm  treatment 

Catnip  + panarol  + bone  set 

Fever 

Cornstarch 

Soreness  associated  with 

1 dose  turpentine  + wormafuge 

Worming 

diarrhea 

Whiskey  shots  (mix  with  equal 

Whooping  cough 

Mullin  teas  + moonshine 

Cough 

part  sugar  water  and  heat) 

Spicewood  tea 

Colds 

Beewood  tea 

Cold,  worming,  bowel 

Spicewood  + horsemint  + 

Colds 

complaints 

peppermint  + sugar 

Sulfer  + molasses  and  honey 

Cough 

Red  horse  mint  tea 

Colds 

Wahoo  bark 

Cough 

Worm  seed  tea 

Worming 

Goldenrod  (boil  roots) 

Arthritis 

Lard  + salt  water 

Insect  bites 

Honey  (1  quart  honey  + pint  of 

Lead  poisoning  from  paint 

Ginsing  tea 

Hives 

brandy) 

Julie  milk  seed  candy 

Worm  treatment 

Oak  bark  tea 

Coughs 

Poultices 

Sprains,  boils 

Bold  sage 

Hives 

Allum 

Strep  throat 

Speckled  dock  root  salve  (add 

Sores 

Teas 

Blood  purification 

milk,  boil,  make  poultice) 

Goldenrod  root 

Kidneys 

Wormafuge 

Worming 

Red  liniment 

Colds 

WD-40  (spray  on  painful  joints) 

Arthritis 

Steeped  mint 

Stomach,  sore  throat 

Honey  and  vinegar  (50/50  mix) 

Arthritis 

Camphor  oil 

Croup 

1 tsp.  twice  a day 

Ice  water 

Measles 

Honey  and  vinegar 

Cough 

Garlic 

High  blood  pressure 

Catnip  tea 

Acne,  fever,  sick  stomach, 

Enema  of  Lipton  tea 

Diarrhea 

babies,  colds,  hives 

Laxatives 

Diarrhea 

Bone  set  tea 

Flu,  colds,  fever 

Used  motor  oil 

Athlete's  foot 

Milkweed 

Poison  ivy,  warts 

Boil  onions  + sugar  + turpentine 

Sores,  sprains 

Elm  leaf  salve 

Diaper  rash 

+ mustard  for  poultice 

Whiskey  and  rock  candy 

Sore  throat,  fever,  colds 

Dirty  sock  around  throat 

Sore  throat 

Milrue  tonic  (contains  mallow — a 

Calcium  of  upper  shoulder, 

Urine  in  ear 

Ear  infection 

protein  plant) 

fungus  of  face 

Fat  bacon 

Removing  splinters 

Red  clover 

Calcium 

Ginger  tea  with  whiskey 

Colds 

Red  pepper 

Blood  purification,  bleeding 

Lemon  + brown  sugar  + 

Colds 

ulcer,  scrapes 

whiskey 

Alfalfa,  soymilk  powder,  Brewer's 

Red  tongue,  those  that  can't 

Sane  root  + vodka 

Arthritis 

yeast,  water  and  parsley 

or  won't  eat 

Pine  tip  tea  (may  also  boil  and 

Asthma 

Lemon  juice 

Cure  diabetes  (counteract 

breathe  vapors) 

sugar),  high  blood  pressure 

Mare’s  milk 

Whooping  cough 

Chickwood  steep 

Burns 

Liquor  + lemon  juice  + rock 

Flu  in  summer 

Ben  Gay  + turpentine  + 

Sore  throat  and  blisters 

candy  + ginger  + honey 

camphor  oil 

Cactus  juice 

Arthritis 

Kerosene 

Croup 

Pumpkin  seed 

Worming 

Wormafuge  weed  (boil  to  make 

Worming 

Blackberry  juice 

Diarrhea/vomiting 

syrup,  add  sugar) 

Spicewood  + whiskey  + pine  top 

Measles 

Wild  cherry  bark 

Cough  syrup,  whooping  cough 

Sugar  + turpentine 

Worming 

Ground  ivy 

Hives  in  newborns,  help 

Jello  (hot  drink) 

Seasickness 

babies  to  sleep,  colds 

Burnt  whiskey 

Diarrhea/vomiting 

Peach  bark  tea 

Sick  stomach,  baby  with 

Trailing  arbutis  tea 

Diarrhea 

worms 

Blood  root 

Kidneys 
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also  speculate  that  adherence  to  allopathic  rem- 
edies might  be  low,  based  on  this  strong  alter- 
nate belief  system. 

Another  concern  for  physicians  is  the  fact  that 
certain  of  the  remedies  listed  by  residents  in  Roan 
Mountain  are  potentially  dangerous  if  not  used 
very  carefully.  Of  special  note  here  are  the  var- 
ious combinations  of  turpentine  with  other  ingre- 
dients for  the  treatment  of  croup,  worms,  and 
other  ailments.  As  in  other  areas,  the  incorrect 
preparation  of  even  generally  benign  teas  and 
tonics  can  cause  trouble.  When  a tea  is  brewed 
at  excessive  temperatures  or  for  excessive  time, 
unusual  leaching  of  active  alkaloids  and  other 
pharmacologically  active  agents  can  occur.  Like- 
wise, too  large  an  ingestion  of  turpentine  for  any 
of  the  listed  ailments  could  cause  significant  hy- 
drocarbon toxicity.  Another  reason  to  attend  to 
these  alternate  belief  systems  is  as  a way  for  a 
physician  from  outside  the  community  to  estab- 
lish a bond  of  understanding  with  long-term  res- 
idents. When  use  of  herbal  remedies  is  noted  and 
they  appear  to  have  been  safely  done,  support  of 
the  system  allows  the  physician  to  bridge  the  bar- 
rier between  himself  and  the  community. 

It  was  noted  prior  to  the  study  that  several 
physicians  believed  themselves  to  be  in  conflict 
with  individuals  around  the  question  of  routine 
worming,  since  they  thought  that  those  who  be- 
lieved in  worms  were  more  likely  to  have  other 
folk  beliefs.  As  it  turns  out,  there  was  no  asso- 
ciation of  worming  beliefs  with  a higher  inci- 
dence of  belief  in  folk  remedies  or  fundamental- 
ist religious  beliefs  in  curing.  One  of  the  few 
significant  statistical  associations,  however,  was 
between  the  belief  in  worming  and  socioeconom- 
ic status  and  educational  level.  What  may  be 
happening  in  the  conflict  around  worming  is  a 
basic  conflict  between  individuals  with  highly 
varied  educational  and  socioeconomic  status.  In 
Roan  Mountain,  it  does  not  seem  to  be  a marker 
for  other  alternate  belief  systems. 

Of  special  interest  in  the  results  is  the  very  high 
frequency  of  individuals  believing  in  the  Devil  as 
a cause  of  disease.  Follow-up  comments  of  some 
of  the  people  who  responded  positively  to  this 
question  suggest  that  they  believe  illness  is  pro- 
duced by  certain  behaviors  identified  as  sinful; 
they  see  the  Devil  therefore  as  a secondary  cause 
for  illness.  Examples  include  the  use  of  dope  and 
alcohol  by  people  who  have  been  tempted  by  the 
Devil,  the  dope  and  alcohol  causing  illness.  An- 
other very  large  group,  however,  seemed  to  im- 
plicate the  Devil  more  directly  in  the  production 


of  illness.  Comments  like  “The  Devil  is  the  de- 
stroyer,” “He’s  on  our  track  every  day,”  “Yes, 
the  Devil  has  more  power  over  a person  than  you 
realize,”  “He’s  a tough  one,  yes.”  Six  house- 
holds refer  to  the  Bible  and  to  Job  as  a basis  for 
their  belief  in  the  Devil  as  a cause  of  illness. 
These  responses  raise  a number  of  questions. 
How  frequently  does  the  Devil  cause  illness? 
What  sorts  of  illness  is  the  Devil  capable  of  pro- 
ducing? Compared  to  stress,  lifestyle,  and  other 
causative  agents,  how  important  is  the  Devil?  For 
illness  related  to  the  Devil,  what  is  the  role  of 
the  physician  or  the  clergyman?  Since  we  were 
surprised  by  the  magnitude  of  this  particular  re- 
sponse, answers  to  these  questions  will  have  to 
await  a follow-up  survey. 

Though  the  data  presented  in  this  study  prob- 
ably represent  the  community  of  Roan  Mountain 
fairly  adequately,  they  represent  isolated  rural 
Southern  Appalachian  communities  to  a lesser 
extent.  It  should  be  noted  that  there  are  no  snake 
handling  churches  in  Roan  Mountain,  which 
might  change  the  responses  to  certain  questions, 
as  might  different  fundamentalist  Christian 
churches,  whose  beliefs  recommend  against  us- 
ing medical  providers  in  illness.  There  may  be  a 
higher  incidence  of  use  of  herbal  and  Appalachi- 
an folk  remedies  in  other  communities,  but  we 
are  not  aware  of  any  such  reputation.  In  all  like- 
lihood, a decreasing  use  of  folk  remedies  is  prob- 
ably representative  of  much  of  Southern  Appa- 
lachia. It  would  seem  very  useful  for  physicians 
to  collect  this  information  from  a random  set  of 
their  own  patients  in  order  to  know  the  likeli- 
hood of  factors  influencing  their  patients’  beliefs 
of  causation  and  treatment.  In  looking  at  how 
personal  belief  systems  affect  medical  care,  it 
would  appear  that  in  all  communities,  attention 
to  religious  beliefs  as  well  as  to  ethnic,  cultural, 
and  alternate  belief  systems,  would  be  in  order. 
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Special  Communication  from  the  AMA 


New  Proposal  to  Resolve  Malpractice  Crisis 


The  AMA,  31  national  medical  specialty  socie- 
ties, and  the  Council  of  Medical  Specialty  Societies 
have  joined  together  to  create  the  Medical  Liability 
Project  to  propose  a fair  and  efficient  system  of  re- 
solving medical  liability  disputes.  Specifically,  we 
propose  a system  in  which  such  disputes  would  be 
adjudicated  by  an  expert  administrative  agency, 
which  can  be  either  a modification  of  the  current 
state  licensing  board  or  a new  agency.  This  medical 
board  would  also  have  the  power  to  take  appropri- 
ate action  to  identify  and  rehabilitate  or  discipline 
physicians  whose  practice  patterns  pose  a threat  to 
patients.  Because  of  the  radical  nature  of  our  pro- 
posal. we  recommend  that  it  be  tried  as  an  experi- 
ment in  one  or  more  states. 


We  have  endeavored  to  create  a system  that 
is  fair  and  equitable  to  patients  and  physicians 
alike.  Medical  liability  is  only  a part  of  the  much 
larger  and  more  important  issues  concerning  the 
quality  of  medical  care  being  provided  by  physi- 
cians. Accordingly,  in  addition  to  changes  in  the 
legal  standards  for  determining  medical  liability, 
the  proposal  includes  specific  provisions  de- 
signed to  enhance  the  state  medical  board's  cre- 
dentialing  and  disciplinary  functions.  The  admin- 
istrative scheme  proposed  in  this  report 
recognizes  that  physicians,  patients  and  the  pub- 
lic have  distinct  interests  which  must  be  respect- 
ed and  evenly  balanced  in  any  reasonable  at- 
tempt to  solve  the  medical  liability  crisis. 


PART  i 

Administrative  Alternative  to  the  Current  Medical  Liability  System  and 
Improved  Credentialing  and  Disciplinary  Processes 


Rationale  for  the  Alternative 

Our  proposal  arises  out  of  two  basic  facts. 
First,  the  current  judicial  system  for  determining 
professional  liability  does  not  compensate  a sig- 
nificant number  of  patients  who  have  been  in- 
jured by  medical  negligence.  Individuals  who 
have  claims  which  do  not  involve  a substantial 
potential  recovery  have  difficulty  enlisting  the 
services  of  private  attorneys.  Thus,  the  existing 
system  imposes  barriers  to  the  courts  which  pre- 
clude plaintiffs  from  receiving  any  compensation 
for  injuries  caused  by  medical  negligence. 

Second,  the  current  tort  system,  which  relies 
heavily  upon  juries,  is  not  optimally  suited  for 
resolving  medical  negligence  issues.  Under  the 
current  system,  there  have  been  consistent  in- 
creases in  the  size  of  damage  awards,  especially 
for  non-economic  damages.  By  their  magnitude, 
these  awards  are  threatening  the  availability  and 
affordability  of  insurance  coverage  and  health 
care  in  many  geographic  areas  in  the  United 
States  and  in  many  medical  specialties.  More- 

This  proposal,  developed  by  the  AMA/Spccialtv  Society  Medical 
Liability  Project,  was  distributed  as  an  AMA  House  of  Delegates  Spe- 
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over,  juries  have  tended  to  award  plaintiffs  sig- 
nificantly greater  amounts  in  malpractice  cases 
than  in  cases  which  concern  identical  injuries  not 
involving  physicians.  In  addition,  the  use  of  jur- 
ies can  be  a time-consuming  and  inefficient  way 
to  resolve  medical  liability  disputes.  Currently, 
less  than  half  of  the  total  dollars  spent  on  mal- 
practice insurance  ever  reach  the  injured  patient. 

Because  the  existing  judicial  system  is  not  en- 
tirely fair  either  to  patients  or  physicians  and  is 
not  an  effective  or  efficient  method  of  medical 
liability  dispute  resolution,  it  is  reasonable  to 
consider  whether  an  alternative  could  be  devel- 
oped which  would  be  fairer  and  more  efficient. 
However,  the  system  of  trial  by  jury  has  strong 
historical  roots  in  this  country  and  there  are  sig- 
nificant constitutional  and  political  limitations  on 
the  range  of  alternatives  to  the  civil  justice  sys- 
tem that  can  be  implemented  even  on  a limited 
basis.  In  particular,  there  must  be  a meaningful 
quid  pro  quo  provided  to  patients  in  order  to 
justify  withdrawing  their  claims  from  the  jury 
system — as  there  is  in  no-fault  automobile  and 
worker,  compensation  systems. 

The  Medical  Liability  Project  does  not  suggest 
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a general  rejection  of  the  tort  system,  nor  does 
it  advocate  the  abandonment  of  traditional  tort 
reform.  However,  the  Project  has  concluded  that 
a persuasive  case  can  be  made  for  employing  on 
an  experimental  basis  an  administrative  alterna- 
tive to  the  tort  system  for  resolving  medical  lia- 
bility disputes.  The  Project  therefore  proposes 
that  in  one  or  more  states  broad  authority  to 
handle  medical  liability  disputes  be  granted  to  an 
existing  medical  disciplinary  board  or  to  a new 
agency  so  that  an  administrative  system  of  med- 
ical liability  compensation  can  be  established.  This 
medical  board  would  provide  several  advantages 
to  patients.  The  most  important  of  these  is  that 
the  system  should  permit  more  injured  parties  to 
be  compensated  than  does  the  current  system.  At 
the  same  time,  windfall  damage  awards  would  be 
eliminated,  medical  liability  disputes  would  be 
resolved  more  quickly  and  efficiently,  and  cer- 
tainty and  predictability  of  compensation  for 
medical  liability  would  be  increased. 

Claims  Resolution  Function 

The  administrative  system  for  adjudicating 
medical  liability  can  be  divided  into  three  parts: 
(1)  the  pre-hearing  and  initial  hearing  stage;  (2) 
the  final  decision  of  the  board;  and  (3)  judicial 
review.  The  proposed  system  would  provide  a 
significant  benefit  to  patients  by  making  avail- 
able to  any  patient  who  has  a claim  of  reasonable 
merit  an  experienced  attorney  from  the  medical 
board's  general  counsel's  office  who  will  litigate 
the  claim  on  behalf  of  the  patient  free  of  charge. 

Under  proposed  pre-hearing  procedures, 
claims  reviewers  from  the  medical  board  will 
quickly  evaluate  claims  and  dismiss  those  with- 
out merit.  For  claims  with  merit,  the  claims  re- 
viewers will  submit  the  matter  to  an  expert  in  the 
same  field  as  the  health  care  provider.  The  ex- 
pert will  review  the  claim  and  make  a judgment 
as  to  whether  it  has  merit.  The  claims  reviewer 
also  will  assist  the  patient  in  evaluating  the  claim 
and  any  settlement  offers. 

If  the  claim  is  not  settled,  it  will  be  assigned 
to  one  of  the  medical  board’s  hearing  examiners. 
In  order  to  encourage  reasonable  and  timely  set- 
tlements, blind  settlement  offers  by  the  parties 
will  be  required  prior  to  a hearing.  A party  would 
be  subject  to  sanctions  if  the  outcome  of  the  case 
is  not  an  improvement  over  a settlement  offer 
that  the  party  has  rejected.  The  hearing  exam- 
iner also  will  oversee  expedited  discovery  and 
ensure  that  the  parties  have  valid  expert  evi- 
dence available  to  support  their  case.  At  the 


hearing  itself,  the  examiner  will  have  broad  au- 
thority to  conduct  the  proceedings,  including  au- 
thority to  call  an  independent  expert  to  provide 
assistance  in  deciding  the  case.  The  hearing  ex- 
aminer will  be  required  to  render  a written  deci- 
sion within  90  days  of  the  hearing.  In  that  deci- 
sion, the  hearing  examiner  will  determine  whether 
the  health  care  provider  is  liable  for  the  claim- 
ant’s injury  and.  if  so,  will  determine  the  size  of 
the  damage  award. 

The  hearing  examiner’s  decision  will  be  sub- 
ject to  review  by  the  medical  board.  The  board 
will  have  discretion  to  award  fees  and  costs  in- 
curred in  an  appeal  if  the  appeal  presented  no 
substantial  question.  The  medical  board  will  hear 
these  cases  as  an  appellate  body  in  panels  of  three 
members.  The  medical  board  will  make  a full  in- 
dependent determination  whether  the  health  care 
provider’s  conduct  was  inadequate  and  caused  the 
claimant's  injury.  Appeal  from  the  medical 
board's  decision  will  be  to  the  intermediate  ap- 
pellate court  of  the  state,  where  the  review  will 
be  limited  to  whether  the  board  acted  contrary 
to  statute  or  the  board’s  own  rules. 

This  proposed  scheme  will  provide  experi- 
enced and  expert  personnel  at  every  level  in  the 
decision-making  process.  Over  time,  they  should 
be  better  able  than  a jury  to  evaluate  medical 
negligence  claims.  In  addition,  the  involvement 
of  the  board  will  increase  the  ability  of  the  deci- 
sion-making process  to  be  consistent  in  both  lia- 
bility determinations  and  the  size  of  damage 
awards.  The  proposed  administrative  system  also 
should  be  able  to  resolve  disputes  more  quickly 
than  the  current  system  and  thereby  save  both 
plaintiffs  and  defendants  the  substantial  expense 
incurred  in  litigating  cases  for  years  in  court. 

In  addition  to  acting  as  an  adjudicator  of  medical 
liability  claims,  the  medical  board  also  will  develop 
rules  and  substantive  guidelines  to  complement  the 
statutory  standards.  The  board  will  have  adminis- 
trative authority  to  initiate  rulemaking  and  to  solic- 
it public  comments.  A rule  promulgated  by  the 
board  will  have  the  force  of  law  and  will  be  subject  to 
judicial  review  by  an  appellate  court  to  determine  if 
it  is  arbitrary,  capricious  or  in  excess  of  the  medical 
board’s  authority. 

Performance  Monitoring  Function 

In  conjunction  with  its  expanded  authority  to 
handle  medical  liability  claims,  the  board’s  per- 
formance monitoring  function  will  be  strength- 
ened. Specifically,  all  settlements  and  awards  based 
on  medical  liability  will  be  reported  to  the  board’s 
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investigative  branch.  This  does  not  mean  that  every 
or  even  many  liability  determinations  will  lead  to 
disciplinary  actions.  What  it  means  is  that  every  lia- 
bility determination  will  give  rise  to  an  initial 
screening  of  the  physician's  practices  as  reported  to 
the  medical  board.  The  primary  purpose  of  this  en- 
deavor, as  with  all  performance  monitoring,  will  be 
education  and  rehabilitation.  Thus,  our  proposal  is 
intended  to  enhance  the  board's  ability  to  discover 
physicians  who  are  impaired,  lacking  appropriate 
medical  skills,  or  otherwise  unable  to  provide  ac- 
ceptable medical  care. 

In  conjunction  with  the  proposals  for  monitor- 
ing physician  performance  by  the  medical  board, 
our  proposal  calls  for  enactment  of  three  cate- 
gories of  changes  designed  to  further  strengthen 
physician  credentialing.  First,  reporting  require- 
ments will  be  increased  by  requiring  hospitals  and 
other  health  care  institutions  to  conduct  periodic 
physician  performance  reviews  (a  modified  ver- 
sion of  those  required  by  the  Joint  Commission 
on  the  Accreditation  of  Healthcare  Organiza- 
tions) and  to  report  to  the  medical  board  any 
conclusion  that  a physician's  performance  has 
been  substandard.  Insurers  will  be  required  to 
report  cancellations  and  failures  to  renew  for 
reasons  that  are  not  class  based.  All  physicians 
will  be  required  to  report  instances  of  suspected 
incompetence,  impairment,  or  drug  or  alcohol 
dependence  to  the  hospital  credentials  commit- 
tee or  other  credentialing  entity.  In  order  to  fa- 
cilitate physician  reporting,  the  state  will  provide 
immunity  to  physicians  who  report  suspected 
problems  in  good  faith.  All  of  these  reporting  re- 
quirements are  designed  to  increase  substantially 
the  amount  of  information  available  on  physician 
performance. 

Second,  this  information  must  be  maintained 
in  a form  that  is  accessible  to  those  who  conduct 
professional  review  activities  under  the  proposed 
system.  To  facilitate  this  process,  the  medical 
board  will  create  and  maintain  a clearinghouse 
(or  utilize  the  one  established  pursuant  to  the 
Health  Care  Quality  Improvement  Act  of  1986) 
for  reports  from  insurers,  reports  from  hospitals 
and  other  entities  and  disciplinary  actions  taken 
by  other  states.  Much  of  the  information  that  will 
be  collected  under  this  proposal  overlaps  with  the 
required  reporting  under  current  federal  law.  The 
licensing  board  will  review  this  information,  on  a 
routine  basis,  every  two  years.  Immediate  review 
is  required  in  the  event  of  certain  negative  re- 
ports. The  board  will  also  have  authority  to  con- 
duct an  on-site  review  of  the  medical  practices  of 
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all  physicians  against  whom  a medical  liability 
determination  (or  settlement)  has  been  made 
where  there  is  reason  to  believe  that  the  physi- 
cian's practices  pose  a threat  to  patient  health. 
In  addition,  certain  credentialing  entities,  such  as 
hospitals,  will  be  required  to  check  with  the 
clearinghouse  in  connection  with  credentialing 
and  privilege  reviews. 

Finally,  the  Project  calls  for  the  furtherance  of 
quality  assurance/risk  prevention  goals  by  requir- 
ing all  physicians  to  complete  a number  of  con- 
tinuing medical  education  “credit  hours"  per  year. 
A certain  percentage  of  these  hours  must  be  di- 
rectly relevant  to  clinical  practice.  In  addition, 
all  physicians  will  be  required  to  participate  in  a 
risk  management  program.  This  change  is  de- 
signed to  ensure  that  physicians  maintain  and  en- 
hance their  professional  skills. 

In  addition  to  the  settlements  and  awards  that 
are  automatically  reported,  performance  com- 
plaints— from  hospitals,  physicians,  the  public  or 
employees  of  the  medical  board — will  be  sent  to 
a claims  reviewer  at  the  board  for  investigation. 
As  with  claims  of  medical  liability,  the  claims  re- 
viewer will  evaluate  these  complaints  and.  if  ap- 
propriate, make  a recommendation  to  the  board's 
general  counsel’s  office  to  pursue  complaints  that 
appear  meritorious.  A member  of  the  general 
counsel’s  office  will  then  make  a decision  wheth- 
er to  initiate  a disciplinary  charge.  Once  a disci- 
plinary charge  is  initiated,  a member  of  the  gen- 
eral counsel’s  office  will  prosecute  the  charge 
before  a hearing  examiner  who.  after  an  appro- 
priate due  process  proceeding,  will  make  a deci- 
sion as  to  what,  if  any,  action  is  appropriate.  The 
examiner's  action  is  subject  to  review  by  the 
board,  which  is  required  to  provide  notice  of  any 
disciplinary  action  to  credentialing  entities,  in- 
surers and  other  state  medical  boards. 

Structure  of  the  Board 

In  order  to  perform  the  complex  and  sensitive 
functions  outlined  above,  the  existing  medical 
boards  will  be  restructured  or  a new  agency  will 
be  created.  Membership  on  the  board  will  have 
to  become  full  time,  probably  for  a five-year 
term.  Members  will  be  selected  by  the  gover- 
nor— from  a list  of  nominees  selected  by  a nom- 
inating committee — and  approved  by  the  legisla- 
ture. The  Project  recommends  a seven  person 
board,  of  which  at  least  two  but  no  more  than 
three  members  are  physicians.  It  is  also  crucial 
that  the  medical  board  members  be  widely  rec- 
ognized as  experienced  and  neutral,  and  that  they 
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be  committed  to  attempting  a bold  new  approach 
to  the  problems  of  medical  negligence.  To  en- 
sure the  board's  quality,  all  of  its  employees,  from 
claims  reviewers  to  hearing  examiners,  must  be 
selected  and  retained  on  the  basis  of  their  ability 
and  commitment  to  resolving  claims  efficiently 
and  fairly. 

Proper  implementation  of  the  administrative 
model  also  will  require  that  substantial  issues  of 


funding  be  addressed.  With  respect  to  the  in- 
creased funding  requirements  of  the  board  itself, 
because  of  the  substantial  benefits  to  the  public 
and  expected  lower  overall  costs,  use  of  general 
revenues  will  be  necessary  and  appropriate.  In 
addition,  the  state  could  make  an  initial  assess- 
ment against  insurance  companies,  w’hich  pro- 
vide medical  liability  insurance  within  the  state, 
or  physicians  and  other  health  care  providers. 


PART  II 

Legal  Elements  of  Medical  Liability 


In  order  to  ensure  that  the  administrative  model 
of  medical  liability  passes  constitutional  muster,  it 
will  be  necessary  to  codify  the  liability  rules  to  be 
applied  by  the  medical  board  under  the  adminis- 
trative system.  It  will  not  be  enough  simply  to  in- 
corporate by  reference  existing  common  law1 
standards.  The  statute  establishing  the  medical 
board  will  have  to  define  specifically  the  standards 
under  which  a claim  for  medical  liability  is  estab- 
lished. although  as  noted  previously,  the  board  will 
be  expected  to  exercise  its  rulemaking  authority  to 
fill  in  the  interstices  of  the  statute.  The  need  for 
codification  of  the  rules  governing  medical  liability 
provides  an  opportunity  to  revise  existing  rules  in  a 
way  that  furthers  the  patient's  interests  in  fair  com- 
pensation, the  physician’s  interest  in  predictable 
awards,  and  the  public's  interest  in  standards  of  li- 
ability and  damages  that  can  be  consistently  and 
efficiently  applied.  Set  forth  below  is  a summary  of 
the  most  important  proposed  rules  of  medical 
liability. 

The  rules  governing  standard  of  care  based  on 
custom  and  locality  would  be  abolished  in  favor 
of  a standard  that  focuses  on  whether  the  chal- 
lenged actions  fall  within  a range  of  reasonable- 
ness, to  be  determined  by  reference  to  the  stand- 
ards of  a prudent  and  competent  practitioner  in 
the  same  or  similar  circumstances.  The  hearing 
examiner  would  be  required  to  consider  a variety 
of  factors  in  determining  the  range  of  reasona- 
bleness, including  the  expertise  of  and  means 
available  to  the  health  care  provider,  the  state  of 
medical  knowledge,  the  availabilty  of  facilities  and 
access  to  transportation  and  communications  fa- 
cilities. With  respect  to  proof  of  liability,  the 
statute  also  would  set  standards  for  evidentiary 
matters  such  as  the  qualifications  of  experts,  the 
use  of  manufacturer's  instructions  on  drugs  and 
medical  devices  and  the  use  of  medical  litera- 
ture. 


A significant  modification  in  the  causation 
standard  is  also  proposed.  Traditionally,  recov- 
ery has  been  denied  unless  the  physician  was  at 
least  50%  responsible  for  the  patient's  loss.  The 
causation  standard  would  be  modified  to  allow 
recovery  if  the  physician's  negligence  was  a 
‘'contributing  factor"  in  causing  the  injury.  Dam- 
ages under  this  standard  would  be  apportioned 
according  to  the  physician's  degree  of  fault. 

The  informed  consent  doctrine  would  be  cod- 
ified under  the  current  "minority"  rule  which  re- 
quires that  the  adequacy  of  the  disclosures  should 
be  measured  from  the  perspective  of  the  reason- 
able patient.  The  privilege  to  withhold  informa- 
tion (for  therapeutic  reasons)  and  standards  for 
determining  individual  responsibility  for  disclo- 
sure also  would  be  included  in  the  statutory  '"in- 
formed consent”  doctrine. 

In  the  area  of  damages,  non-economic  damages 
(and  punitive  damages)  would  be  capped  at  an 
amount  that  is  tied  to  a percentage  of  the  average 
annual  wage  in  the  state.  Special  damages  would  be 
awarded  under  a series  of  guidelines  designed  to 
ensure  that  those  damages  represent  a realistic 
“replacement  cost.”  For  example,  in  determining 
the  “lost  income"  of  an  unemployed  minor,  the 
hearing  examiner  would  be  required  to  award 
damages  based  on  the  average  annual  income  in  the 
state  multiplied  by  the  average  work  life  expectan- 
cy, absent  clear  and  convincing  proof  that  the  loss 
would  be  greater  or  smaller. 

The  rule  of  joint  and  several  liability  would  be 
abolished  so  that  defendants  would  be  liable  for 
damages  only  in  proportion  to  their  actual  liabil- 
ity. In  addition,  any  award  of  future  damages, 
where  the  present  value  of  such  damages  exceeds 
$250,000,  would  be  made  in  accordance  with  a 
periodic  payment  schedule.  Finally,  damages 
generally  would  be  reduced  by  collateral  source 
payments.  r ^ 
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Special  Item 


TMA  Policy  Regarding  HIV  Infection  and  AIDS 


February,  1988 


1.  TMA  reaffirms  the  Report  of  the  AMA  Council  on  Ethical  and  Judicial 
Affairs  (“Ethical  Issues  Involved  in  the  Growing  AIDS  Crisis,”  J Tenn 
Med  Assoc  81:89-90,  Feb  1988)  which  states  in  part,  “Persons  who  are 
seropositive  should  not  be  subjected  to  discrimination  based  on  fear  or 
prejudice.” 

2.  TMA  supports  the  mandatory  reporting  to  public  health  authorities  by 
physicians,  on  a confidential  basis,  individuals  who  are  confirmed  as  test- 
ing positive  for  the  antibody  to  the  AIDS  virus.  TMA  believes  that  con- 
fidentiality is  critical  to  this  process,  and  that  appropriate  provisions  of 
state  law  should  be  made  to  ensure  this  confidentiality. 

3.  TMA  does  not  advocate  or  support  any  proposals  calling  for  the  manda- 
tory testing  of  food  handlers,  health  care  workers,  or  people  in  other 
occupational  categories.  TMA  strongly  encourages  the  voluntary  testing 
of  any  individual,  and  supports  the  concept  of  providing  information  and 
education  to  the  public  to  encourage  voluntary  testing.  TMA  believes 
that  pregnant  women  at  high  risk  for  HIV  infection  be  especially  encour- 
aged to  be  voluntarily  tested.  The  risk  of  HIV  transmission  to  the  fetus 
in  such  circumstances  is  too  great  not  to  provide  a special  focus  on  this 
group. 

4.  TMA  believes  that  the  data  are  simply  not  available  to  reasonably  justify 
any  proposal  that  would  either  prevent  or  require  a health  care  facility 
to  develop  and  implement  operational  policy  relative  to  the  mandatory 
HIV  testing  of  patients. 

5.  TMA  believes  that  the  best  approach  to  the  testing  of  applicants  for  mar- 
riage licenses  is  on  a completely  voluntary  basis.  Epidemiological  consid- 
erations alone  indicate  that  mandatory  testing  of  these  applicants  would 
be  a waste  of  resources  and  ineffective  at  stemming  the  transmission  of 
HIV. 

6.  TMA  believes  that  the  State  of  Tennessee  should  provide  adequate  fund- 
ing in  all  areas  of  the  state  for  the  counseling  of  all  individuals  concerned 
about  their  seropositivity  to  HIV,  of  those  testing  positive  for  HIV,  and 
of  those  with  AIDS  or  AIDS  Related  Complex. 

7.  TMA  supports  the  concept  of  contact  tracing  of  those  individuals  con- 
firmed to  be  HIV-positive,  provided  that  strict  confidentiality  and  anti- 
discrimination  legislation  is  available  to  support  the  process  and  that  ad- 
equate funding  is  available  to  conduct  it.  All  those  known  to  be  exposed 
to  HIV  should  be  offered  the  opportunity  to  be  tested. 

8.  TMA  supports  the  State  AIDS  Advisory  Committee’s  efforts  to  deter- 
mine the  extent  of  the  HIV  problem  in  the  State’s  prisons  through  the 
gathering  of  epidemiological  data  from  the  prison  population.  r A 
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Trauma  Rounds 


Occult  Unstable  Cervical  Spine  Injury 

JON  F.  LIEBERMAN,  M.D.  and  KIMBALL  I.  MAULL,  M.D. 


The  diagnosis  of  cervical  spine  injury  is  often 
difficult  in  persons  sustaining  multisystem  blunt 
trauma.  An  adequate  lateral  cervical  spine  film 
is  generally  assumed  to  be  a reliable  technique  to 
exclude  cervical  spine  injuries  severe  enough  to 
endanger  the  patient's  neurologic  status  if  sub- 
sequent neck  manipulation  is  required.  In  this 
report,  an  injured  patient  is  described  where  this 


Figure  1.  Lateral  cervical  spine  film  showing  all  seven  vertebrae  and 
the  top  of  the  first  thoracic  vertebral  body.  The  film  is  adequate  tech- 
nically and  shows  no  evidence  of  fracture. 


From  the  Department  of  Surgery.  University  of  Tennessee  Medi- 
cal Center  at  Knoxville. 


assumption  was  incorrect.  Fortunately,  the  pa- 
tient did  not  suffer  neurologic  damage  but  his 
unrecognized  cervical  spine  status  placed  him  in 
jeopardy. 

Case  Report 

The  patient  was  an  unrestrained  driver  ejected  in  an  au- 
tomobile rollover  crash.  He  was  transported  from  the  scene 
to  the  University  of  Tennessee  Medical  Center  via  helicopter. 
He  did  not  lose  consciousness  and  arrived  in  the  emergency 
unit  awake  with  slurred  speech  but  able  to  follow  commands: 
he  moved  all  four  extremities  without  difficulty.  He  com- 
plained of  right  shoulder  and  left  arm  pain  and  headache,  but 
he  initially  denied  neck  pain.  Blood  pressure  was  170/100  mm 
Hg.  pulse  96/min,  respirations  24/min.  He  had  a right  occip- 
ital skull  laceration,  and  tenderness  over  the  left  forearm  and 
right  clavicle.  His  neck  was  normal  to  physical  examination. 
The  admission  blood  alcohol  concentration  was  0.40  vol% 
and  the  urine  was  grossly  bloody.  The  initial  lateral  cervical 
spine  film  was  technically  adequate  and  showed  no  displace- 
ment or  fractures  of  the  cervical  spine  (Fig.  1).  The  chest  and 


Figure  2.  Follow-up  lateral  cervical  spine  film  on  the  first  postinjury 
day.  Although  the  film  is  technically  inadequate,  since  it  does  not 
demonstrate  all  seven  cervical  vertebrae,  there  is  obvious  dislocation 
at  Cl -2.  defining  an  unstable  injury. 
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pelvic  films  were  normal.  The  left  ulna  and  radius  were  frac- 
tured. Computed  tomography  (CT)  of  the  abdomen  showed 
a right  subcapsular  renal  hematoma.  Cranial  CT  confirmed  a 
right  frontal  subdural  collection  5 mm  in  thickness.  The  pa- 
tient's scalp  laceration  was  sutured  in  the  emergency  room 
and  the  patient  remained  hemodynamically  and  neurological- 
lv  stable.  The  following  morning,  when  he  complained  of  se- 
vere neck  pain,  tingling  in  his  upper  extremities  and  difficulty 
breathing,  a repeat  lateral  cervical  spine  x-ray  was  obtained 
(Fig.  2),  which  clearly  demonstrated  a C-2  fracture  disloca- 
tion with  narrowing  of  the  canal  from  23  mm  to  12  mm. 
Cervical  spine  tomograms  and  a CT  scan  confirmed  an  odon- 
toid fracture  extending  obliquely  through  the  base  of  C-2. 
The  patient  was  placed  in  tongs  and  the  displacement  was 
reduced  under  traction.  On  hospital  day  5,  the  patient  was 
placed  in  a halo  vest  and  open  reduction  and  internal  fixation 
of  the  left  forearm  was  performed.  The  patient's  hospital 
course  was  one  of  continued  improvement.  His  hematuria  re- 
solved, his  neurologic  status  remained  intact,  and  his  left  arm 
fracture  and  scalp  laceration  healed  satisfactorily.  Alcohol 
withdrawal  symptoms  during  his  hospitalization  required  ag- 
gressive treatment.  He  was  discharged  on  hospital  day  19  still 
immobilized  in  a halo  vest. 

Discussion 

In  evaluating  cervical  spine  injuries  in  blunt 
trauma,  one  must  consider  the  mechanism  of  in- 
jury, the  subjective  findings  or  complaints,  the 
objective  physical  examination  findings,  and  the 
x-ray  evidence.  Head  or  facial  injuries  should 
alert  one  to  possible  cervical  spine  injury.  A high 
speed  motor  vehicle  crash  where  the  victim  is 
ejected  should  also  make  the  physician  suspi- 
cious of  a cervical  spine  injury.  Deformity  of  the 
neck  or  a stepoff  noted  on  physical  examination 
are  suggestive  physical  signs.  If  a patient  does  not 
have  an  altered  sensorium,  the  likelihood  of  a 
cervical  spine  injury  without  pain  is  low.1  Our 
patient  was  extremely  intoxicated,  and  only  as  the 
effects  of  his  high  ethanol  level  began  to  wear  off 
did  he  appreciate  pain  in  his  neck  and  focus  at- 
tention thereto.  After  the  injury  was  identified 
satisfactorily  on  plain  film,  tomograms  and  CT 
scan  more  precisely  defined  the  fracture.2 

It  is  estimated  that  20%  to  25%  of  spinal  cord 
damage  following  vertebral  column  injury  occurs 
after  the  incident,  due  either  to  mishandling,  lack 
of  proper  immobilization,  or  unintentional  self- 
injury  during  transport  to  or  after  arrival  at  a 
treatment  facility.3  If  adequate  x-ray  evaluation 
of  the  neck  is  not  possible  during  the  initial  re- 
suscitation, cervical  spine  precautions  should  be 
continued  until  injury  can  be  excluded  by  addi- 
tional views,  tomography,  or  CT. 

If  the  injury  is  not  visible  on  technically  ade- 
quate studies,  and  the  patient  is  asymptomatic, 
most  clinicians  would  discontinue  immobilization 
and  “clear”  the  neck.  This  case  points  out  that 
this  may  not  always  be  safe.  There  are  several 


pitfalls  that  deserve  comment.  First,  what  consti- 
tutes an  adequate  radiologic  examination  of  the 
cervical  spine?  Although  Fischer1  believes  that 
cervical  spine  films  are  unnecessary  in  asympto- 
matic, conscious  victims  of  blunt  trauma,  in  oth- 
er cases  the  lateral  view  alone  is  clearly  not 
enough.  Where  suspicion  exists  because  of  either 
symptoms,  physical  findings,  or  mechanism  of  in- 
jury, anteroposterior  and  open  mouth  odontoid 
views  are  also  required.  The  lateral  film  must 
demonstrate  all  seven  cervical  and  the  top  of  the 
first  thoracic  verteral  bodies.  Another  pitfall  re- 
lates to  the  reliability  of  interpretation  of  the  films 
by  a nonradiologist.  In  Jacob's  study,  6%  of 
cervical  spine  films  were  falsely  negative  when 
read  by  physicians  without  special  training  in  ra- 
diology.4 In  our  case  the  cervical  spine  fracture 
was  not  initially  identified  by  the  senior  staff  ra- 
diologist. 

Lastly,  when  is  the  patient  really  asymptomat- 
ic? If  an  inebriated  trauma  victim  is  “feeling  no 
pain,”  that  may  be  significant  for  more  than  sim- 
ply his  relationship  with  the  bottle.  The  coma- 
tose patient  and  the  individual  under  the  influ- 
ence of  drugs  or  alcohol  must  be  considered  at 
risk.  The  asymptomatic  cervical  spine  injured  pa- 
tient does  exist5;  Walter  et  al6  confirmed  lack  of 
neck  symptoms  in  18%  of  their  series  of  patients 
with  cervical  spine  fractures  and/or  dislocations. 

Summary 

Because  the  cost  to  the  patient  and  society  is 
so  great,  the  prevention  of  spinal  cord  injury  is 
important.  Many  pitfalls  exist  in  the  diagnosis  and 
management  of  injured  patients  at  risk  for  cer- 
vical spine  injury.  If  an  injured  patient  is  awake, 
denies  injury  to  and  symptoms  of  neck  injury, 
and  technically  adequate  cervical  spine  films  are 
negative,  the  neck  can  be  “cleared”  with  a high 
degree  of  confidence.  All  others,  however,  re- 
main at  risk,  and  require  continued  immobiliza- 
tion pending  reevaluation.  r % 
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Vanderbilt  Morning  Report 


Cryptococcal  Meningitis 


Case  Report 

A 64-year-old  man  with  chronic  rheumatoid  arthritis  re- 
ceiving prednisone  therapy  was  admitted  for  evaluation  of  a 
febrile  illness  and  progressive  changes  in  mental  status.  His 
illness  began  six  weeks  earlier  when  he  was  admitted  to  a 
local  hospital  with  a headache  and  fever,  which  improved  with 
the  administration  of  steroids  and  antibiotics.  He  was  read- 
mitted two  weeks  later  with  confusion  and  continued  fever, 
which  improved  again  with  the  same  therapy.  Shortly  there- 
after. when  he  was  admitted  a third  time  with  fever  and  a 
worsening  mental  status,  he  was  transferred  to  the  Nashville 
Veterans  Administration  Hospital  for  further  evaluation. 

Physical  examination  showed  an  obtunded  man  whose 
temperature  was  102°F,  blood  pressure  140/100  mm  Hg.  pulse 
120/min  and  regular.  His  optic  disks  were  sharply  outlined 
and  he  had  no  retinal  lesions.  His  neck  was  supple,  lungs 
were  clear,  and  no  cardiac  friction  rubs  or  murmurs  were 
heard.  Examination  of  the  skin  and  extremities  revealed  only 
multiple  ecchymoses,  without  splinter  hemorrhages  or  Jane- 
way lesions.  On  neurologic  examination,  he  was  confused  and 
disoriented,  there  were  no  focal  motor  or  sensory  deficits, 
and  reflexes  were  depressed  but  symmetrical. 

Blood  chemistries  were  normal  except  for  a blood  sugar 
of  200  mg/dl  (normal  70  to  110)  and  a serum  albumin  of  3.1 
gm/dl  (normal  3.5  to  5.1).  The  WBC  count  was  28,100/cu  mm 
with  a left  shift  (normal  4,300  to  10,000),  hematocrit  48% 
(normal  40%  to  52%),  and  platelet  count  555.000/cu  mm 
(normal  150,000  to  400,000).  Admission  chest  roentgeno- 
gram, electrocardiogram,  urinalysis  and  CT  scan  of  the  head 
were  normal.  Lumbar  puncture  revealed  an  opening  pressure 
of  130  mm  H;0  (normal  70  to  180).  The  cerebrospinal  fluid 
(CSF)  had  370  RBC/cu  mm  and  102  WBC/cu  mm  (normal  0 
to  3)  with  a differential  of  30%  neutrophils,  32%  lympho- 
cytes and  38%  monocytes.  CSF  glucose  was  9 mg/dl  (normal 
45  to  100)  and  protein  was  415  mg/dl  (normal  15  to  45). 
Cryptococci  were  present  in  an  India  ink  preparation  and  grew 
in  the  fungal  cultures.  Cryptococcal  antigen  in  the  spinal  fluid 
was  1:1000  dilutions.  Therapy  was  started  with  amphotericin 
B.  flucytosine,  and  prednisone  60  mg/day.  on  which  the  pa- 
tient improved  transiently,  but  when  steroids  were  tapered, 
his  clinical  status  again  deteriorated.  Serial  lumbar  punctures 
continued  to  demonstrate  leukocytosis,  hypoglycorrhachia. 
elevated  protein,  and  the  presence  of  cryptococcal  antigen, 
but  India  ink  preparation  and  fungal  cultures  became  nega- 
tive. He  died  after  eight  weeks  of  therapy. 

Discussion 

Cryptococcus  neoformans  is  a saprophytic  budding 
veast-like  fungus  found  worldwide.  It  is  frequently 
isolated  from  soil  and  organic  debris  and  commonly 
associated  with  pigeon  droppings  and  roosts.  There  are 
four  serotypes.  The  carbohydrate  of  the  capsule  deter- 
mines the  serotype  and  the  intensity  of  virulence. 
Polysaccharide  from  this  capsule  may  be  immunosup- 
pressive. It  is  unclear  what  role  antibodies  to  this  an- 
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tigen  play  in  the  host  response  to  infection.  Opsoni- 
zation is  complement-dependent,  and  cell-mediated 
immunity  is  a major  defense  determinant.  Fifty  per- 
cent of  patients  with  cryptococcal  meningitis  and  vir- 
tually all  patients  with  cryptococcemia  have  disorders 
that  affect  the  T cell  arm  of  the  immune  system.12 
Cryptococcal  disease  is  common  in  patients  with  ac- 
quired immune  deficiency  syndrome.3 

Evidence  suggests  that  infection  in  humans  is  ac- 
quired through  inoculation  by  inhalation.  While  it  is 
unclear  why  the  organism  has  a predilection  for  the 
central  nervous  system,  it  is  known  that  heat-labile 
fungicidal  factors  present  in  serum  and  saliva  are  not 
present  in  CSF. 12  Seventy  percent  of  patients  with 
cryptococcal  meningitis  are  men  between  30  and  60 
years  of  age.  Onset  of  symptoms  is  often  insidious, 
and  may  have  been  present  for  weeks  or  months.  The 
untreated  illness  may  wax  and  wane;  the  most  com- 
mon symptoms  are  headache,  low  grade  fever,  nausea, 
vomiting,  and  subtle  mental  changes.  Nuchal  rigidity 
is  often  minimal  or  absent,  and  neurologic  examina- 
tion is  often  normal.  Occasionally,  cranial  nerves  may 
be  involved  if  a basilar  meningitis  is  present.12 

On  examination  of  the  CSF  in  patients  with  cryp- 
tococcal meningitis,  65%  of  patients  have  an  elevated 
opening  pressure.  90%  have  elevated  CSF  protein,  75% 
have  hypoglycorrhachia.  and  97%  have  abnormal  CSF 
cell  counts.  The  majority  of  patients  have  more  than 
150  WBC/cu  mm  of  CSF.  with  greater  than  50%  lym- 
phocytes. Organisms  are  visible  in  an  India  ink  prep- 
aration of  the  CSF  50%  of  the  time,  and  cultures  of 
the  CSF  are  positive  in  about  80%  of  cases.  Latex  ag- 
glutination studies  for  cryptococcal  antigen  in  the  CSF 
are  extremely  sensitive,  and  the  incidence  of  false- 
positive tests  is  less  than  1%.‘ 

The  most  important  prognostic  factor  in  cryptococ- 
cal disease  is  the  presence  or  absence  of  a major  un- 
derlying illness,  especially  lymphoreticular  malignan- 
cy. and  corticosteroid  or  other  immunosuppressive 
medication.  The  overall  mortality  is  25%  to  30%.  Poor 
prognostic  factors  include  an  opening  pressure  above 
200  mm  FLO.  hypoglycorrhachia.  CSF  cell  count  of 
less  than  20  WBC/cu  mm.  the  presence  of  crvptococci 
on  evaluation  with  India  ink,  and  cryptococci  isolated 
from  extraneural  sites.4 

Older  literature  indicates  that  with  a six-week  course 
of  amphotericin  B.  50%  of  patients  can  be  cured. 
Studies  comparing  results  of  treatment  with  amphoter- 
icin B alone  or  combined  with  flucytosine  have  dem- 
onstrated higher  cure  rates  with  a six-week  course  of 
combined  therapy.5  Equivalent  cure  rates  can  also  be 
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achieved  following  a four-week  course  of  combined 
therapy  in  patients  without  neurologic  complications, 
without  underlying  disease  and  in  those  who  are  not 
receiving  immunosuppressive  therapy.  Further  criteria 
for  an  effective  four  weeks  of  therapy  include  a pre- 
treatment CSF  WBC  count  above  20/cu  mm  and  a ser- 
um cryptococcal  antigen  titer  below  1:32,  and  if  at  the 
end  of  four  weeks  of  therapy,  a CSF  cryptococcal-an- 
tigen  titer  below  1:8.  Six  weeks  of  therapy  is  recom- 
mended for  patients  who  do  not  meet  these  criteria.6 
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A Case  of  Methanol  Ingestion 


Case  Report 

A 43-year-old  white  man  with  a history  of  ethanol  abuse 
was  admitted  to  Vanderbilt  Hospital  after  ingesting  metha- 
nol. Two  days  earlier  he  had  run  out  of  vodka,  which  he 
usually  drank,  and  the  following  day,  to  avoid  symptoms  of 
withdrawal,  he  ingested  approximately  six  ounces  of  ethanol 
denatured  with  methanol.  Shortly  thereafter,  he  became  nau- 
seated and  vomited  twice,  and  over  the  next  several  hours 
felt  weak  and  was  noted  by  friends  to  be  somewhat  lethargic. 
Eighteen  hours  after  ingestion,  he  was  brought  to  Vanderbilt 
Hospital. 

On  admission,  the  patient  appeared  disheveled  and  some- 
what lethargic.  His  vital  signs  were  normal  and  physical  ex- 
amination was  unremarkable.  His  visual  examination  was 
normal.  Laboratory  examination  revealed  a normal  SMA-6, 
with  a serum  bicarbonate  of  27  mEq/L  (normal  23  to  30)  and 
a serum  glucose  of  110  mg/dl  (normal  70  to  110).  SMA-12, 
CBC,  coagulation  studies  and  urinalysis  were  normal.  Blood 
gases  on  breathing  room  air  were  pH  7.54  (normal  7.35  to 
7.45),  Pco:  31  mm  Hg  (normal  35  to  45),  and  a Per  75  mm 
Hg  (normal  80  to  100).  A serum  methanol  level  was  75  mg/ 
dl  (normal-negative)  and  an  ethanol  level  was  60  mg/dl  (toxic 
> 150). 

The  patient  was  treated  with  intravenous  ethanol  (0.6  gm/ 
kg  ethanol  in  5%  dextrose  IV  over  30  to  45  minutes,  followed 
initially  by  110  mg/kg/hr  to  maintain  a blood  level  of  100  to 
150  mg/dl).  He  also  received  four  hours  of  hemodialysis,  which 
reduced  his  methanol  level  to  30  mg/dl.  The  following  day, 
the  ethanol  drip  was  stopped  when  the  methanol  level  be- 
came undetectable.  The  patient  made  an  uneventful  recov- 
ery. He  experienced  no  sequelae  of  methanol  intoxication, 
which  may  include  ocular  toxicity  or  severe  central  nervous 
system  (CNS)  depression. 

Discussion 

Methanol  is  a colorless,  nearly  tasteless  and  odor- 
less, easily  flammable  liquid.  It  is  obtained  from  de- 
structive distillation  of  wood  or  by  the  catalytic  reac- 
tion of  carbon  monoxide  and  hydrogen.1  Common 
sources  of  methanol  include  denatured  alcohol,  dupli- 
cator fluid,  gasoline  antifreeze,  and  windshield  wash- 
ing and  deicing  solution.2  Methanol  poisoning  occurs 
with  low  frequency  in  the  United  States.  Lethal  dos- 


Prepared  by  Jason  D.  Morrow,  M.D..  Hugh  J.  Morgan  chief  med- 
ical resident.  Vanderbilt  University  Medical  Center,  Nashville. 


246 


age  varies  from  30  to  240  ml,  but  it  is  probably  reason- 
able to  regard  1 gm/kg  as  the  minimum  lethal  dose  in 
man.2 

After  ingestion,  methanol  is  metabolized  by  hepatic 
alcohol  and  aldehyde  dehydrogenases2;  it  is  believed 
that  the  toxic  metabolite  is  formic  acid,  which  ac- 
counts for  most  of  the  high  anion  gap  acidosis  seen  in 
many  patients.  Mortality  rates  correlate  best  with  de- 
gree of  acidosis  and  formic  acid  levels  and  less  well 
with  methanol  levels.1 

Clinically,  there  is  a characteristic  delay  of  12  to  24 
hours  from  the  time  of  ingestion  to  symptoms  of  meth- 
anol poisoning,  believed  to  be  due  to  the  time  re- 
quired for  generating  formic  acid.  In  patients  who  also 
ingest  ethanol,  the  delay  may  be  even  longer  because 
of  inhibition  by  ethanol  of  formic  acid  generation.2  The 
first  symptoms  of  methanol  poisoning  are  weakness, 
headache,  nausea,  and  vomiting1;  as  a metabolic  aci- 
dosis develops,  tachypnea  and  dyspnea  result.  Visual 
symptoms  parallel  other  findings,  and  include  cloudy, 
blurred  or  indistinct  vision,  which  may  progress  to 
complete  blindness.12  Visual  toxicity  is  believed  relat- 
ed to  formic  acid  and  may  resolve  with  treatment.  CNS 
depression,  with  coma,  confusion,  and  seizures,  may 
also  occur.1  Diagnosis  can  be  made  by  measuring 
methanol  levels. 

Treatment  must  include  intravenous  bicarbonate 
administered  intermittently  to  correct  the  metabolic 
acidosis.  Intravenous  ethanol  is  given  to  block  metha- 
nol metabolism,  and  is  continued  until  methanol  levels 
are  undetectable.  Alcohol  dehydrogenase  has  a great- 
er affinity  for  ethanol,  and  thus  ethanol  administration 
can  effectively  inhibit  the  rate  of  metabolism  of  the 
methanol.  Indications  for  dialysis  include  visual  im- 
pairment, severe  acidosis,  or  blood  methanol  levels 
greater  than  50  mg/dl.1  r S 
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Chest  X-Ray  of  the  Month 


A Young  Woman  With  Asthma  and  Right  Upper 
Lobe  Atelectasis 

LISA  E.  SCHRIVER,  M.D.  and  R.  MICHAEL  RODRIGUEZ,  M.D. 


Case  Report 

A 30-year-old  white  woman  who  had  had  a history  of 
atopic  asthma  since  early  childhood  was  admitted  to  the  hos- 
pital complaining  of  right-sided  pleuritic  chest  pain  with  in- 
creased wheezing  and  dyspnea.  There  was  no  cough.  Over 
the  past  several  years  she  had  required  frequent  hospitaliza- 
tions for  bronchospasm,  and  had  received  corticosteroids 
nearly  continuously.  She  was  tapered  off  prednisone  two 
months  earlier  but  had  received  intramuscular  injections  of 
methylprednisolone  acetate  suspension  four  weeks  and  one 
week  prior  to  entering  the  hospital.  On  admission,  her  blood 
pressure  was  130/80  mm  Hg.  respirations  were  20/min,  and 
oral  temperature  was  37°C.  She  was  a mildly  Cushingoid 
woman  with  diffuse  expiratory  wheezing.  A chest  x-ray  re- 
vealed slight  elevation  of  the  right  hilus  with  right  upper  lobe 
volume  loss  and  infiltrate  (Fig.  1).  Laboratory  values  includ- 
ed a WBC  count  of  10,800/cu  mm  with  77%  neutrophils,  19% 
lymphocytes,  and  2%  eosinophils.  Serum  IgE  level  was  ele- 
vated to  11,700  U/ml  (normal  <180  U/ml),  and  Aspergillus 
precipitins  were  strongly  positive  to  19,633  counts  (positive 
>650). 

Bronchoscopy  demonstrated  mucus  plugging  of  the  right 
upper  lobe  bronchus  (Fig.  2).  Septate  hyphae  characteristic 
of  Aspergillus  sp.,  and  a moderate  number  of  eosinophils  were 
observed  on  microscopic  examination  of  the  bronchial  wash- 
ings (Fig.  2).  Her  wheezing  and  right  upper  lobe  atelectasis 
improved  with  corticosteroid  therapy. 

Discussion 

Pulmonary  disease  associated  with  Aspergillus 
sp.,  most  commonly  Aspergillus  fumigatus,  in- 
cludes invasive  pulmonary  aspergillosis,  aspergil- 
loma,  and  allergic  bronchopulmonary  aspergil- 
losis (ABPA).  ABPA  was  first  described  in 
England  in  1952, 1 where  22%  of  asthmatic  pa- 
tients followed  in  a chest  clinic  have  been  report- 
ed to  have  definite  or  probable  ABPA.2  Its  prev- 
alence in  the  United  States  is  uncertain,34  but  it 
is  being  recognized  with  increasing  frequency. 

ABPA  is  considered  a complication  of  asth- 
ma. Apergillus  sp.  are  spore-forming  fungi  that 
are  widely  distributed  in  the  environment.  Vis- 
cous bronchial  secretions  apparently  trap  Asper- 
gillus spores  and  provide  an  ideal  medium  for 
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Figure  1.  Chest  radiograph  showing  right  upper  lobe  atelectasis  with- 
out air  bronchograms. 


Figure  2.  Mucus  plug  removed  from  the  right  upper  lobe  bronchus 
showing  septate  acute  angle  branching  hyphae,  consistent  with  ,4s- 
pergillus  sp.  (methenamine  silver  stain,  x 100). 
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germination  and  growth.  Pathogenic  invasion  of 
tissues  is  not  a feature  of  this  disease:  instead, 
the  illness  develops  in  atopic  individuals  who  then 
become  sensitized  to  Aspergillus  antigen.  It  is 
likely  that  inhalation  of  Aspergillus  spores  occurs 
frequently  without  any  consequence. 

Criteria  for  the  diagnosis  of  ABPA  include  (1) 
asthma,  (2)  blood  eosinophilia,  (3)  immediate 
skin  reactivity  to  Aspergillus  antigen,  (4)  precip- 
itating antibodies  against  Aspergillus  antigen,  (5) 
elevated  serum  IgE,  (6)  history  of  pulmonary  in- 
filtrates, and  (7)  central  bronchiectasis.5-6  The 
presence  of  the  first  six  of  these  criteria  makes 
the  diagnosis  of  ABPA  very  likely,  and  the  ad- 
dition of  central  bronchiectasis  makes  the  diag- 
nosis certain.  Secondary  criteria  include  isolation 
of  Aspergillus  fumigatus  from  sputum  by  micro- 
scopic examination  or  repeated  culture,  expec- 
toration of  brown  plugs,  and  late  skin  reactivity 
(Arthus  type)  to  Aspergillus  antigen.  Blood 
eosinophilia  is  seen  in  all  patients  unless  it  is 
masked  by  steroids.  Sputum  eosinophilia  is  also 
often  present.  Immediate  skin  sensitivity  (wheal 
and  flare  reaction)  to  prick  or  intracutaneous 
testing  with  Aspergillus  antigen  is  present  in  all 
ABPA  patients  and  is  not  suppressed  by  ste- 
roids. 

Precipitating  antibody  against  Aspergillus  an- 
tigen (specific  IgG)  is  found  in  92%  of  patients 
with  ABPA.7  Precipitins  may  decrease  with  ste- 
roid therapy  or  remission.  Neither  skin  testing  nor 
precipitins  are  specific  for  the  diagnosis  of  ABPA. 
however,  since  13%  to  38%  of  atopic  asthmatics 
have  immediate  hypersensitivity  on  skin  testing 
to  Aspergillus  antigen  and  25%  have  precipitins.8 
There  is  a wide  range  of  overlap  in  serum  IgE 
levels  between  atopic  asthmatics  and  patients  with 
ABPA,  but  levels  tend  to  be  higher  in  ABPA. 
IgE  levels  up  to  780  ng/ml  are  found  in  normal 
persons  with  levels  reaching  12,000  to  13,000  ng/ 
ml  in  atopic  patients,  and  levels  of  15.000  ng/ml 
or  greater  suggest  the  diagnosis  of  ABPA  over 
uncomplicated  asthma  in  the  appropriate  set- 
ting.8 Elevated  levels  of  specific  anti -Aspergillus 
IgE  have  also  been  demonstrated  in  ABPA  by 
the  radioallergosorbent  test  (RAST).  Aspergillus 
fumigatus  is  isolated  from  the  sputum  in  up  to 
83%  of  patients  during  a flare,  and  may  also  be 
identified  in  patients  with  other  forms  of  chronic 
lung  disease. 

Roentgenographic  abnormalities  in  ABPA  in- 
clude consolidation,  most  commonly  in  the  pe- 
rihilar  region,  volume  loss,  particularly  in  the  up- 
per lobes,  and  nodular  shadowing.  Bronchial 
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inflammation  leads  to  central  bronchiectasis.  Ring 
shadows  represent  dilated  bronchi  viewed  end- 
on.  Tram-line  and  parallel-line  shadows  are 
caused  by  dilated,  thickened  bronchi.  Dilated 
bronchi  filled  with  secretions  are  seen  as  band 
shadows;  when  they  have  a rounded  distal  end 
due  to  mucus  plugging,  they  are  referred  to  as 
gloved  finger  shadows.910  Despite  the  frequency 
of  chest  x-ray  abnormalities  in  ABPA.  it  is  im- 
portant to  note  that  symptoms  of  this  disease 
correlate  poorly  with  findings  on  chest  x-ray.  and 
in  fact,  a normal  chest  x-ray  does  not  exclude  the 
diagnosis.11 

Five  stages  of  ABPA  have  been  established.12 
The  acute  stage  (1)  is  characterized  by  worsening 
asthma,  fever,  malaise,  pulmonary  infiltrates,  and 
occasionally  pleuritic  chest  pain  and  hemoptysis. 
Remission  (2)  on  steroid  therapy  is  associated 
with  clearing  of  infiltrates  and  decreased  IgE  lev- 
els: recurrent  infiltrates  and  increased  IgE  are 
seen  in  exacerbations  (3).  One-third  of  exacer- 
bations are  asymptomatic,  yet  can  still  cause  per- 
manent pulmonary  damage.  The  dose  of  steroids 
controlling  bronchospasm  may  not  be  sufficient 
to  prevent  recurrent  infiltrates  in  the  corticoste- 
roid-dependent asthma  stage  (4).  ABPA  can 
eventually  lead  to  fibrosis  (5)  with  extensive 
scarring.  The  treatment  of  choice  is  corticoste- 
roids. which  improve  symptoms,  speed  clearing 
of  infiltrates,  decrease  IgE  concentrations,  and 
may  allow  clearing  of  Aspergillus  from  the  bron- 
chial tree  by  decreasing  tenacious  secretions. 

DIAGNOSIS:  Allergic  bronchopulmonary  as- 
pergillosis. r ^ 
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Health  and  Environment  Report 


Protecting  the  Child  Passenger 

LINDA  SADLER 


Tennessee  has  the  distinction  of  being  the  first 
state  in  the  nation  to  pass  legislation  to  help  pro- 
tect very  young  motor  vehicle  passengers  from 
death  and  injury.  Tennessee's  Child  Passenger 
Protection  Law  was  passed  in  June  1977  and  be- 
came effective  Jan.  1,  1978.  Thus,  we  have  come 
to  the  tenth  anniversary  of  that  landmark  legis- 
lation. 

During  the  first  decade  the  law  has  undergone 
several  changes.  As  passed  in  1977,  the  law  re- 
quired children  under  the  age  of  4 to  be  placed 
in  child  safety  seats  when  transported  in  motor 
vehicles,  but  it  had  numerous  exemptions  and 
only  applied  to  children  transported  by  parent  or 
legal  guardian.  Amendments  in  1981,  1985,  and 
1986  each  strengthened  the  law  so  that  it  now 
applies  to  anyone  transporting  any  child  under 
the  age  of  4 in  any  motor  vehicle.  Currently  the 
only  exclusion  is  while  a mother  is  tending  to  the 
physiological  needs  of  her  child. 

After  ten  years  of  educating  the  public  about 
and  enforcement  of  the  Tennessee  Child  Passen- 
ger Protection  Law,  we  find  many  of  our  very 
young  are  still  not  being  transported  in  child 
safety  seats  while  riding  in  motor  vehicles.  The 
Tennessee  pre-law  child  safety  seat  usage  rate  was 
observed  to  be  9.2%.  The  observed  usage  rate  in 
1986  was  found  to  be  40.4%.  Although  child 
safety  seat  usage  rates  have  increased  significant- 
ly, the  majority  of  Tennessee's  very  young  are 
still  not  protected  while  passengers  in  motor  ve- 
hicles. Of  the  40%  using  child  safety  seats,  it  is 
estimated  that  approximately  65%  of  the  seats 
are  being  used  improperly. 

During  1987,  eighteen  children  under  the  age 
of  4 were  killed  in  motor  vehicle  crashes.  Sixteen 
of  the  18  were  not  in  child  safety  seats.  Only  once 
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in  the  last  ten  years  (1979)  has  the  number  of 
children  under  the  age  of  4 killed  in  motor  vehi- 
cle crashes  been  as  high  as  in  the  past  year. 

These  deaths  of  our  very  young  point  out  the 
importance  of  buckling  small  children  into  child 
safety  seats.  As  leaders  in  the  medical  commu- 
nity, physicians  can  play  an  active  role  in  pro- 
moting the  child  safety  seat  use.  Physicians  can 
promote  safety  seat  use  by: 

• counseling  parents  to  buckle  their  children 
in  child  safety  seats  and  to  use  safety  belts 
themselves, 

• encouraging  children  to  travel  in  child  safety 
seats, 

• displaying  posters  and  brochures, 

• including  safety  seat  use  information  in  pa- 
tient billings, 

• including  child  safety  seat  use  instruction  in 
prenatal  classes, 

• encouraging  hospitals  to  require  at  dis- 
charge child  safety  seat  use  by  small  chil- 
dren, 

• requesting  hospitals  to  establish  child  safety 
seat  loaner  programs, 

• submitting  articles  on  safety  seat  use  to  local 
newspapers, 

• urging  local  law  enforcement  officers  and 
judges  to  enforce  the  law. 

Correctly  used,  child  safety  seats  have  been 
demonstrated  to  be  71%  effective  in  preventing  fa- 
talities. 67%  effective  in  reducing  the  need  for  hos- 
pitalization. and  50%  effective  in  preventing  minor 
injury  resulting  from  motor  vehicle  crashes. 

Concerted  efforts  by  the  medical  community 
are  needed  to  insure  the  proper  transportation  of 
small  children  in  motor  vehicles.  Safety  seat  use 
has  been  a proven  preventive  measure  for  the 
number  one  killer  of  children  over  the  age  of  1. 
With  your  help,  the  number  of  children  who  die 
or  are  injured  in  motor  vehicle  crashes  in  this 
state  can  be  reduced.  r ^ 
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Loss  Prevention  Case  of  the  Month 


A Monument  to  Failure 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 60-year-old  man  who  six  years  earlier  had  had  a diag- 
nosis made  of  diverticulitis  had  been  asymptomatic  for  five 
years,  and  had  been  active  and  healthy  until  the  present  ill- 
ness began  three  days  earlier.  On  admission,  he  complained 
of  increasingly  severe  cramping  abdominal  pain.  On  two  oc- 
casions during  the  past  few  months  he  had  noticed  a small 
amount  of  bright  blood  following  bowel  movements.  He  at- 
tributed the  blood  to  "hemorrhoids”  and  did  not  consult  his 
physician.  Since  the  cramping  abdominal  pain  began,  he  had 
not  had  a bowel  movement. 

On  physical  examination  the  patient  was  found  to  have 
some  generalized  abdominal  tenderness.  The  bowel  sounds 
were  "normal  to  hyperactive.”  A plain  film  of  the  abdomen 
revealed  slight  gaseous  distention  of  the  colon.  A barium 
enema  was  ordered,  with  preparation  by  soap  suds  enema. 
After  multiple  attempts,  the  colon  was  thought  to  be  clean 
enough  for  a satisfactory  barium  study. 

It  was  about  4:00  pm  Thursday  when  the  barium  enema 
was  begun.  While  a technician  was  administering  the  barium, 
the  patient  complained  of  a brief  episode  of  severe  abdomi- 
nal pain,  but  the  enema  and  fluoroscopy  continued,  and  mul- 
tiple films  were  made.  On  expelling  the  enema,  some  bright 
bleeding  occurred  which  was  reported  to  the  technician. 

The  radiologist  dictated  the  findings  late  in  the  day.  The 
following  day  the  report  which  showed  a "constricting  lesion 
in  the  mid-sigmoid”  was  transcribed.  The  report  added  that 
“a  small  amount  of  barium  is  seen  outside  the  lumen  of  the 
bowel.”  Neither  the  pain  during  the  enema  nor  the  bleeding 
that  followed  were  made  a part  of  the  report,  which  was  de- 
livered to  the  patient's  chart  at  3:00  pm  on  Friday. 

The  surgeon  went  to  the  x-ray  department  after  finishing 
in  the  operating  room  and  before  he  made  rounds  on  Friday 
evening.  He  looked  at  his  patient's  films  and  agreed  with  the 
diagnosis  of  a lesion  in  the  sigmoid  colon.  He  either  did  not 
see  or  did  not  recognize  the  extravasation  of  barium. 

The  patient  developed  some  fever  early  on  Saturday 
morning,  with  leukocytosis,  increasing  abdominal  distention, 
and  pain  with  generalized  tenderness.  Suspecting  a ruptured 
bowel,  full  antibiotic  coverage  was  ordered  at  that  time.  No 
bowel  sounds  could  be  heard,  and  by  midday  on  Saturday  the 
patient  had  fever  of  103°  F.  He  had  been  receiving  nothing 
by  mouth  (NPO)  and  had  had  nasal  gastric  suction  since  ad- 
mission. All  findings  suggested  peritonitis  secondary  to  per- 
foration of  the  bowel.  Monday  morning  CT  of  the  abdomen 


Dr.  Avery  is  chiirman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector of  Ambulatory/Outpatient  Services.  St.  Thomas  Hospital, 
Nashville. 


revealed  fluid  accumulation  in  the  peritoneal  cavity,  and  de- 
spite the  compromised  condition  of  the  patient,  surgery  was 
done  consisting  of  a left  colectomy  and  colostomy.  The  sur- 
geon considered  that  “due  to  the  peritonitis"  time  should  not 
be  taken  to  reestablish  continuity  of  the  bowel,  as  there  was 
extreme  peritoneal  contamination  with  purulent  material  in 
the  pelvic  area.  Multiple  drains  were  used  in  an  attempt  to 
provide  drainage  and  prevent  further  abscess  formation. 

The  patient's  condition  rapidly  deteriorated.  Fever  con- 
tinued, and  two  additional  attempts  were  made  to  drain  the 
peritoneal  abscesses.  Sepsis  was  present  and  even  with  cul- 
ture-specific antibiotics,  the  patient  died  on  the  fifth  postop- 
erative day. 

Six  months  later  the  surgeon,  the  radiologist,  the  x-ray 
technician,  and  the  hospital  were  sued.  Ultimately,  a large 
settlement  was  required,  with  all  the  defendants  contributing 
equally. 

Loss  Prevention  Comments 

The  x-ray  technician  who  knew  of  the  severe 
pain  during  the  administration  of  the  barium 
enema  and  the  bleeding  that  followed  made  no 
written  report. 

The  radiologist  who  saw  the  extravasation  of 
barium  made  no  special  effort  to  inform  the  sur- 
geon, even  though  this  is  a true  medical  and  sur- 
gical emergency. 

The  surgeon  read  the  films  himself,  but  did 
not  see  the  extravasation  which  ultimately  killed 
the  patient.  Although  the  surgeon  had  done  a 
good  job  of  securing  and  documenting  informed 
consent,  he  was  not  attentive  to  the  spouse  who 
after  the  initial  grief  of  her  husband's  death  be- 
came very  angry  at  all  concerned.  When  she 
learned  of  the  perforation  of  the  colon,  the  de- 
layed x-ray  report,  etc.,  she  filed  her  lawsuit. 

The  hospital  was  charged  with  negligence  in 
the  delay  of  getting  the  report  of  the  radiologist 
transcribed  and  on  the  chart. 

Every  error  made  in  the  care  of  this  patient 
was  critical  to  his  treatment.  All  the  errors  con- 
verged on  our  patient  and  his  death  became  a 
monument  to  our  failure.  F _ 
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James  T.  Galyon 


Read  Those  Contracts 

Your  medical  association  officers  are  frequently  asked  to  recommend 
either  signing  or  rejecting  a proposed  contract.  These  contracts  are  usually 
offered  by  IPAs,  PPOs,  insurance  companies,  the  federal  government  or 
HMOs.  There  seems  to  be  a new  one  every  week.  All  of  these  arrangements 
for  contract  medicine  seem  only  to  divide  the  same  patients  up  into  different 
groups  and  return  them  to  us  with  a reduced  fee  for  our  services  and  ever- 
increasing  bureaucratic  demands  on  our  time  and  that  of  our  office  staff. 
Make  no  mistake  about  it,  these  contracts  do  bind  the  physician  to  perform 
certain  services  in  return  for  a promise  of  patient  referral,  direct  payment 
for  services,  or  both.  Some  doctors  sign  these  with  only  a casual  glance  and 
do  not  realize  there  are  risks. 

There  are  several  considerations  to  be  made  before  entering  into  these 
relationships.  The  obvious  decision  is  whether  the  contract  really  offers  any 
financial  gain  for  the  doctor.  It  is  comparatively  easy  to  gain  new  patients  if 
your  services  are  discounted  severely  and  large  holdbacks  are  made  against 
your  fees  to  underwrite  the  insurer.  The  economic  value  of  the  plan  may  be 
further  eroded  by  rigid  utilization  restrictions.  A plan  may  be  marketed  to 
groups  with  poor  experience  rates  for  greater  utilization  than  average.  These 
will  no  longer  be  in  the  interests  of  the  doctor  in  capitation  plans  or  in  plans 
where  the  return  of  holdbacks  is  based  on  overall  utilization  expenses.  These 
contract  flaws  may  result  in  a physician's  giving  away  his  services. 

There  are  entirely  different  questions  that  should  equally  concern  the 
doctor  before  signing  any  contract.  These  are  ethical  concerns.  Does  the 
contract  restrict  referrals  in  such  a way  that  the  quality  of  care  may  be  im- 
paired? Is  utilization  review  performed  and  by  whom?  Who  will  perform 
peer  review?  Must  a signing  physician  agree  to  serve  on  utilization  or  peer 
review  panels?  Is  there  a “hold  harmless”  clause  in  the  contract?  This  might 
endanger  the  doctor's  insurance  coverage  in  certain  circumstances.  Is  a con- 
tract with  a gatekeeper  mode  acceptable  to  you  and  your  type  of  practice? 

Our  member  physicians  practice  in  so  many  different  circumstances  that 
any  given  contract  may  be  advisable  for  some  doctors  and  not  for  others. 
Your  society  cannot  make  such  a decision  for  you.  We  can  only  advise  you 
to  read  carefully  the  contracts  and  to  seek  legal  advice  if  you  feel  the  need. 
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134th  President — Tennessee  Medical  Association 


A pathologist,  an  editor,  a Presbyterian  elder, 
a diplomate,  a fellow,  a chairman,  a father  and 
grandfather,  and  a loving  husband — all  are  syn- 
onyms for  the  134th  president  of  the  Tennessee 
Medical  Association,  John  B.  Thomison,  M.D., 
from  Nashville. 

Dr.  Thomison  was  born  April  17,  1921,  in 
Chattanooga.  He  attended  the  Baylor  School 
there,  then  moved  on  to  Vanderbilt  University 
where  he  received  his  bachelor  of  arts  degree  in 
chemistry  in  1942  and  continued  on  by  enrolling 
in  its  medical  school. 

Establishing  his  medical  practice  was  not  at  the 
top  of  Dr.  Thomison’s  list  of  things  to  accom- 
plish the  day  he  graduated  from  Vanderbilt  Uni- 
versity School  of  Medicine  in  1944.  He  was  mar- 
ried that  same  day  to  the  former  Elva  Hollins, 
his  wife  of  43  years. 

Dr.  Thomison  went  on  to  establish  himself  in 
the  Tennessee  medical  community  after  intern- 
ing at  Ohio  State  University  Hospital  in  1944- 
1945,  and  serving  as  a medical  officer  for  the  U.S. 
Army  Air  Corps,  with  service  in  France  and 
Germany,  from  1945-1947. 

He  returned  to  Chattanooga  to  continue  his 
surgical  training  at  Erlanger  Hospital  from  1947- 
1949,  but  moved  back  to  Nashville  and  Vander- 
bilt to  a pathology  residency  from  1949-1952.  He 
remained  on  the  full-time  faculty  of  Vanderbilt’s 
pathology  department  until  he  entered  private 
practice  in  Nashville  as  a pathologist  at  Park  View 
Medical  Center  in  1966.  He  has  been  a visiting 
pathologist  at  Vanderbilt  Hospital  from  1952  to 
present. 

In  addition  to  his  medical  practice.  Dr.  Thom- 
ison is  an  educator  and  an  editor.  He  has  taught 
pathology  at  Vanderbilt  University  since  1949, 
progressing  from  instructor  to  associate  profes- 
sor; at  present,  he  is  an  associate  clinical  profes- 
sor of  pathology.  He  also  finds  time  in  his  busy 
schedule  to  edit  not  one,  but  two  scientific  jour- 
nals. Dr.  Thomison  has  been  the  editor  of  the 
Journal  of  the  Tennessee  Medical  Association 
since  1972  and  the  editor  of  the  Southern  Medi- 


cal Journal  since  1977. 

Dr.  Thomison  has  dedicated  much  of  his  time 
to  organized  medicine  as  well.  He  has  been 
chairman  of  the  TMA  Committee  on  Continuing 
Medical  Education  since  1970  and  was  named 
TMA  president-elect  for  1987-1988.  He  served  on 
the  Nashville  Academy  of  Medicine  Board  of  Di- 
rectors from  1982-1986,  as  its  chairman  in  1986, 
and  was  president  of  the  Academy  in  1985. 

On  the  national  level.  Dr.  Thomison  was  a 
member  of  the  American  Medical  Association's 
Council  on  Continuing  Medical  Education  from 
1976-1981,  serving  as  chairman  1980-1981,  Advi- 
sory Committee  on  Continuing  Medical  Educa- 
tion from  1982-1987,  chairman  1986-1987,  and  a 
member  of  the  House  of  Delegates  since  1982. 

He  has  been  a board  member  of  the  Tennes- 
see Division  of  the  American  Cancer  Society  since 
1965,  chairman  of  its  Professional  Education 
Committee  from  1965-1970,  president  in  1977- 
1978,  and  chairman  of  its  executive  committee  in 
1978-1979. 

In  Dr.  Thomison’s  specialty  of  pathology,  he 
is  a fellow  of  the  American  Society  of  Clinical 
Pathologists  and  the  College  of  American  Pa- 
thologists, and  a member  of  the  American  As- 
sociation of  Pathologists  and  the  International 
Academy  of  Pathology.  He  was  bestowed  the 
designation  of  diplomate  by  the  American  Board 
of  Pathology  in  1953  and  served  as  president  of 
the  Tennessee  Society  of  Pathologists  in  1960. 

Dr.  Thomison  and  his  wife  have  two  sons  in 
Nashville — John  Jr.,  a pathologist  in  practice  with 
him,  and  Robert,  a chemist  at  International  Clin- 
ical Laboratories;  two  daughters — Mary  Ann 
Zink  and  Holly  Palmer,  both  of  Indianapolis;  and 
six  grandchildren. 

Dr.  Thomison  received  the  American  Cancer 
Society  National  Divisional  Award  for  Distin- 
guished Service  in  Cancer  Control  in  1975,  and 
the  Southern  Medical  Association’s  1987  Distin- 
guished Service  Award.  In  April  he  will  receive 
yet  another  great  honor:  serving  as  the  Tennes- 
see Medical  Association’s  134th  president. 
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As  a Matter  of  Fact . . . 

The  fact  of  the  matter  is  that  it  does  not  mat- 
ter much  what  the  fact  of  a matter  is,  since  indi- 
viduals do  not  act  on  the  fact  of  the  matter;  they 
act  on  their  perception  of  the  fact  of  the  matter, 
with  which  it  may  or  may  not  coincide.  In  fact, 
they  may  be  quite  different.  As  a matter  of  fact, 
many  of  the  facts  we  know  about  matters  today 
will  be  found  tomorrow  not  to  be  matters  of  fact 
at  all.  Since  perception  is  everything,  it  is  the  duty 
of  teachers,  the  news  media,  and  public  officials 
to  do  their  level  best  to  be  sure  that  those  per- 


ceptions coincide  with  the  facts.  They  don't  al- 
ways do  their  best;  sometimes  they  do  not  even 
try. 

I will  tell  you  the  facts  of  this  matter;  but  the 
fact  of  the  matter  is  that  despite  the  facts  of  the 
matter,  there  are  those  who  do  not  wish  to  be 
confused  by  them.  Their  minds  are  made  up. 
(They  need  to  go  to  the  Fearmongers'  Shop  in 
Lake  Wobegone;  they  should  fit  right  in.) 

When  the  AIDS  epidemic  started  out  as  re- 
portable cases  of  Kaposi's  sarcoma  five  or  six 
years  ago,  there  was  nothing  but  ignorance.  Over 
those  years  many  facts  have  been  gleaned,  but 
they  were  slow  in  coming;  moreover,  they  were 
often  perceived  differently  by  the  various  work- 
ers in  the  field.  There  is  now  a fair  degree  of 
unanimity  among  those  various  people — so  much 
so  that  that  some  of  those  not  working  in  the 
field  and  operating  mostly  in  a vacuum  of  igno- 
rance and  fear  are  crying,  “Collusion"’;  their  per- 
ception is  that  those  working  in  the  field  are 
hoodwinking  the  public  to  protect  a certain  pow- 
erful lobby,  which  shall  remain  anonymous  here, 
though  this  may  be  the  only  place  it  is.  That  pol- 
icy, say  the  fearmongers.  is  exposing  God-fear- 
ing, honest  (celibate?)  citizens  and  their  off- 
spring to  untold  horrors. 

On  the  other  side  is  the  aforementioned  pow- 
erful lobby,  which  still  harbors  a majority  of  af- 
fected individuals,  and  which  perceives  the  pop- 
ulation generally,  and  the  administration  and  its 
public  health  service,  including  the  CDC.  in  par- 
ticular, as  being  awash  with  homophobes  who  are 
deliberately  sabotaging  efforts  to  aid  AIDS  pa- 
tients, refusing  to  appropriate  sufficient  funds  to 
mitigate  the  disease  and  stifle  the  epidemic;  the 
stifling,  they  perceive,  is  going  in  the  other  direc- 
tion— their  own. 

There  are  those  in  both  camps,  as  well  as  some 
in  neither,  and  including  some  doctors,  who  per- 
ceive the  medical  profession  as  being  generally 
ignorant  of  AIDS — sometimes  deliberately,  say 
some,  so  they  can  pass  the  afflicted's  care  on  to 
others — and  also  ignorant  that  the  epidemic  has 
spread  past  the  confines  of  Eastern  and  Western 
megalopolis.  Some  of  those  in  that  group  who 
know  the  extent  of  the  epidemic  believe  that  the 
medical  leadership  of  Tennessee  are  among  those 
who  believe  that  since  it  ain't  in  Tennessee — 
much — why,  leave  it  lay. 

My  perception  of  the  whole  business  is  that  if 
there  is  one  word  that  characterizes  the  whole 
AIDS  business,  it  is  misperception.  Assuming, 
perhaps  in  error,  that  you  perceive  the  medical 


258  JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


leadership  in  Tennessee  as  being  the  TMA's 
Board  of  Trustees,  I can  tell  you  that  it  is  a mat- 
ter of  fact  that  the  Board  is  fully  aware  that  there 
is  an  epidemic  going  on,  and  that  despite  the  rel- 
atively small  numbers  of  cases  in  this  state  thus 
far,  it  is  only  a matter  of  time  until  the  epidemic 
arrives  here — and  not  because  it  is  spread  by  cas- 
ual contact,  either,  because  it  isn’t,  but  because 
of  the  varied  populations  being  infected  through 
blood  exchange  one  way  or  another,  or  sexual  ex- 
change, one  way  or  another,  which,  widespread 
disinformation  to  the  contrary  notwithstanding, 
are  the  only  ways  the  virus  can  be  passed  around. 

In  addition  to  responsibilities  toward  what  we 
have  been  talking  about,  however,  the  Board  is 
charged  as  well  with  husbanding  the  funds  you 
entrust  to  it.  and  so.  to  avoid  increasing  your  dues 
(and  theirs)  it  tries  to  avoid  squandering  them  by 
reinventing  the  wheel.  There  is  therefore  no  point 
in  TMA's  developing  either  a public  or  a profes- 
sional education  program  on  AIDS,  as  some  have 
suggested;  the  U.S.  Public  Health  Service  has  al- 
ready done  the  former,  and  the  AMA  the  latter. 
Your  leadership  believes  that  it  is  wise  use  of  our 
funds  to  use  those  existing  programs;  it  does  be- 
lieve, though,  that  we  should  use  them. 

The  Board  considers  the  position  paper  devel- 
oped by  the  AMA.  and  adopted  by  the  House  of 
Delegates  in  June  1987.  to  contain  appropriate 
and  comprehensive  guidelines  for  meeting  the 
AIDS  problem.  (We  carried  it  in  the  Journal  last 
September.)  The  Board  also  believes,  however, 
that  the  Tennessee  public,  and  its  elected  repre- 
sentatives in  the  legislature,  need  specific  guid- 
ance. particularly  for  developing  legislation  re- 
garding the  disease,  and  so  the  Board  appointed 
a committee  of  those  most  knowledgeable  about 
AIDS  to  make  recommendations  as  to  what 
TMA's  policy  should  be.  The  committee's  re- 
port. which  is  really  quite  like  the  AMA's,  was 
accepted  by  the  Board  at  its  January  meeting, 
and.  to  allay  any  misperceptions  you  might  have 
about  TMA  policy,  it  has  been  published  in  the 
newsletter  for  wide  dissemination;  for  perma- 
nence. we  carry  it  elsewhere  in  this  issue  of  the 
Journal. 

As  long  as  we  are  talking  about  not  reinvent- 
ing the  wheel.  I also  decline  to  elaborate  further 
here  on  the  report  of  the  AMA  Council  on  Eth- 
ical and  Judicial  Affairs,  referred  to  in  item  1 of 
the  AIDS  committee  report;  though  it  has 
sparked  a lot  of  conversation — at  least — I have 
already  said  all  I have  to  say  about  that  in  the 
February  issue  (page  110).  I think  the  rest  of  the 


committee's  report  speaks  for  itself. 

The  number  of  AIDS  patients,  currently  con- 
servatively estimated  at  75.000,  but  perhaps  ac- 
tually twice  that,  is  due  to  be  twice  whatever  it 
is  now  in  a year;  as  a matter  of  fact,  the  number 
has  roughly  doubled  each  year  since  the  epidem- 
ic started.  Unless  the  means  can  be  found  to  re- 
verse the  inexorable  course  of  the  disease,  many 
believe  that  every  one  of  the  millions  of  HIV- 
positive individuals,  as  well  as  the  millions  more 
who  will  become  infected  in  the  meantime,  will 
ultimately  fall  sick  with  AIDS.  Every  doctor 
needs  therefore  to  become  familiar  with  the  dis- 
ease and  be  prepared  to  treat  patients  sick  with 
it.  And  that  is  a matter  of  fact. 

J.B.T. 


How  Do  You  Spell  Relief? 

Among  the  major  miseries  afflicting  the  med- 
ical profession,  which  though  perhaps  not  legion 
are  at  least  several,  is  the  chronically  gnawing  one 
of  professional  liability,  often  referred  to  by  some 
insensitive  creatures,  especially  those  in  an  ad- 
versarial relationship  with  us.  as  the  “malprac- 
tice" crisis.  Some  few  states,  such  as  for  example 
Indiana,  have  managed  to  minimize  the  prob- 
lem. but  for  most  it  has  been  excruciating. 
Though  Tennessee  doctors  have  fared  better  than 
many,  at  least  so  far,  awards  here  are  escalating, 
and  premiums  are  bound  to  do  likewise. 

It  should  be  no  news  to  you  that  the  AMA 
and  various  national  specialty  organizations  have 
been  seeking  alternatives  to  the  tort  system  for 
settling  claims.  Something  over  a year  ago  rep- 
resentatives of  the  various  groups  began  meeting 
as  the  AMA/Specialty  Society  Medical  Liability 
Project,  which  in  addition  to  medical  represen- 
tatives included  public  policy  experts  and  law- 
yers. They  believe  that  they  have  now  designed 
a system  that  will  be  fair  to  everyone  while  at  the 
same  time  reducing  the  expense  of  meritless 
claims  and  unnecessary  transactions.  They  pro- 
pose that  the  court/jury  system  be  replaced  by  a 
fault-based  administrative  system  under  a 
strengthened  state  medical  board,  or  a new  agen- 
cy, which  would  have  broad  powers  for  settling 
claims.  A pilot  study  in  one  or  more  states  would 
initiate  the  project. 

To  summarize  briefly  a prepared  press  re- 
lease. the  proposed  system  has  three  basic  parts: 
a claims  resolution  function,  a credentialing  and 


APRIL,  1988 


259 


disciplinary  process,  and  a codification  of  the  le- 
gal elements  of  medical  liability.  They  would  be 
administered  by  the  revamped  state  medical 
board  or  agency.  Complaints  of  medical  mal- 
practice would  be  presented  to  an  expert  admin- 
istrative agency,  where  they  would  be  screened 
by  experienced  claims  reviewers  with  authority 
to  examine  medical  records  and  interview  the 
parties;  most  claims  would  likely  be  dismissed  or 
settled  at  this  stage.  From  the  agency’s  office  of 
general  counsel,  lawyers  would  be  provided  to 
any  claimant  as  desired,  at  no  cost.  Claims  not 
settled  would  be  assigned  to  a hearing  examiner 
for  a full  and  prompt  hearing.  His  decision  would 
be  subject  to  review  by  the  board,  which  would 
have  the  power  to  award  fees  and  costs  incurred 
in  the  appeal  against  the  losing  party. 

As  reviewers  and  examiners  gain  experience 
and  expertise  they  should  be  better  able  than  a 
jury  to  evaluate  medical  negligence,  and  for  the 
first  time  the  decision-making  process  should  be 
consistent  in  both  liability  determinations  and  the 
size  of  damage  awards.  The  faster  process  should 
save  both  plaintiffs  and  defendants  the  expense 
of  extended  litigation  in  a state  court. 

All  settlements  and  awards  would  be  screened, 
and  considered  along  with  other  malpractice  or 
disciplinary  reports  to  determine  if  a pattern  of 
substandard  conduct  exists.  All  health  care  enti- 
ties would  be  required  to  conduct  periodic  phy- 
sician performance  credentialing,  and  to  report 
to  the  board  any  overall  substandard  perform- 
ance. Insurers  would  be  required  to  report  can- 
cellations and  failures  to  renew  for  reasons  relat- 
ed to  competence.  All  of  this  information  would 
be  maintained  in  a clearinghouse  accessible  to 
those  who  conduct  professional  review  activities; 
certain  credentialing  agencies,  such  as  hospitals, 
would  be  required  to  check  regularly  with  the 
clearinghouse. 

Standards  of  care  would  be  based  on  what  a 
prudent  and  competent  practitioner  would  have 
done  in  the  same  or  similar  circumstances,  given 
the  expertise  of  and  means  available  to  the  health 
care  provider,  the  state  of  medical  knowledge, 
and  the  availability  of  and  access  to  transporta- 
tion and  communications  facilities.  The  liability 
standard  would  also  allow  recovery  if  the  physi- 
cian’s negligence  was  a “contributing  factor’’  in 
causing  the  injury,  even  if  the  physician  was  less 
than  50%  at  fault.  The  adequacy  of  disclosure 
for  informed  consent  would  be  measured  from 
the  perspective  of  the  reasonable  patient.  Non- 
economic and  punitive  damages  would  be  tied  to 
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a percentage  of  the  average  annual  wage  in  the 
state,  and  economic  damages  would  be  awarded 
to  represent  a realistic  “replacement  cost."  De- 
fendants would  be  liable  for  damages  only  in 
proportion  to  their  actual  liability. 

There  is  no  question  that  doctors  are  once 
again  being  unfairly  singled  out,  since  no  other 
group  of  individuals  is  subjected  to  such  intense 
scrutiny  or  subjected  to  such  oppressive  regula- 
tion as  this  report  proposes.  This  has  to  be  one's 
initial  reaction  to  the  document,  and  I can  al- 
ready hear  the  cry  raised  that  we  have  been  be- 
trayed by  the  AMA.  Before  you  trash  the  pro- 
posal with  profane  indignation,  though,  aghast  at 
its  possibilities  for  dire  consequences,  there  are 
some  things  you  need  to  keep  in  mind. 

First  is  the  status  quo , which  translates  as  “the 
mess  we  is  in.”  Everyone,  medical  and  non.  with 
the  possible  (or  rather  probable)  exception  of  the 
Trial  Lawyers  Association,  believes  the  profes- 
sional liability  climate  is  intolerable,  and  reme- 
dial action  is  necessary — and  soon.  Attempts  at 
modification  of  the  tort  system,  though  some- 
times successful,  have  generally  been  unreward- 
ing. The  ready  solution,  which  is  abandonment 
of  the  contingency  system,  has  for  obvious  rea- 
sons no  support  in  the  only  place  it  matters — the 
legislative  halls.  Awards  have  ceased  being  for 
malpractice,  and  have  become  avenues  of  indem- 
nification; their  size  is  generally  outrageous. 

Second,  there  is  the  public  perception  that, 
since  their  health  is  the  most  important  thing  they 
own  (with  the  sometimes  possible  exception  of 
their  pocketbook),  those  charged  with  its  care 
need  to  be  only  the  best,  and  on  their  best  be- 
havior at  all  times.  This  requires  public  scrutiny. 
There  is  no  help  for  this,  and  since  it  is  happen- 
ing anyway,  its  mechanism  needs  to  be  the  least 
distasteful  we  can  help  engineer.  It  does  no  good 
to  argue  that  if  the  public  is  indeed  so  concerned 
about  its  health,  it  would  consign  tobacco  to  the 
nether  regions,  eat  less,  and  stop  mixing  alcohol 
with  gasoline.  However  that  may  be,  they  never- 
theless want  you  to  be  ship-shape  when  you  try 
to  remedy  the  consequences  of  their  indiscre- 
tions and  self-indulgence. 

The  third  thing  you  need  to  recognize  is  that 
there  have  been  few  things  in  the  history  of  med- 
icine that  have  unified  medical  leadership,  here 
or  elsewhere.  The  AMA  and  the  specialty  orga- 
nizations, especially  the  two  largest,  the  Ameri- 
can College  of  Surgeons  and  the  American  Col- 
lege of  Physicians,  have  not  only  tended 
frequently  to  go  their  own  way,  but  they  have 
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often  been  at  loggerheads.  This  time,  if  our  lead- 
ership has  sold  us  out,  its  action  was  virtually 
unanimous;  it  may  in  fact  have  been  unanimous, 
had  I taken  the  trouble  to  count  the  organiza- 
tions involved.  All  of  the  largest  organizations  are 
represented  on  the  steering  committee. 

To  its  rallying  cry  “ Liberte , Egalite,  Frater- 
nite ” some  waggish  perpetrators  of  the  French 
Revolution  added  “ et  Mort ,”  since  they  executed 
so  many.  Though  fairness  is  found  in  individuals, 
mankind  en  masse  is  fair  only  when  it  suits  their 
purpose.  It  does  not  suit  their  purpose  where  their 
health  is  concerned,  which  is  why,  for  example, 
there  was  a special  military  draft  for  doctors  and 
no  one  else.  Constitutional  rights  have  meaning 
only  so  far  as  the  courts  sustain  them;  they  are 
in  abeyance,  apparently  in  perpetuity,  where  we 
are  concerned. 

The  proposed  program  appears  to  make  the 
best  of  a sorry  situation.  Crying  or  mouthing  will 
not  help.  It  is  up  to  us  to  do  our  part  to  make  it 
work.  Experience  will  doubtless  bring  amend- 
ments. As  President  Truman  once  said,  “If  you 
can’t  stand  the  heat,  get  out  of  the  kitchen.” 
Some  already  have.  Others  doubtless  will. 

The  Project’s  report  is  presented  in  its  entirety 
elsewhere  in  this  issue;  it  requires  your  thought- 
ful attention. 

J.B.T. 


PRO  Admissions  Policy 


To  the  Editor: 

Please  let  me  clarify  what  the  position  of  the  Mid- 
South  Foundation  for  Medical  Care  is  as  it  applies  to 
any  admission.  According  to  the  Medicare  rules,  if  a 
patient’s  need  for  services  is  not  acute  and  the  services 
can  be  provided  in  an  alternate  setting  (outpatient), 
those  services  should  be  provided  in  that  setting.  The 
rules  have  not  changed.  What  has  occurred  through- 
out the  state  is  that  physicians  are  using  our  review 
criteria  as  standards  of  medical  practice.  This  was  nev- 
er intended. 

All  of  our  criteria  are  for  the  use  of  our  nurse  co- 
ordinators to  assist  them  in  deciding  whether  or  not  to 
refer  a particular  medical  record  to  a physician  advisor 
for  review.  These  criteria  are  for  screening  purposes 
only,  are  not  standards  of  care,  are  not  to  be  applied 


as  such,  and  are  not  to  be  treated  as  a substitute  for 
professional  medical  judgment. 

If  the  nurse  refers  the  chart  to  a physician  advisor 
for  review,  he  must  determine  whether  or  not  the  care 
and  services  that  the  patient  needed  and  received  were 
only  available  in  the  inpatient  setting.  Our  physician 
advisors  do  not  use  these  criteria  in  the  performance 
of  their  review.  If  the  nurse  does  not  refer  it,  the  ad- 
mission will  probably  be  approved.  She  always  has  the 
option,  however,  to  refer  a record  whether  or  not  it 
meets  our  criteria. 

In  lieu  of  a short  inpatient  hospitalization,  an  out- 
patient observation  period  of  up  to  23  hours  and  59 
minutes  is  suggested  so  that  the  attending  physician 
has  ample  opportunity  to  obtain  the  necessary  infor- 
mation as  to  whether  inpatient  services  will  be  re- 
quired. 

Physicians  must  use  their  best  medical  judgment  to 
provide  the  treatment  their  patients  require.  Medicare 
allows  hospitalization  when  the  condition  of  the  pa- 
tient and/or  the  type  of  service  demands  it.  It  is  the 
responsibility  of  the  physician  to  document  in  the 
medical  record  the  reasons  that  hospitalization  is  re- 
quired. 

Otis  S.  Warr,  III,  M.D. 

Medical  Director 

Mid-South  Foundation  for  Medical  Care 

6401  Poplar  Ave..  Suite  400 

Memphis,  TN  38119 


Robert  T.  Brooks,  age  61.  Died  January  31,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 

Robert  G.  Latimer,  Jr.,  age  69.  Died  February  8,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Northwest  Tennessee  Academy  of 
Medicine. 

Clarence  Shaw,  age  79.  Died  January  27,  1988.  Grad- 
uate of  University  of  Michigan  Medical  School.  Mem- 
ber of  Chattanooga-Hamilton  County  Medical  Soci- 
ety. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Max  Vincent  Bryant,  M.D.,  Chattanooga 
Kurt  Miller  Chambless,  M.D.,  Chattanooga 
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Sharon  Nancy  Farber,  M.D.,  Chattanooga 
Mark  Alan  Steele , M.D.,  Chattanooga 


SEVIER  COUNTY  MEDICAL  SOCIETY 

Samuel  W.  McGaha,  M.D.,  Sevierville 


COFFEE  COUNTY  MEDICAL  SOCIETY 

Allen  R.  Craig,  M.D.,  Tullahoma 
Glenn  Alan  Davis,  M.D.,  Manchester 
George  A.  Harris,  M.D.,  Manchester 
Joseph  G.  Krick,  M.D.,  Tullahoma 

KNOXVILLE  ACADEMY  OF  MEDICINE 

John  E.  Depersio,  M.D.,  Knoxville 
Bruce  L.  Henschen,  M.D.,  Knoxville 
Tink  A.  Johnson,  III,  M.D.,  Knoxville 
John  M.  Royer,  M.D.,  Knoxville 
Riley  S.  Senter,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Amit  A.  Choksi,  M.D.,  Columbia 
Stephen  Edwin  Parey,  M.D.,  Columbia 
Gary  Thomas  Podgorski,  M.D.,  Columbia 

NASHVILLE  ACADEMY  OF  MEDICINE 

(Students) 

Grady  Lee  Bryant,  Nashville 
Timothy  W.  Lineberry,  Nashville 
Brian  A.  Macaulay,  Nashville 
K.  David  Moore,  Nashville 
Peter  Wang,  Nashville 
Gregory  Richard  White,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Roy  W.  Chu,  M.D.,  Dyersburg 


TMfl  Members  Receive 
AMA  Physician’s  Recognition  Award 

Fifteen  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  January 
1988. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Lonnie  R.  Boaz,  Jr.,  M.D.,  Chattanooga 
LonnieS.  Burnett,  M.D.,  Nashville 
Richard  H.  Cowen,  M.D.,  Kingsport 
James  T.  Farrar,  M.D.,  Clarksville 
Johnny  E.  Gore,  M.D.,  Antioch 
Frank  E.  Jones,  M.D.,  Nashville 
Frederick  K.  Kirchner,  Jr.,  M.D.,  Nashville 
Ronald  F.  Kourany,  M.D.,  Nashville 
Douglas  W.  Ligon,  M.D.,  Erin 
Kenneth  M.  Lloyd,  M.D.,  Nashville 
Everette  G.  Lynch,  M.D.,  Morristown 
James  E.  McKinney,  M.D.,  Chattanooga 
Fernando  T.  Miranda,  M.D.,  Nashville 
Joe  R.  Troop,  Jr.,  M.D.,  McMinnville 
Lawrence  K.  Wolfe,  M.D.,  Nashville 


SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Mack  L.  Hicks,  M.D.,  Kingsport 
Phillip  Franklin  Hoffer,  M.D.,  Bristol 
Douglas  W.  Peterson,  M.D.,  Kingsport 
James  Curtis  Phillips,  M.D.,  Kingsport 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Tony  O'Neal  Haley,  M.D.,  Johnson  City 
Randall  E.  Pearson,  M.D. , Johnson  City 
Richard  R.  Peyton,  M.D.,  Johnson  City 
Edward  S.  Yee,  M.D,  Johnson  City 


Paul  Parsons,  M.D.,  Franklin,  has  been  inducted  as  a 
fellow  of  the  American  Academy  of  Orthopaedic  Sur- 
geons. 

Thomas  G.  Peters,  M.D.,  Memphis,  has  been  awarded 
the  National  Kidney  Foundation  Trustees'  Award, 
recognizing  his  important  and  significant  service  to  the 
Foundation. 

The  following  TMA  members  have  been  inducted  as 
fellows  of  the  American  College  of  Surgeons:  R.  Alan 
Davis,  M.D.,  and  D.  Nelson  Gwaltney,  M.D.,  both  of 
Bristol. 


announcement/ 


CALENDAR  OF  MEETINGS 


June 

3-' 

7 

June 

7- 

10 

June 

8- 

10 

June 

8- 

11 

June 

9- 

11 

June 

11 

-14 

June 

11 

-15 

June 

12 

-17 

June 

13 

-14 

June 

13 

-16 

June 

14 

-17 

NATIONAL 

American  Urological  Association — Shera- 
ton Boston/Marriott  Copley  Place.  Boston 
American  Cancer  Society — Stouffers  on 
Square,  Cleveland 
Endocrine  Society — New  Orleans 
Eve  Bank  Association  of  America — Hilton 
Head.  S.C. 

Virginia  Society  of  Ophthalmology,  annual 
meeting — Richmond  Hotel.  Richmond.  Va. 
American  Diabetes  Association — New  Or- 
leans 

American  Sleep  Disorders  Association — 
Sheraton  Harbor.  San  Diego 
American  Society  of  Colon  and  Rectal  Sur- 
geons— Anaheim.  Calif. 

Society  of  Vascular  Surgery — Chicago 
American  Orthopaedic  Society  for  Sports 
Medicine — Marriott's  Desert  Springs  Re- 
sort, Palm  Desert,  Calif. 

Society  of  Nuclear  Medicine— San  Francisco 
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Thrombotic  Thrombocytopenic  Purpura 
Associated  With  Pulmonary  Sarcoidosis 


DAVID  SCOTT  TROCHTENBERG,  M.D.;  WINSTON  CAINE,  M.D.;  and 

JOHN  M.  FLEXNER,  M.D. 


Introduction 

First  described  in  1924  by  Moschcowitz,1  the 
entity  now  known  as  thrombotic  thrombocyto- 
penic purpura  (TTP)  remains  a mystery.  His  pa- 
tient was  a teenage  girl  with  the  fulminant  onset 
of  fever,  thrombocytopenia,  anemia,  impaired 
renal  function,  and  altered  mental  status  that 
progressed  to  death  within  two  weeks.  Mosch- 
cowitz discovered  numerous  small  hyalinized 
thrombi  lodged  in  the  arterioles  and  capillaries 
of  multiple  organs  at  autopsy.  TTP  was  uniform- 
ly fatal  until  the  1960s  and  the  advent  of  plas- 
mapheresis; today  less  than  20%  mortality  can 
be  expected  with  the  initiation  of  prompt  and  ag- 
gressive therapy.2  Despite  advances  in  the  thera- 
py for  TTP,  little  is  known  about  the  events  that 
precipitate  platelet  aggregation.  Numerous  dis- 
orders have  been  associated  with  TTP:  pregnan- 
cy, infection,  autoimmune  disease,  and  drugs.3 
The  following  case  displays  an  unusual  presenta- 
tion of  this  disorder  in  a patient  with  sarcoidosis. 


From  the  Department  of  Medicine  (Drs.  Trochtenberg  and  Flex- 
ner).  Vanderbilt  University  Flospital.  Nashville.  Dr.  Caine  is  in  pri- 
vate practice  in  Chattanooga. 

Reprint  requests  to  910  Woodmont  Blvd.,  Apt.  N-6.  Nashville. 
TN  37204  (Dr.  Trochtenberg). 


Case  Report 

A 28-year-old  white  man  had  a hemangioma  excised  from 
his  left  calf  in  1984;  he  smoked  heavily.  When  seen  at  Van- 
derbilt Hospital  in  April  1987  with  anemia  and  thrombocy- 
topenia. he  was  afebrile,  with  review  of  systems  that  was  neg- 
ative; physical  and  mental  status  examinations  were 
unremarkable.  His  WBC  count  was  10.400/cu  mm,  hemato- 
crit 22%,  platelets  12.000/cu  mm.  reticulocyte  count  16%, 
BUN  19  mg/dl,  creatinine  1.6  mg/dl,  LDH  2,526  U/L  and 
total  bilirubin  2.2  mg/dl.  Urinalysis  revealed  4+  hemoglobin 
and  0 to  4 RBC/HPF.  Chest  x-ray  showed  multiple  bilateral 
pulmonary  nodules.  Examination  of  his  peripheral  smear  dis- 
played moderate  schistocytosis.  Bone  marrow  examination  was 
negative. 

Shortly  after  admission  the  patient  developed  respiratory 
distress.  Arterial  blood  gas  on  breathing  room  air  was  pH 
7.45.  Pco:  34  mm  Hg.  and  Po2  58  mm  Hg.  Open  lung  biopsy 
revealed  noncaseating  granulomas  consistent  with  sarcoido- 
sis; all  vessels  observed  within  the  specimen  were  normal.  His 
postoperative  course  was  complicated  by  the  acute  onset  of 
aphasia  and  right-sided  weakness,  and  it  was  thought  that  the 
acute  neurologic  deficits  and  microangiopathic  changes  on  his 
peripheral  smear  were  consistent  with  the  diagnosis  of  TTP. 
He  received  two  units  of  fresh  frozen  plasma,  with  prompt 
reversal  of  his  aphasia  and  weakness.  Plasmapheresis  with  a 
total  of  five  exchange  transfusions  (140  units  of  fresh  frozen 
plasma)  brought  peripheral  counts,  LDH,  and  bilirubin  to 
normal  at  discharge. 

He  did  well  until  August  1987,  with  complete  radiologic 
resolution  of  his  sarcoidosis  on  low  dose  prednisone.  Routine 
CBC  revealed  a drop  in  his  platelet  count  to  76,000/cu  mm. 
His  hematocrit  was  51%,  and  examination  of  his  peripheral 
smear  failed  to  manifest  any  microangiopathic  changes.  His 
clinical  presentation  was  most  consistent  with  idiopathic 
thrombocytopenic  purpura  (ITP).  His  prednisone  was  in- 
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creased  to  30  mg  daily,  and  attempts  to  discontinue  it  were 
unsuccessful,  since  his  platelet  count  fell  below  40,000/cu  mm 
with  less  than  5 mg  every  other  day. 

In  December  1987  he  was  again  referred  to  Vanderbilt  for 
consideration  of  splenectomy  as  a means  to  control  his  ITP 
without  steroids.  Upon  admission  he  was  asymptomatic,  and 
his  physical  examination  was  once  again  unremarkable.  His 
WBC  count  was  10,800/cu  mm,  hematocrit  34.4%,  platelets 
40,000/cu  mm,  reticulocyte  count  12.2%,  bleeding  time  long- 
er than  30  minutes,  BUN  18  mg/dl,  creatinine  1.5  mg/dl,  LDH 
1,245  U/L,  and  total  bilirubin  1.8  mg/dl.  Peripheral  smear 
showed  marked  schistocytosis.  Urinalysis  revealed  4+  hemo- 
globin and  1 to  4 RBC/HPF.  Twenty-four  hour  urine  yielded 
a creatinine  clearance  of  78.  He  failed  to  respond  to  80  mg 
prednisone  daily,  2 mg  vincristine  weekly,  and  transfusions 
of  fresh  frozen  plasma.  Plasmapheresis  was  initiated,  and  aft- 
er only  three  exchanges  his  hematocrit  had  increased  to  44.5% 
and  platelets  to  514,000/cu  mm,  and  his  creatinine  had  fallen 
to  1.1  and  his  LDH  297  U/L.  At  no  time  did  he  manifest 
fever  or  neurologic  abnormalities.  He  was  discharged  on  a 
tapering  dosage  of  prednisone. 

Discussion 

Most  major  referral  centers  admit  at  least  one 
patient  with  TTP  each  year;  Johns  Hopkins  Hos- 
pital reports  that  1 per  50,000  admissions  each 
year  is  for  this  diagnosis.4  Although  women  are 
slightly  more  often  affected  than  men,  there  is  an 
equal  incidence  among  the  races;  median  age  of 
onset  is  in  the  third  and  fourth  decades  of  life.5 
This  differs  from  the  pattern  seen  with  the  he- 
molytic uremic  syndrome  (HUS),  a closely  relat- 
ed disorder  occurring  predominantly  in  young 
children,  equally  in  both  sexes,  and  rarely  in 
blacks.  Fever  is  unusual.  HUS  typically  presents 
more  severely  impaired  renal  function,  the  hya- 
line thrombi  being  relatively  confined  to  the  kid- 
neys.6 These  differences  may  be  more  apparent 
than  real,  however,  as  both  disorders  may  rep- 
resent the  ends  of  a spectrum  of  deranged  plate- 
let aggregation  sharing  a common  final  patho- 
logic lesion.7 

The  hyaline  thrombi  that  characterize  TTP 
were  believed  by  Moschcowitz1  to  consist  of  ag- 
glutinated erythrocytes.  Recent  studies  using  im- 
munofluorescence and  electron  microscopy  re- 
veal that  the  thrombi  are  in  fact  composed  of 
fibrin  and  platelets.5  Hyperplastic  endothelial  cells 
encase  this  hyaline  material,  accounting  for  their 
apparent  subendothelial  origin.5-89  Thrombi  are 
found  in  small  arterioles  and  capillaries  through- 
out the  body,  but  predominate  within  the  heart, 
kidneys,  brain,  pancreas,  and  adrenal  glands5-8-10; 
venules  are  relatively  spared.  Microscopic  exam- 
ination of  involved  vessels  fails  to  display  inflam- 
matory changes  suggestive  of  vasculitis,  although 
some  studies  have  identified  immune  complex 
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deposition  within  the  vessel  walls.5 

The  pathophysiology  of  TTP  remains  a source 
of  controversy.  Vessels  that  contain  thrombi  may 
not  manifest  signs  of  endothelial  damage;  simi- 
larly, vessels  without  thrombi  typically  are  nor- 
mal.11 An  attractive  hypothesis  is  the  presence  of 
an  abnormal  platelet  aggregating  protein  (PAP) 
in  the  plasma  of  patients  with  TTP.  Normal 
platelets  will  clump  when  suspended  in  plasma 
obtained  from  patients  with  active  TTP,  the 
process  being  reversed  by  the  addition  of  normal 
plasma.12  PAP  is  not  inhibited  by  heparin,  non- 
steroidal anti-inflammatory  drugs  (NSAIDS),  or 
prostaglandins.11  Various  proteins  with  platelet 
agglutinating  properties  have  been  isolated  from 
patients  with  active  TTP,  their  molecular  weights 
ranging  from  37,000  to  900,000. 11  Furthermore, 
evidence  implicates  von  Willebrand  factor  (vWF) 
as  playing  a role  in  TTP.  Large  multimers  of  vWF 
have  been  isolated  from  the  plasma  of  patients 
with  chronic  relapsing  TTP,  these  multimers  dis- 
appearing during  exacerbations  of  their  disease.13 

There  are  problems  with  the  above  models. 
Neither  PAP  nor  vWF  can  be  isolated  from  the 
plasma  of  all  patients  with  TTP.  Plasma  with  low 
titers  of  vWF  from  patients  with  TTP  retains  its 
ability  to  agglutinate  normal  platelets.14  PAP  may 
not  itself  be  the  primary  abnormality;  it  has  been 
proposed  that  exogenous  antigens  may  induce 
derangements  in  the  normal  humoral  immune 
system,  which  is  manifested  as  a PAP.15  The  as- 
sociation of  TTP  and  ITP  that  our  patient  dis- 
played lends  credence  to  the  role  of  circulating 
immunoglobulins  in  the  pathogenesis  of  TTP. 
PAP  has  been  shown  to  be  inhibited  by  IgG  from 
normal  plasma. 111516  Development  of  endoge- 
nous antibody  to  PAP  may  play  a role  in  recov- 
ery from  TTP,  and  the  attachment  of  this  anti- 
body to  platelets  coated  with  PAP  may  explain 
the  occurrence  of  ITP  in  patients  whose  TTP  is 
in  remission.17 

Our  case  suggests  that  sarcoidosis  should  be 
considered  an  addition  to  the  long  list  of  disor- 
ders that  appear  to  be  associated  with  TTP. 
Pregnancy  and  the  puerperium  bear  a strong  re- 
lationship to  TTP,18  and  numerous  bacterial  and 
viral  illnesses  have  been  reported  associated  with 
TTP,  including  E coli,  Shigella,  Campylobacter, 
HIV,  Epstein-Barr  virus,  herpes  virus,3  and 
Rickettsia. 19  Systemic  lupus  erythematosus,20  ad- 
enocarcinoma,21 and  antineoplastic  chemothera- 
peutic agents  (especially  mitomycin)22-23  have 
similarly  been  implicated.  The  pathogenesis  of 
sarcoidosis,  like  TTP,  has  yet  to  be  identified. 
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The  relapse  of  TTP  in  our  patient  while  in  clini- 
cal remission  from  sarcoid  makes  an  etiologic  re- 
lationship between  these  two  disorders  unlikely. 
Furthermore,  in  light  of  the  frequency  of  pul- 
monary involvement  observed  postmortem  with 
TTP,  it  is  surprising  that  the  open  lung  biopsy 
failed  to  reveal  any  evidence  of  hyaline  thrombi. 

Summary 

This  case  underscores  the  importance  of  ex- 
amining the  peripheral  smear  in  all  patients  with 
thrombocytopenia.  The  diagnosis  of  TTP  must  be 
seriously  considered  in  all  patients  with  schisto- 
cytosis  and  laboratory  evidence  of  hemolysis.  Pa- 
tients with  sarcoid  or  other  systemic  disorders  are 
not  protected  from  developing  TTP,  and  patients 
with  a history  of  TTP  may  become  thrombocy- 
topenic from  a variety  of  causes — relapse  of  TTP, 
new  onset  ITP,  infection  with  disseminated  intra- 
vascular coagulation  (DIC),  and  neoplasm.  The 
peripheral  smear  provides  the  key  to  diagnosis. 
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Synchronous  Small  Cell  and  Squamous 
Cell  Carcinoma  of  the  Esophagus: 

Case  Report  and  Review  of  Embryogenesis 


REGINALD  MARTIN,  M.D.;  RAMANATHAPUR  K.  NATESHA,  M.D.; 
HWEI-KANG  HSU,  M.D.;  IRA  THOMPSON,  M.D.;  and  EDDIE  L.  HOOVER,  M.D. 


Introduction 

The  diagnosis  of  carcinoma  of  the  esophagus 
carries  a grave  prognosis  despite  aggressive  com- 
binations of  surgical  resection,  chemotherapy,  and 
radiotherapy.  Extrapulmonary  small  cell  carci- 
noma is  a rare  lesion,  with  approximately  91 
esophageal  cases  reported  in  the  English  litera- 
ture.1 Individually,  each  of  the  cell  types  of 
esophageal  carcinoma  is  characterized  by  a rap- 
idly progressive  course;  therefore,  when  present 
simultaneously,  the  clinical  course  is  not  drasti- 
cally altered,  although,  if  the  diagnosis  of  syn- 
chronous lesions  is  made  preoperatively,  surgery 
may  become  a less  desirable  option. 

We  present  a patient  with  synchronous  small 
cell  and  squamous  cell  carcinoma  of  the  esopha- 
gus, a rare  combination  of  neoplasms  with  ap- 
proximately 17  cases  having  been  reported  in  the 
literature.  We  also  present  aspects  of  the  em- 
bryology and  the  goals  of  treatment. 

Case  Report 

A 63-year-old  white  man  had  a four-month  history  of  pro- 
gressive, painless  dysphagia  and  a 40-lb  weight  loss.  Though 
his  past  medical  history  was  unremarkable,  he  had  a 100  pack 
per  year  cigarette  habit,  and  had  taken  four  to  five  alcoholic 
drinks  daily  for  35  years.  Physical  examination  showed  a 134- 
lb  cachectic  man  with  normal  vital  signs  and  no  lymphade- 
nopathy  or  organomegaly.  Laboratory  data  were  normal  ex- 
cept for  a hematocrit  of  32%,  hemoglobin  of  11  gm/dl,  and  a 
serum  albumin  of  2.3  mg/dl.  Barium  swallow  showed  a 5-cm 
segment  of  narrowing  in  the  distal  esophagus  (Fig.  1).  Com- 
puterized tomography  of  the  chest  and  abdomen  showed  me- 
diastinal adenopathy.  Esophagoscopy  showed  concentric  lu- 
minal obstruction  in  the  distal  esophagus,  which  was  biopsied 
and  read  as  squamous  cell  carcinoma. 


From  the  Department  of  Surgery  (Drs.  Martin,  Natesha,  Thomp- 
son, and  Hoover),  Meharry  Medical  College,  Nashville,  and  the 
Brooklyn  Veterans  Administration  Medical  Center  (Dr.  Hsu),  Brook- 
lyn, N.Y. 

Reprint  requests  to  Department  of  Surgery,  Meharry  Medical 
College,  1005  D.  B.  Todd  Blvd.,  Nashville,  TN  37208  (Dr.  Hoover). 
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After  two  weeks  of  parenteral  hyperalimentation,  the  pa- 
tient underwent  an  Ivor  Lewis  esophagogastrectomy.  Celiac 
and  mediastinal  lymph  nodes  were  enlarged  but  did  not  pre- 
clude resection;  both  were  subsequently  shown  to  contain 
metastatic  squamous  cell  carcinoma.  The  anastomosis  was 
performed  using  the  EEA  stapler  with  a 28-mm  load.  The 
postoperative  course  was  uncomplicated,  and  the  patient  was 
discharged  12  days  later.  The  final  pathology  report  of  the 
esophageal  mass  showed  squamous  and  small  cell  carcinoma 
(Figs.  2 and  3).  He  was  subsequently  treated  with  a small  cell 
chemotherapy  regimen  and  radiotherapy.  The  patient  did  well 
for  six  months,  then  deteriorated  rapidly  over  the  next  two 
months  and  died. 

Discussion 

Since  its  description  in  1952  by  McKoewn,  ap- 
proximately 91  cases  of  small  cell  carcinoma  have 
been  reported  as  occurring  in  the  esophagus.1-2 


Figure  1.  Barium  swallow  showing  an  irregular,  5-cm  segment  of  nar- 
rowing in  the  distal  esophagus. 
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Microscopically,  three  major  cell  types  have  been 
identified  in  the  lesions:  oat  cells,  squamous  cells, 
and  mucus  secreting  cells.3  Of  the  91  cases  re- 
corded in  the  literature,  67  (73%)  were  pure  small 
cell  lesions,  and  the  remaining  cases  demonstrat- 
ed small  cell  elements  mixed  with  squamous  cell 
(17  patients),  and  three  each  of  glandular  and 
carcinoid  features.2  Thus,  our  patient  is  the  18th 
reported  case  of  mixed  small  cell  and  squamous 
cell  carcinoma. 

In  1976,  Matsusaka  et  al4  attempted  to  clarify 
the  histogenesis  of  small  cell  tumors  occurring  in 
the  esophagus  by  evaluating  their  histologic  and 
histochemical  characteristics.  They  noted  that  the 
morphology  of  the  tumors  in  their  three  patients 
was  similar  to  that  of  pulmonary  oat  cell  cancer. 
The  tumors  were  composed  of  uniform  small 
round  cells  with  scanty  or  copious  cytoplasm  and 
hyperchromatic  nuclei  similar  to  what  we  ob- 
served in  our  patient.  They  also  reiterated  that 
the  esophagus,  along  with  the  oral  cavity,  sali- 


vary glands,  respiratory  tract,  and  stomach,  dif- 
ferentiates from  the  foregut,  and  they  suggested 
that  neoplasms  occurring  in  these  organs  may 
have  common  characteristics.  Extrapolating  from 
the  embryologic  derivation  of  the  esophagus,  they 
concluded  that  it  may  well  contain  argyrophil  or 
neurosecretory  cells,  although  they  were  never 
successful  in  identifying  any  such  cells  in  their 
patients. 

In  a further  attempt  to  unify  the  histogenesis 
of  small  cell  esophageal  carcinoma,  Ho  et  al3 
in  1984  reported  their  series  of  small  cell 
esophageal  carcinoma  in  which  they  made  a dili- 
gent search  for  the  membrane-bound,  dense- 
core  neurosecretory  granules  characteristic  of 
APUDOMAS  (amine  precursor  uptake  and  de- 
carboxylation). They  were  able  to  identify  such 
cells  in  three  of  their  four  cases,  and  relegated 
the  fourth  to  a category  described  as  “reserve  cell 
carcinoma.”  They  proposed  that  the  common 
precursor  for  all  epithelial  neoplasms  of  the 


Figure  2.  Light  photomicrograph  of  the  resected  specimen  showing 
both  squamous  and  small  cell  elements. 


Figure  3.  A section  through  a predominantly  small  cell  portion  of  the 
lesion.  Note  the  uniform,  small  round  cells  with  scanty  cytoplasm  and 
hyperchromatic  nuclei. 
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CANCER  OF  THE  ESOPHAGUS/Martin 

esophagus  was  a totipotent  primitive  cell  which, 
under  carcinogenic  stimulation,  transformed  into 
malignancies,  and  that  those  cells  with  neurose- 
cretory granules  were  true  small  cell  lesions.  This 
concept  is  rather  simplistic,  and  the  embryoge- 
nesis  of  these  lesions  remains  quite  controversial. 
One  of  the  obstacles  to  solving  this  controversy 
is  the  fact  that  the  diagnosis  is  seldom  made  until 
well  in  the  postoperative  period,  so  that  as  in  our 
patient  the  tissue  has  not  been  properly  fixed  for 
electron  microscopic  analysis.  There  have  been 
reports  of  ectopic  endocrine  syndromes  in  pa- 
tients with  small  cell  esophageal  lesions  in  which 
tissue  analysis  has  revealed  adrenocorticotropic 
hormone  and  calcitonin. 3-5'8 

As  pointed  out  by  Karnad  and  Poskitt9  in  1984, 
the  diagnosis  carries  a dismal  prognosis,  with 
death  usually  occurring  within  six  months  regard- 
less of  the  mode  of  therapy.  This  is  consistent 
with  the  prognosis  of  small  cell  tumors  of  the 
lung.  Because  of  its  aggressive  behavior,  the  de- 
teminant  of  survival  in  mixed  small  cell-squa- 
mous  cell  tumors  will  probably  be  the  small  cell 
component,  and  therapy  should  be  guided  on  that 
basis.  We  would  suggest  a nonsurgical  approach 
if  this  diagnosis  is  made  preoperatively  and  select 


Celestin  tube  placement,  with  adjuvant  chemo- 
therapy-radiation given  consideration  based  on 
the  overall  condition  of  the  patient. 

Summary 

A 63-year-old  man  found  on  resection  to  have 
a mixed  small  cell-squamous  cell  esophageal  car- 
cinoma was  comfortable  for  six  months  after 
chemotherapy-radiation,  then  quickly  died.  This 
is  an  extremely  rare  combination  of  neoplasms, 
and  we  would  suggest  permanent  intubation  of 
the  esophagus  if  the  diagnosis  is  made  preopera- 
tively. r yS 
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Management  of  Single  Intrauterine 
Fetal  Death  in  a Twin  Pregnancy 

MICHAEL  S.  CARDWELL,  M.D.;  FREDERICK  L.  FINKE,  M.D.; 
LARRY  D.  GURLEY,  M.D.;  and  CARL  W.  ZIMMERMAN,  M.D. 


Twin  gestations  may  be  fraught  with  many 
complications,  including  preterm  labor  and  deliv- 
ery, premature  rupture  of  membranes,  malpre- 
sentation,  and  a higher  incidence  of  pregnancy- 
induced  hypertension.  Among  the  rarer  compli- 
cations is  the  intrauterine  fetal  death  (IUFD)  of 
one  twin.  IUFD  of  one  twin  may  occur  in  0.5% 
to  5.0%  of  all  twin  gestations.1  As  a result,  the 
clinician  is  faced  with  an  even  greater  challenge 
in  managing  the  remainder  of  the  pregnancy; 
known  complications  include  dystocia,  dissemi- 
nated intravascular  coagulopathy  (DIC)  in  either 
the  mother,  the  viable  twin,  or  both,  and  disrup- 
tive anomalies  in  the  viable  twin  from  embolic 
phenomena.2-3  The  following  case  emphasizes 
several  of  the  possible  complications,  and  offers 
guidelines  for  clinical  management. 

Case  Report 

The  patient  was  a 21-year-old  white  primigravida,  LMP 
May  17,  1987  and  EDC  Feb.  24,  1988.  Her  medical  history 
was  unremarkable.  Her  first  trimester  was  complicated  by 
hyperemesis  and  cramping,  which  responded  to  conservative 
management.  An  ultrasound  at  15  weeks’  gestation  revealed 
a viable  twin  gestation  with  the  fetal  measurements  consistent 
with  the  menstrual  dates.  A repeat  ultrasound  examination 
at  23  weeks  showed  IUFD  of  one  fetus  and  good  growth  of 
the  other  twin.  Long  bone  measurements  of  the  nonviable 
twin  placed  death  at  around  18  to  20  weeks’  gestation.  One 
placental  mass  was  located  posteriorly.  Baseline  clotting 
studies  obtained  to  follow  the  possible  development  of  DIC 
showed  a platelet  count  of  281,000/cu  mm,  PTT  22.6  seconds, 
fibrinogen  220  mg/dl,  and  fibrin  degradation  products  of  less 
the  10  |xg/ml.  All  values  were  within  normal  limits  except  for 
the  fibrinogen,  which  was  borderline  low.  A repeat  fibrino- 
gen level  at  281/2  weeks  was  175  mg/dl,  and  there  was  no  clin- 
ical evidence  of  a bleeding  diathesis.  Serial  ultrasound  ex- 
amination at  30  weeks’  gestation  showed  good  growth  of  the 
viable  fetus,  with  no  obvious  defects;  the  nonviable  twin  was 
represented  by  an  amorphous  mass  of  degenerating  tissue. 

At  31  weeks’  gestation  a repeat  fibrinogen  level  was  100 
mg/dl,  which  was  significantly  low,  but  there  was  no  clinical 
evidence  of  excessive  bleeding.  A diagnosis  of  chronic  DIC 
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was  made,  and  the  patient  was  hospitalized  for  further  eval- 
uation and  management.  Ultrasound  examination  of  the  via- 
ble fetus  showed  further  unimpaired  growth  and  a normal 
amniotic  fluid  volume. 

To  reverse  the  chronic  DIC,  a course  of  low  dose  subcu- 
taneous heparin  was  initiated  at  5,000  units  of  heparin  so- 
dium twice  a day,  and  serial  PTTs  and  fibrinogen  levels  were 
used  to  gauge  the  therapeutic  response.  With  an  increase  of 
the  heparin  dosage  to  7,500  units  twice  a day  the  fibrinogen 
level  rose  to  220  mg/dl.  The  PTT  remained  less  than  lVi  times 
that  of  the  control.  The  viable  fetus  was  followed  with  serial 
nonstress  tests,  all  of  which  were  reactive.  A course  of  beta- 
methasone 12  mg  intramuscularly  was  administered  twice  to 
the  mother  to  induce  fetal  pulmonary  maturity  in  anticipation 
of  preterm  delivery.  The  patient  was  instructed  in  self-admin- 
istration of  subcutaneous  heparin  and  discharged  from  the 
hospital. 

Outpatient  evaluation  at  32 Vi  weeks  showed  fibrinogen  to 
be  190  mg/dl;  fibrin  degradation  products  less  than  10  p-g/ml, 
platelet  count  259,000/cu  mm,  and  PTT  46  seconds.  A Dop- 
pler interrogation  of  the  umbilical  artery  of  the  viable  twin 
revealed  a significantly  elevated  systolic/diastolic  ratio  of  4.48. 
The  nonstress  test  was  reactive.  Amniocentesis  for  fetal  lung 
maturity  was  performed.  The  lecithin/sphingomyelin  ratio  was 
1.5  with  no  phosphatidylglycerol  present,  signifying  immature 
fetal  lungs,  and  the  patient  was  hospitalized  for  further  eval- 
uation and  fetal  assessment.  Subcutaneous  heparin  dosage  was 
continued  and  the  course  of  antenatal  steroids  was  repeated. 
The  viable  fetus  continued  to  show  a reactive  pattern  on  non- 
stress tests  performed  twice  daily. 

At  33  weeks’  gestation  the  patient  began  to  experience 
labor  contractions,  for  which  tocolytic  therapy  with  subcuta- 
neous and  oral  terbutaline  was  initiated,  but  because  of  ex- 
treme maternal  intolerance  it  was  discontinued.  After  hepa- 
rin was  discontinued,  the  patient  was  delivered  by  primary 
cesarean  section  because  of  the  possibility  of  dystocia  from 
the  nonviable  twin,  since  it  was  presenting  near  the  internal 
os.  An  1,870-gm  male  infant  with  Apgar  scores  of  8 and  8 
was  delivered  and  admitted  to  the  neonatal  intensive  care  unit. 
There  were  no  obvious  birth  defects  and  no  evidence  of  DIC, 
and  the  infant  had  no  major  respiratory  difficulty.  The  non- 
viable twin  was  a macerated  mass  of  tissue.  The  mother’s 
fibrinogen  level  was  277  mg/dl  the  day  after  delivery,  and  she 
was  discharged  on  the  fourth  postoperative  day  in  satisfactory 
condition. 

Discussion 

Intrauterine  death  of  a twin  is  uncommon,  but 
may  occur  in  5%  of  all  twin  gestations.1  When 
faced  with  such  a complication  the  clinician  must 
decide  upon  an  appropriate  course  of  action. 
IUFD  in  the  first  trimester  may  be  discovered 
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serendipitously  during  an  ultrasound  examina- 
tion as  an  empty  or  collapsed  sac,  and  the  pa- 
tient may  complain  only  of  slight  cramping  or 
spotting.  Serial  ultrasound  examinations  may  fail 
to  show  the  nonviable  twin,  the  so-called  vanish- 
ing twin  syndrome.  If  the  cervix  remains  closed, 
only  expectant  management  is  warranted;  coag- 
ulation studies  are  unnecessary.  Up  to  50%  of  all 
twin  gestations  diagnosed  by  ultrasonography  in 
the  first  trimester  later  appear  as  singletons.4 

In  the  second  and  third  trimesters,  IUFD  of  a 
twin  is  much  more  serious.  Preterm  labor  and 
delivery  may  occur  with  either  intact  or  prema- 
turely ruptured  membranes.  Dystocia  may  result 
from  the  blockage  of  the  birth  canal  by  the  dead 
twin,  and  intrauterine  infection  may  also  occur. 

The  most  serious  complication  of  IUFD  of  a 
twin  is  the  development  of  DIC  in  the  viable  twin, 
the  mother,  or  both.  The  degenerating  tissue  of 
the  dead  twin  is  rich  in  thromboplastin,  and  its 
release  into  the  viable  twin’s  circulation  may  set 
off  the  coagulation  cascade,  leading  to  a con- 
sumptive coagulopathy  with  extreme  hypofibrin- 
oginemia.5 

If  the  twin  gestation  is  monozygous  (i.e.,  iden- 
tical), anastamoses  may  exist  between  the  viable 
and  the  nonviable  circulatory  systems,  allowing 
thromboplastin-rich  substances  to  be  introduced 
into  the  viable  twin’s  circulation.  Also,  embolic 
phenomena  may  lead  to  blockage  in  the  smaller 
arteries  of  the  viable  twin,  causing  renal  cortical 
necrosis,  cerebral  necrosis,  and  sloughing  of  the 
skin  from  ischemia.  These  defects  eventuate  re- 
spectively postnatally  in  renal  agenesis, 
porencephaly  or  hydranencephaly,  and  cutis 
aplasia.3 

Chronic  DIC  may  be  manifested  in  the  moth- 
er, who  clinically  may  experience  easy  bruisabil- 
ity,  bleeding  from  the  gums  or  nasal  mucosa  on 
slight  trauma,  or  overt  signs  and  symptoms  of 
DIC.  The  laboratory  parameter  that  is  most  sen- 
sitive for  detecting  chronic  DIC  is  the  fibrinogen 
level,  which  in  pregnancy  is  normally  elevated  due 
to  increased  production  by  the  maternal  liver. 
Levels  greater  than  400  mg/dl  are  considered 
normal,  while  those  less  than  200  mg/dl  are  sig- 
nificantly decreased.  Severe  DIC  is  accompanied 
by  thrombocytopenia,  the  presence  of  fibrin  deg- 
radation products,  and  prolongation  of  the  pro- 
thrombin time  (PT)  and  partial  thromboplastin 
time  (PTT). 

If  IUFD  of  one  twin  occurs  in  the  second  or 
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third  trimester  and  fetal  pulmonary  maturity  can 
be  documented  by  amniocentesis,  delivery  is  rec- 
ommended.6 On  the  other  hand,  in  the  presence 
of  fetal  pulmonary  immaturity  prolongation  of  the 
pregnancy  for  further  fetal  maturation  is  desira- 
ble. Baseline  clotting  studies  (fibrinogen,  fibrin 
degradation  products,  platelet  count,  PT  and 
PTT)  are  repeated  every  one  to  two  weeks  or 
sooner  if  there  is  clinical  evidence  of  a bleeding 
diathesis.  Serial  ultrasound  examinations  allow 
assessment  of  the  viable  fetus  and  prenatal  de- 
tection of  possible  defects  such  as  porencephaly 
associated  with  the  dead  twin  syndrome.  Fetal 
surveillance  with  serial  nonstress  tests,  biophysi- 
cal profiles,  or  Doppler  studies  of  feto-placental 
blood  flow  is  recommended.  Delivery  near  term 
can  be  anticipated  if  no  other  complications  arise. 

Chronic  DIC  may  occur  in  the  mother  with  an 
immature  fetus,  and  heparin  has  been  used  to 
ameliorate  or  reverse  it.  In  the  several  cases  re- 
ported intravenous  heparin  was  given.79  In  our 
case,  subcutaneous  heparin  was  used  in  antici- 
pation of  discharging  the  patient  on  self-admin- 
istration. The  goal  of  heparin  therapy  in  such 
cases  is  not  to  fully  anticoagulate  the  patient,  but 
rather  to  reverse  the  coagulation  cascade;  rising 
serial  fibrinogen  levels  are  used  to  gauge  the 
therapeutic  response.  Outpatient  management 
may  be  used  in  compliant  patients. 

Once  fetal  pulmonary  maturity  is  demonstrat- 
ed by  serial  amniocenteses,  delivery  should  be 
accomplished.  The  heparin  may  be  discontinued 
6 to  12  hours  prior  to  delivery.  In  an  emergency, 
protamine  may  be  used  if  necessary  to  reverse 
the  anticoagulation  effects  of  heparin,  but  that  is 
rarely  needed.  Heparin  therapy  is  not  necessary 
after  delivery,  since  the  source  of  the  thrombo- 
plastin (i.e.,  the  dead  fetus)  is  removed,  r S 
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Metabolic  Bone  Disease: 

A Review 

RONALD  C.  HAMDY,  M.D. 


An  important  function  of  the  skeleton  is  to 
store  calcium  and  maintain  the  plasma  calcium 
level  within  a narrow  range.  Unlike  most  other 
reservoirs,  both  the  deposition  and  removal  of 
calcium  from  the  skeleton  are  active  processes, 
mediated  by  cells  and  controlled  by  a number  of 
hormonal  mechanisms.  Osteoclasts  are  the  bone 
resorbing  cells  and  osteoblasts  the  bone  forming 
cells. 

Factors  Controlling  Plasma  Calcium  Levels 

Parathyroid  Hormone  (PTH).  The  main  func- 
tion of  the  PTH  is  to  raise  the  plasma  calcium 
level,  and  the  parathyroid  glands  are  stimulated 
whenever  the  plasma  calcium  level  drops.  First, 
the  osteoclasts  are  stimulated  which  increases  the 
rate  of  bone  resorption  and  liberates  calcium  from 
the  skeleton  to  the  peripheral  circulation. 
Second,  PTH  increases  the  rate  of  calcium  re- 
sorption from  the  renal  tubules,  and  finally,  it 
increases  the  metabolic  activation  of  vitamin  D 
in  the  kidneys  from  25  hydroxycholecalciferol  (25 
HCC)  to  1,25  dihydroxycholecalciferol  (1,25 
DHCC).  This  vitamin  D metabolite  in  turn  in- 
creases the  absorption  of  calcium  from  the  gas- 
trointestinal tract. 

Vitamin  D.  Vitamin  D can  be  obtained  either 
from  food  or  through  the  effects  of  ultraviolet 
rays  on  the  skin,  changing  7 dehydrocholesterol 
to  cholecalciferol,  which  is  then  hydroxylated  in 
the  liver  to  25  HCC.  Its  further  hydroxylation  in 
the  kidneys  as  well  as  its  initial  hydroxylation  de- 
pends on  the  level  of  circulating  PTH  (which  is 
in  turn  determined  by  the  plasma  calcium  level). 
In  the  presence  of  elevated  PTH  levels  the  hy- 


From  the  Division  of  Geriatric  Medicine,  Veterans  Administra- 
tion Medical  Center,  and  the  Department  of  Internal  Medicine,  Quil- 
Ien-Dishner  College  of  Medicine.  East  Tennessee  State  University, 
Johnson  City. 

Presented  at  the  Tennessee  Geriatrics  Society’s  Fall  Symposium, 
Knoxville,  Oct.  23-24,  1987. 

Reprint  requests  to  Department  of  Internal  Medicine,  Quillen- 
Dishner  College  of  Medicine,  P.O.  Box  21160A,  Johnson  City,  TN 
37614  (Dr.  Hamdy). 


droxylation  occurs  in  the  molecule’s  number  1 
position,  giving  rise  to  the  active  metabolite  1,25 
DHCC.  If,  on  the  other  hand,  the  PTH  level  is 
low,  hydroxylation  takes  place  at  the  24th  or  23rd 
position,  yielding  less  active  metabolites. 

Calcitonin.  Should  the  calcium  level  rise  above 
the  normal  range,  the  C cells  in  the  thyroid  gland 
become  activated  to  produce  calcitonin,  the  main 
action  of  which  is  to  inhibit  the  osteoclasts  and, 
therefore,  reduce  the  rate  of  bone  resorption  and 
release  of  calcium  from  the  bones  to  the  periph- 
eral circulation. 

Osteoporosis 

The  skeletal  mass  goes  through  three  phases: 
a phase  of  “building  up”  in  childhood  and  ado- 
lescence, during  which  the  skeleton  increases  in 
size  and  mass;  a phase  of  “maintenance,”  during 
which  the  skeletal  mass  appears  to  remain  con- 
stant; and  finally,  a phase  of  gradual  reduction 
during  old  age.  This  reduced  bone  mass  is  known 
as  osteoporosis. 

Incidence,  Etiology  and  Pathology.  Osteopo- 
rosis is  almost  universal,  and  affects  both  sexes. 
Women  are  more  likely  to  suffer  earlier  in  life 
because  of  their  initially  smaller  skeleton  and  the 
sudden  excessive  bone  loss  that  occurs  soon  after 
the  menopause.  A number  of  factors  predispos- 
ing to  osteoporosis  have  been  identified,  includ- 
ing a reduced  dietary  calcium  intake,  physical  in- 
activity, and  cigarette  smoking.  A number  of 
medications  such  as  corticosteroids,  loop  diuret- 
ics, and  heparin  can  also  lead  to  bone  loss. 

The  main  problem  with  osteoporosis  is  the  re- 
duced bone  mass  for  a given  volume  of  bone.  As 
far  as  can  be  ascertained  by  either  the  naked  eye 
or  electron  microscopy,  the  bone  is  essentially 
normal. 

Presentations,  Manifestations  and  Complica- 
tions. Osteoporosis  is  by  and  large  a silent  dis- 
ease until  there  are  complications  resulting  from 
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increased  bone  fragility,  such  as  either  a fracture 
of  a long  bone  (particularly  the  distal  end  of  the 
radius  and  proximal  end  of  the  femur),  or  back 
pain  from  a collapsed  vertebra.  Collapse  of  many 
vertebrae  causes  kyphosis,  which  in  severe  in- 
stances limits  chest  expansion  and  respiratory  re- 
serve capacity.  These  patients  are  very  suscepti- 
ble to  pulmonary  infections  due  to  the  poor 
aeration  of  their  lung  fields. 

Diagnosis.  In  advanced  stages,  the  diagnosis 
of  osteoporosis  can  be  suspected  on  clinical 
grounds  by  noting  kyphosis  and  loss  of  truncal 
height  resulting  from  collapsed  vertebrae.  The 
arm  span  is  significantly  longer  than  the  body 
height  and  the  space  between  the  lower  end  of 
the  ribs  and  pelvic  cavity  is  reduced  or  even  ab- 
sent. The  clinical  diagnosis,  however,  can  be  use- 
ful only  in  advanced  cases. 

Except  for  the  alkaline  phosphatase,  which  is 
usually  increased  after  a fracture,  the  routine 
blood  biochemistry  tests  are  essentially  within 
normal  limits  in  primary,  idiopathic,  or  senile  os- 
teoporosis. The  main  aim  of  these  biochemical 
tests  is  not  so  much  to  diagnose  osteoporosis  as 
to  rule  out  other  diseases  that  may  cause  reduced 
bone  mass,  such  as  osteomalacia  and  hyperpara- 
thyroidism. 

Radiologically,  osteoporotic  bones  appear  un- 
dermineralized. In  addition,  the  vertebrae  may 
exhibit  Schmorl’s  nodules  (invagination  of  a ver- 
tebrae by  the  adjacent  intervertebral  disk), 
wedging,  or  complete  collapse.  These  changes  are 
apparent  only  in  relatively  advanced  cases,  and 
although  attempts  have  been  made  to  quantify 
the  degree  of  osteoporosis  by  using  a number  of 
radiologic  parameters,  such  as  the  metacarpo- 
cortical  index  and  Singh’s  femoral  neck  index, 
these  are  rather  crude  methods  compared  to  oth- 
ers presently  available. 

The  introduction  of  dual  photon  densitometry 
has  facilitated  the  early  diagnosis  of  osteoporosis 
and  quantification  of  its  severity.  The  measure- 
ment of  the  total  body  calcium,  in  particular,  may 
become  a useful,  accurate,  and  reproducible  tool 
to  diagnose  the  condition  and  monitor  its  re- 
sponse to  treatment. 

The  degree  of  osteoporosis  can  be  assessed  also 
by  computed  tomography.  These  studies,  how- 
ever, are  localized  to  individual  vertebrae  or  bone 
sites,  and  involve  exposing  the  patient  to  high  ra- 
diation levels;  they  are  also  quite  expensive. 
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Treatment.  Since  estrogen  significantly  slows 
down  the  rate  of  bone  loss  and  increases  the  bone 
mass,  hormonal  replacement  therapy  is  quite 
useful,  provided  it  is  started  within  five  years  of 
menopause.1  When  progesterone  is  combined 
with  estrogen  the  higher  incidence  of  uterine 
neoplasia  induced  by  estrogens  is  not  only  neu- 
tralized, but  appears  to  be  less  than  in  the  gen- 
eral population.  It  is,  however,  necessary  to  reg- 
ularly follow  up  the  patient  because  of  the  other 
risks  of  hormonal  supplementation.  If  more  than 
five  years  have  elapsed  since  menopause,  it  is 
doubtful  that  hormonal  replacement  therapy  will 
be  of  any  use  in  the  management  of  osteoporo- 
sis, especially  since  at  that  time  the  incidence  of 
side  effects  may  be  substantially  higher. 

Calcitonin  specifically  inhibits  the  osteoclasts 
and  reduces  the  rate  of  bone  resorption,2  though 
there  is  still  no  consensus  as  to  either  the  opti- 
mum dose  or  the  duration  of  calcitonin  therapy. 
At  present  it  has  to  be  administered  parenterally 
and  is  quite  expensive.  Although  a high  dietary 
intake  of  calcium  prevents  osteoporosis,  it  does 
not  seem  to  have  any  beneficial  effect  in  the 
treatment  of  osteoporosis.3  Unless  there  is  con- 
comitant osteomalacia,  vitamin  D has  no  place  in 
the  treatment  of  osteoporosis.4 

Though  fluorides  have  been  used  in  the  man- 
agement of  osteoporosis,  there  is  still  no  consen- 
sus as  to  its  optimum  dose.5  Furthermore,  the  side 
effects  of  fluorosis  are  significant.  Anabolic  ste- 
roids are  also  occasionally  used  to  manage  osteo- 
porosis, but  they  are  associated  with  a high  inci- 
dence of  side  effects,  including  salt  and  water 
retention  and  hepatic  toxicity. 

Preventive  Measures.  The  main  lines  of  pre- 
vention include  increased  exercise  and  a good  di- 
etary calcium  intake  early  in  life.6 

Osteomalacia 

Incidence,  Etiology  and  Pathology.  Osteoma- 
lacia is  due  to  vitamin  D deficiency,  and  results 
from  a lack  of  either  dietary  intake  or  exposure 
to  sunshine.  It  also  could  result  from  an  in- 
creased metabolic  degradation  of  vitamin  D,  such 
as  may  occur  when  drugs  with  hepatic  enzyme 
inducing  properties  are  administered  regularly. 
Vitamin  D facilitates  the  mineralization  of  newly 
formed  bone;  in  osteomalacia  mineralized  bone 
is  reduced  and  osteoid  is  excessive. 

Clinical  Picture.  Manifestations  include  apa- 
thy, lethargy,  depression,  bone  tenderness,  and 
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proximal  myopathy.  As  a result  of  the  last,  the 
patient  often  complains  of  difficulty  getting  in  and 
out  of  chairs  and  going  up  and  down  stairs,  but 
characteristically  has  no  difficulty  walking  once 
standing.  Both  bone  tenderness  and  myopathy 
respond  to  appropriate  treatment. 

Diagnosis.  The  plasma  calcium  level,  correct- 
ed for  the  plasma  albumin,  is  low  and  the  plasma 
alkaline  phosphatase  is  moderately  elevated.  The 
plasma  phosphate  level  is  either  below  or  at  the 
lower  end  of  the  normal  range.  Vitamin  D levels 
are  low,  especially  1,25  DHCC.  Plasma  parathy- 
roid levels  are  usually  slightly  elevated,  probably 
representing  an  attempt  to  correct  the  low  plas- 
ma calcium  level. 

Unlike  rickets,  except  for  Looser  zones,  which 
are  often  seen  on  the  lateral  border  of  the  scap- 
ula and  pubic  rami,  the  radiologic  appearance  of 
osteomalacic  bones  is  nonspecific. 

Treatment.  Osteomalacia  responds  well  to  the 
administration  of  vitamin  D.7  Unless  the  kidneys 
have  been  surgically  removed  or  affected  by  ad- 
vanced renal  failure,  there  is  no  need  to  give  the 
active  vitamin  D metabolite,  which  bypasses  the 
homeostatic  mechanisms  and  increases  the  ab- 
sorption of  calcium  from  the  gastrointestinal  tract 
as  long  as  it  is  administered  and  regardless  of 
whether  or  not  the  calcium  deficit  has  been  re- 
plenished. One  of  the  less  active  vitamin  D me- 
tabolites is  recommended,  provided  it  can  be  ac- 
tivated by  the  liver  and/or  kidneys. 

Hyperparathyroidism 

Incidence,  Etiology  and  Pathology.  Hyperpar- 
athyroidism is  common  in  old  age,  the  estimated 
prevalence  increasing  from  10  per  100,000  in 
people  under  the  age  of  40,  to  92  and  188  per 
100,000  in  men  and  women  respectively  over  the 
age  of  65. 8 

Primary  hyperparathyroidism  is  due  to  an  ad- 
enoma or  adenomatous  hyperplasia  of  the  para- 
thyroid glands.  Secondary  hyperparathyroidism 
is  compensatory  for  a low  calcium  level,  repre- 
senting an  effort  to  maintain  the  plasma  calcium 
level  within  normal  range.  Tertiary  hyperpara- 
thyroidism refers  to  the  development  of  parathy- 
roid adenomas  against  a background  of  pro- 
longed secondary  hyperparathyroidism. 

Hyperparathyroidism  may  be  part  of  the  mul- 
tiple endocrine  adenomatosis  (ME A)  syndromes; 
ME  A I syndrome  involves  the  parathyroids,  pi- 
tuitary and  pancreatic  islet  cells;  ME  A II  syn- 


drome includes  medullary  carcinoma  of  the  thy- 
roid and  pheochromocytoma,  and  is  further 
classified  according  to  its  general  features  into 
ME  A Ha  and  ME  A lib.  In  the  former  the  pa- 
tient has  a normal  appearance,  whereas  in  the 
latter  the  characteristic  facies  are  accompanied  by 
a Marfanoid  habitus  and  submucosal  neuromas. 

Clinical  Picture.  Some  of  the  clinical  manifes- 
tations of  hyperparathyroidism  are  directly  relat- 
ed to  hypercalcemia  and  hypercalciuria;  they  in- 
clude polyuria,  polydipsia,  nephrolithiasis,  renal 
colic,  hematuria,  nephrocalcinosis,  extra-osseous 
calcium  deposition,  and  possibly  hypertension. 
Most  of  the  clinical  presentation,  however,  is 
nonspecific,  and  includes  lethargy,  apathy, 
depression,  impaired  memory,  sleep  distur- 
bances, constipation,  nausea,  anorexia,  weight 
loss,  generalized  weakness,  and  aches  and  pains, 
including  headache.  Many  patients,  however,  re- 
main largely  asymptomatic  for  a number  of 
years.9 

Diagnosis.  The  hallmark  of  primary  hyperpar- 
athyroidism is  an  elevated  plasma  calcium  and  low 
phosphate,  the  latter  due  to  the  phosphaturic  ef- 
fect of  PTH  on  the  renal  tubules.  The  plasma 
choride  is  increased  and  the  ratio  of  plasma  chlo- 
ride to  phosphate  is  above  33.  In  hypercalcemia 
due  to  causes  other  than  hyperparathyroidism, 
this  ratio  is  much  less  than  33. 

PTH  is  also  increased.  Its  molecule  is  a poly- 
peptide chain  which  in  the  circulation  is  broken 
down  rapidly  into  an  amino  and  a carboxy  seg- 
ment. The  assay  of  the  carboxy  segment  reflects 
more  accurately  the  activity  of  the  parathyroid 
glands,10  as  the  amino  segment  is  rapidly  metab- 
olized and  has  a very  short  half-life.  In  secondary 
hyperparathyroidism  the  serum  calcium  is  within 
normal  limits. 

The  radiologic  picture  is  either  generalized  or 
localized  demineralization  which  sometimes  may 
be  confused  with  osteolytic  metastatic  deposits. 
The  phalanges  may  show  subperiosteal  erosions. 

Treatment.  The  management  of  primary  hy- 
perparathyroidism is  usually  surgical  if  the  pa- 
tient is  symptomatic.  Even  in  asymptomatic  cas- 
es, however,  the  serum  calcium  level  should  be 
maintained  within  normal  limits  to  avoid  hyper- 
calciuria, renal  stones,  impaired  renal  functions, 
and  dehydration.  The  calcium  level  may  be  re- 
duced by  loop  diuretics,  appropriate  hydration, 
oral  phosphates,  and  activity.  The  bones  may  be 
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protected  from  the  effects  of  PTH  by  the  admin- 
istration of  estrogen,  calcitonin,  diphospho- 
nates,11  beta-receptor  blocking  agents,12  or  H2  re- 
ceptor antagonists.13 

Paget’s  Disease 

Incidence  and  Pathology.  Paget’s  disease  of 
bone  is  common  in  old  age,  and  has  a peculiar 
geographic  distribution.  Unlike  the  three  other 
conditions  just  described,  Paget’s  disease  has  an 
increased  bone  mass,  and  both  osteoclasts  and 
osteoblasts  are  overactive.  The  newly  formed 
bone,  however,  is  not  architecturally  normal,  and 
is  mechanically  weak,  thus  causing  the  character- 
istic deformities  and  increasing  the  risk  of  frac- 
tures. Weight  bearing  bones  are  affected  more 
frequently  than  non-weight  bearing  bones;  af- 
fected bones  become  larger  and  tend  to  bow,  the 
direction  of  bowing  depending  on  the  line  of  least 
mechanical  resistance.14  Only  5%  of  patients  with 
Paget’s  disease  have  pain,  which  tends  to  be  se- 
vere at  night  and  is  not  relieved  by  rest;  one  of 
its  main  complications  is  fracture. 

When  the  skull  bone  is  affected  by  Paget’s  dis- 
ease it  often  gradually  becomes  invaginated  by 
the  cervical  vertebrae,  giving  rise  to  platybasia. 
As  a result,  cerebellar  impairment  may  develop 
and  the  patient  may  have  ataxia  or  repeated  falls. 
In  rare  instances  the  drainage  of  cerebrospinal 
fluid  from  the  third  to  the  fourth  ventricle  through 
the  aqueduct  of  Sylvius  becomes  impaired,  caus- 
ing internal  hydrocephalus,  and  typically  there  is 
increased  muscle  tone,  mental  impairment,  and 
urinary  incontinence.  Vascularity  of  the  skull  can 
be  so  increased  as  to  divert  blood  from  the  inter- 
nal to  the  external  carotid  circulation. 

Paget’s  disease  of  the  skull  can  be  complicated 
by  cranial  nerve  compression.  The  most  com- 
monly affected  nerves  are  the  second,  eighth,  fifth 
and  seventh,  giving  rise  to  impaired  vision  and 
hearing,  atypical  trigeminal  neuralgia,  and  facial 


palsy.  Osteosarcoma  occurs  in  about  1%  of  pa- 
tients; the  prognosis  is  poor  due  to  the  excessive 
vascularity  of  the  lesion  and  its  frequent  multi- 
centricity. 

Diagnosis.  Radiologically,  the  cortex  appears 
thickened  and  irregular,  and  in  addition  there  are 
areas  of  excessive  bone  formation  and  resorp- 
tion. Characteristically,  the  lesion  starts  at  one 
end  of  the  bone  and  gradually  spreads  to  the  oth- 
er. The  plasma  alkaline  phosphatase  and  the  uri- 
nary hydroxyproline  are  grossly  elevated,  and 
bone  scans  show  an  increased  uptake  by  pagetic 
bone,  which  are  useful  in  both  diagnosing  and 
quantifying  the  extent  and  severity  of  the  dis- 
ease. 

Treatment.  Calcitonin  and  diphosphonates  are 
routinely  used,  and  rarely  cytotoxic  agents  such 
as  mithramycin  may  be  necessary.14  r ^ 
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CONFERENCE  ON  HEALTH  IN  APPALACHIA 

The  University  of  Kentucky  is  sponsoring  a conference  on  Health  in  Appalachia , Nov.  3-5.  1988. 
The  conference  will  focus  on  the  following  areas:  Political  and  Economic  Issues  of  Health  in  Appala- 
chia; Health  Behavior:  Prevention,  Promotion  and  Maintenance;  Mental  Health  (especially  as  it  re- 
lates to  children  and  families);  and  Diseases  of  Special  Concern  in  Appalachia. 

For  more  information  contact  The  Appalachian  Center,  University  of  Kentucky.  641  S.  Limestone, 
Lexington,  KY  40506.  Phone  (606)  257-4852. 
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Stop  Claims 
Rejection 


You  know  how  it  goes  with 
insurance  claims.  Every  form  must 
be  filled  out  to  exact  specifications. 
All  the  Ts  appropriately  crossed, 
the  “i”s  adequately  dotted — or  your 
claim  gets  rejected. 

And  you’re  further  away  from 
collecting  on  the  care  you  admin- 
istered weeks  ago. 

Stop  dealing  with  claims  rejec- 
tions and  start  collecting  payments 
on  time  with  the  MAI/Basic  Four 
Medical  Management  System  from 
DALCON. 

GO  FOR  SPEED  AND  ACCURACY 
Healthcare  professionals  designed 
this  computer  system  to  make  phy- 
sicians' offices  run  more  smoothly. 

With  this  system,  you’ll  know 
which  claims  lack  critical  informa- 
tion before  you  spend  time  process- 
ing the  claim.  When  a patient  has 
multiple  insurance  coverage,  the 
carriers  are  billed  accurately — in 
each  carrier’s  format — and  in 


proper  succession. 

The  system  also  maintains 
medical  records,  monitors  physician 
referrals,  provides  patient  demo- 
graphics, assists  in  efficient  schedul- 
ing, plus  much  more. 

IMPROVE  CASH  FLOW 

With  DALCON’s  MAI/Basic  Four 
system  your  office  procedures  will  be 
simplified.  Along  with  processing 
claims  easily,  you’ll  be  able  to  trans- 
fer claims  electronically  or  on  tape. 

All  these  features  lead  to  increased 
efficiency  which  leads  to  one  very 
important  outcome — improved 
cash  flow. 

CHOOSE  A WINNER 

The  oldest,  most  fully-staffed 
computer  systems  house  in  Middle 
Tennessee,  DALCON  is  uniquely 
qualified  to  provide  you  with  the 
MAI/Basic  Four  system.  In  fact, 
DALCON  consistently  ranks  among 
the  Top  MAI/Basic  Four  dealers 
in  the  country.  With  DALCON  you 


get  this  powerful  computer  system 
plus  individual  training,  custom 
programming,  and  24-hour  support 
and  service. 

You  can  depend  on  DALCON. 
Our  system  does  business  the  way 
you  do. 

SPEED  UP  CLAIMS  COLLECTIONS 
Get  your  insurance  claims  on 
the  road  to  recovery. 

Call  DALCON  and  ask  about  the 
MAI/Basic  Four  Medical  Manage- 
ment System  today. 


Computer  Systems 


1222  16th  Ave.  South  • Nashville,  TN  37212 

615/321-9000 


Special  Communication 


DRG  Correspondence 


WILLIAM  M.  YOUNG,  M.D. 

I have  wrestled  with  the  problem  of  DRGs  and 
Prospective  Pricing  since  before  they  began  in  1983.  I 
personally  believe  this  system  is  errosive  to  long-term 
quality  of  care  in  medicine.  However,  I also  believe 
that  we  as  physicians  have  successfully  had  our  hands 
tied  by  a smarter  bureaucracy  from  ever  making  the 
system  significantly  change  on  our  own.  We  must  con- 
tinue our  efforts,  but  most  importantly,  must  seek  to 
educate  the  recipients  of  this  care  as  to  what  we  as 
patient  advocates  see  that  they  are  actually  getting. 
Then  perhaps  enough  outcry  from  this  group  will  make 
our  voice  better  attended.  I would  hope  that  the  TMA 
and  every  Tennessee  physician  would  make  a strong 
effort  to  educate  Tennesseans  of  these  facts: 

• Medicare  does  not  pay  for  custodial  care  under 
any  circumstances.  Such  care  includes  help  in 
walking  and  getting  in  and  out  of  bed,  assisting 
in  bathing,  dressing,  or  feeding,  using  the  toilet, 
preparation  of  food  on  special  diets,  or  supervis- 
ing of  medications,  which  can  usually  be  self-ad- 
ministered. 

• Most  Tennessee  physicians  disagree  with  this 
policy  in  certain,  indeed  many,  circumstances. 

• This  policy  often  produces  hardship  and  worsen- 
ing illness  for  those  living  alone  and  very  elderly 
couples. 

• Most  if  not  all  physicians  believe  emotional  fac- 
tors play  an  important  role  in  recovering  from 
illness  and  even  in  its  cause. 

• Emotional  factors  cannot  be  measured  with  tests 
or  documented  on  paper.  They  are  measured  by 
a physician’s  experience,  knowledge,  and  intui- 
tion. 

• Most  physicians  believe  these  factors  should  be 
considered  medical  necessity,  and  that  the  pa- 
tient’s primary  physician  is  best  suited  to  make 
such  a judgment. 

• Medicare  criteria  and  standards  do  not  recognize 
or  address  any  of  the  above  statements. 

• Physicians  are  liable  for  civil  fines  and  other  pen- 
alties such  as  dismissal  from  the  Medicare  pro- 
gram if  they  admit  the  patients  for  conditions 
considered  not  “medically  necessary”  under 
Medicare/PRO  supervised  standards. 

At  the  same  time,  we  must  educate  our  own  Ten- 
nessee physicians  that: 

• In  Tennessee,  Medicare  standards  and  criteria  for 
hospital  admission  have  omitted  consideration  of 
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the  impact  of  emotion  on  illness,  as  well  as  hu- 
maneness and  compassion,  since  these  factors 
cannot  be  measured  or  documented. 

• Medicare  has  given  Tennessee  physicians  the  re- 
sponsibility of  determining  medical  necessity  in 
Tennessee. 

• Each  individual  physician  who  acts  as  a physician 
advisor  or  reviewer  for  the  Peer  Review  Organi- 
zation (PRO)  assumes  that  responsibility. 

• It  is  up  to  us  as  Tennessee  physicians  to  be  sure 
that  proper  access  is  given  to  hospital  care  for 
Tennesseans,  and  that  the  patient’s  physician  be 
given  the  proper  respect  by  his  peers  and  review- 
ers for  being  there  where  decisions  for  patient 
care  need  to  be  made. 

I personally  believe  that  time,  money,  and  effort 
needs  to  be  put  into  such  education  by  the  Tennessee 
Medical  Association  and  hope  that  the  Board  of 
Trustees  will  carry  out  a plan  to  do  just  that. 

Following  is  a letter  I wrote  Dr.  William  Roper  for 
your  information  and  comments  if  desired. 


March  1,  1988 


William  L.  Roper,  M.D.,  Administrator 
Health  Care  Financing  Administration 
Room  314  G,  Hubert  H.  Humphrey  Bldg. 

200  Independence  Avenue,  SW 
Washington,  DC  20201 

Dear  Dr.  Roper: 

I read  this  quote  attributed  to  you  in  the  January  20 
issue  of  Hospitals.  “We  (HCFA)  want  the  beneficiary 
to  know  which  hospitals  are  getting  their  patients  well 
in  the  most  cost-effective  manner.”  I hope,  and  be- 
lieve, that  you  have  misread  the  American  health  care 
consumer.  I believe  that  he  or  she  wants  to  know  which 
hospitals  are  getting  their  patients  well  with  compas- 
sion, dignity,  and  honest  concern  for  their  problems. 
Most  of  us  think  we  pay  too  much  in  taxes,  but  we 
don’t  want  to  be  thrown  out  of  the  country,  do  we? 
Most  of  us  also  think  that  we  pay  too  much  for  medi- 
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cal  care,  but  that  does  not  necessarily  mean  we  would 
like  the  alternative,  poor  care  or  declining  life  span. 
Be  that  as  it  may,  your  recent  appearance  in  Chicago 
at  the  AMA  National  Leadership  Conference  is  a good 
indication  of  your  desire  to  solve  some  serious  prob- 
lems. The  subject,  as  you  remember,  was  “Trends  in 
Quality7  Assessment  and  Assurance.”  Both  you  and  Dr. 
Dennis  O'Leary  addressed  the  problem  of  quality  as- 
surance after  admission  to  the  hospital,  as  do  both  of 
your  organizations.  This  is  indeed  well  and  good;  how- 
ever, who  is  responsible  for  examining  and  assessing 
the  present  impact  on  quality  of  medical  care  resulting 
from  the  denial  of  hospital  admission  for  illness,  or 
surgical  or  invasive  procedures?  Who  is  examining  the 
consequence  on  quality  of  the  present  “medically  nec- 
essary” admission  standards  and  their  implementa- 
tion? The  consequences  resulting  from  interference 
with  hospital  care  access  early  in  a disease  process,  as 
well  as  the  marked  increase  in  outpatient  surgical  or 
invasive  procedures,  need  to  be  addressed  by  HCFA. 

We  seem  to  be  examining  the  physician  and  hospital 


actions  and  their  outcomes  very  closely  for  quality,  but 
not  HCF A/PRO  systems  actions  and  their  outcomes, 
in  relationship  to  quality  of  medical  care.  You  talk  of 
premature  discharge  and  lack  of  medical  necessity,  but 
who  talks  of  “postmature”  admission?  Who  stands  up 
to  accept  that  responsibility? 

I agree  with  you,  “we  are  all  in  this  together  and 
let’s  lower  the  rhetoric.”  I hope  to  see  HCFA/PRO 
collecting  data  to  assess  its  own  effect  on  quality 
through  “postmature”  admissions.  That  may  help  the 
practicing  physician  feel  more  like  you  are  with  him 
and  less  like  speaking  heatedly. 

Sincerely, 


William  M.  Young,  M.D.,  FAAP 
Trustee,  Tennessee 
Medical  Association 
207  S.  Elk  Ave. 

Fayetteville,  TN  37334 
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Special  Item 


The  Basics  of  Contract  Medicine:  A Case  in  Point 


VICK  SPEED  and  RAYMOND  SCHKLAR 


An  Overview 

As  competitive  medical  service  plans  continue  to 
expand  their  influence  over  the  healthcare  market- 
place, physicians  are  becoming  increasingly  anxious  to 
participate  in  those  plans  that  they  believe  will  en- 
hance their  practice.  Physician  anxiety  is  increased 
when  the  plan  sponsor  or  underwriter  leads  the  phy- 
sician to  believe  that  the  physician  may  be  left  out  of 
a plan  unless  the  physician  agrees  to  participate  prior 
to  a stated  deadline — the  deadline  is  usually  close  at 
hand  when  the  announcement  is  made.  Unfortunately, 
along  with  participation  in  any  plan  comes  a physician 
service  agreement,  which  obligates  the  physician  to 
provide  healthcare  services  in  accordance  with  the 
terms  of  the  agreement.  Even  though  contract  medi- 
cine for  physicians  is  no  longer  a novel  idea,  the  pro- 
cess of  physician  contracting  is  not  well  understood  and 
is  often  ignored  by  both  the  physicians  and  the  plan 
sponsor. 

The  importance  to  a physician  of  participating  in 
the  contracting  process  and  of  fully  understanding  all 
terms  and  conditions  of  a service  agreement  PRIOR 
TO  signing  and  entering  or  rejecting  the  agreement 
cannot  be  overemphasized.  Why?  Because  a physician 
service  agreement  is  a legal  document.  As  a legal  doc- 
ument, it  creates  rights  in  others  and  obligations  for 
the  physician.  It  is  legally  binding,  and  it  is  enforce- 
able. A physician  can  be  sued  and  forced  to  conform 
to  its  requirements.  It  can  significantly  alter  the  prac- 
tice of  a physician  and  the  relationship  between  the 
physician  and  patient.  Because  a physician  service 
agreement  is  a legal  document,  unwritten  statements 
by  plan  sponsors  and  underwriters  are  not  legally 
binding.  Consequently,  the  physician  must  look  to  and 
rely  only  on  the  terms  and  conditions  of  the  written 
agreement.  Unless  the  physician  understands  the  con- 
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tract  and  participates  in  its  construction,  others  will 
control  the  physician’s  practice  and  dictate  the  rela- 
tionship between  the  physician  and  the  patient. 

The  purpose  of  this  article  is  to  encourage  physi- 
cian participation  in  the  contracting  process  by  de- 
scribing some  fundamental  requirements  for  contracts, 
illustrating  how  ignoring  these  fundamentals  may  re- 
sult in  a flawed  contract,  and  suggesting  some  basic 
rules  to  follow  when  offered  a contractual  opportunity 
in  a competitive  medical  service  plan. 

What  are  these  fundamentals?  Fundamentally,  a 
contract  is  AN  EXCHANGE  agreement  between  two 
or  more  INFORMED  AND  CONSENTING  parties. 
A contract  should  be  COMPLETE,  CLEAR,  inter- 
nally CONSISTENT,  and  CERTAIN.  These  criteria 
comprise  the  essential  “4  Cs”  of  a contract,  and  a phy- 
sician should  insist  that  these  criteria  are  met  before 
signing  a service  agreement,  or  contract,  with  any 
competitive  medical  service  plan. 

A “complete”  contract  is  one  that  explicitly  states 
all  obligations  of  the  parties  and  prevents,  through  its 
design  and  terminology,  obligations  from  being  added 
or  changed  without  the  full  knowledge  and  active  con- 
sent of  both  parties  to  the  contract.  An  incomplete 
contract  is  one  that  is  subject  to  policies,  programs,  or 
other  agreements  not  under  the  control  of  all  of  the 
parties  to  the  contract. 

A “clear”  contract  is  one  that  is  straightforward  and 
unambiguous.  It  avoids  the  use  of  vague  and  incomplete 
terms  and  leaves  no  doubt  as  to  interpretation.  It  is 
designed  to  facilitate  understanding  of  all  terms  and 
intent  through  juxtaposition  of  related  terms  and  condi- 
tions, and  through  terminology  that  is  conducive  to  under- 
standing by  all  parties  involved,  based  upon  the  inde- 
pendent understanding  and  experience  of  each  party. 

In  an  “internally  consistent”  contract,  all  terms  and 
conditions  are  in  agreement  and  support  each  other. 
The  contract  contains  no  contradictions.  Definitions 
and  terms  stated  in  the  contract  should  be  clearly  un- 
derstandable and  consistent  when  interposed  any- 
where within  the  contract. 

A contract  is  considered  to  be  “certain”  only  if  it  is 
complete,  clear,  and  consistent.  Certainty  allows  the 
parties  to  the  contract  to  know  precisely  the  extent  of 
their  respective  rights  and  obligations,  to  control  any 
changes  in  those  rights  and  obligations,  and  to  act  in 
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accordance  with  the  contract  through  each  party’s  full 
knowledge  of  the  terms  and  conditions  of  the  contract. 

A Case  in  Point 

On  Jan.  20,  1988,  Blue  Cross  and  Blue  Shield  of 
Tennessee  (BCBST)  introduced  to  physicians  its  pro- 
posed Tennessee  Provider  Network  Physician  Agree- 
ment. The  following  analysis  evaluates  some  of  the 
terms  and  conditions  of  the  proposed  Physician 
Agreement  with  respect  to  the  four  criteria  (the  “4  Cs”) 
of  a sound  contract:  Is  it  complete?  Is  it  clear?  Is  it 
internally  consistent?  Is  it  certain?  It  is  the  opinion  of 
the  authors  that  the  proposed  Physician  Agreement 
does  not  meet  the  “4  Cs”  test  . . . 

The  Physician  Agreement  is  an  agreement  between 
participating  physicians  and  BCBST  obligating  partic- 
ipating physicians  to  provide  healthcare  services  to  en- 
rollees  of  the  Network  Benefit  Agreement(s).  The  ac- 
tual obligations  of  participating  physicians  are 
determined  by  the  terms  and  conditions  of  the  Net- 
work Benefit  Agreement(s)  that  BCBST  enters  into 
with  the  State  of  Tennessee,  and  other  employer-spon- 
sored groups,  organizations,  or  individuals.  The  Net- 
work Benefit  Agreement  is  not  part  of  the  proposed 
Physician  Agreement.  Consequently,  BCBST  controls 
the  extent  of  participating  physicians’  obligations  and 
the  financial  responsibility  of  the  physicians  in  fulfill- 
ing those  obligations.  Participating  physicians  do  not 
have  control  over  their  rights  and  obligations  under 
the  Physician  Agreement,  nor  do  they  have  control 
over  future  changes  made  in  those  obligations. 

• Section  11.7  of  the  proposed  Physician  Agree- 
ment gives  BCBST  the  unilateral  right  to  amend  the 
Agreement.  A physician  who  disagrees  with  a pro- 
posed amendment  to  the  Agreement  has  only  one  op- 
tion: to  terminate  the  Agreement  altogether.  There  is 
no  provision  for  discussion  or  rejection. 

• Payments  to  physicians  under  the  proposed 
Agreement  are  based  upon  a determination  of  the 
“Usual  and  Customary  Payment”  or  “UCR.”  How- 
ever, the  proposed  Agreement  does  not  specify  how 
the  UCR  will  be  determined,  and,  consequently,  the 
determination  of  the  UCR  could  be  changed  at  any 
time  at  the  discretion  of  BCBST  without  the  approval 
of  participating  physicians. 

• Article  X of  the  proposed  Physician  Agreement 
ostensibly  contains  the  contractual  provisions  about 
termination.  However,  other  contractual  provisions 
giving  BCBST  the  unilateral  right  to  terminate  the 
proposed  Agreement  are  spread  throughout  other  ar- 
ticles of  the  proposed  Agreement. 

• The  proposed  Physician  Agreement  uses  the  terms 
“medically  necessary”  or  “medical  necessity.”  It  is  our 
opinion  that  this  creates  potential  liability  for  both 
participating  physicians  and  BCBST  because  of  the 
confusion  of  “medical  appropriateness”  decisions  with 
“reimbursement  eligibility”  decisions. 

• Sections  3.5  and  3.6  of  the  proposed  Physician 


Agreement  appear  to  be  inconsistent.  Section  3.5  pro- 
vides that  the  physician  must  admit  subscribers  to  net- 
work provider  facilities  only,  unless  certain  specific 
conditions  are  satisfied.  Section  3.6  provides,  how- 
ever, that  physicians  will  accept  payment  made  at  the 
non-network  level  as  payment  in  full  if  services  are 
provided  in  a non-network  institution,  even  if  the  con- 
ditions set  forth  in  Section  3.5  are  met. 

• Section  6.1  seems  to  provide  opportunity  for  con- 
flict between  the  terms  of  the  proposed  Agreement, 
the  judgment  of  the  physician,  and  the  decisions  by 
BCBST.  Is  it  possible  to  provide  “appropriate”  medi- 
cal and  hospital  services  that  are  not  “medically  nec- 
essary”? Will  the  use  of  the  physician’s  “professional 
judgment”  make  services  “medically  necessary”  not- 
withstanding the  decisions  of  BCBST? 

• The  limitation  of  access  to  records  according  to 
state  law  in  Section  9.3  and  the  requirement  to  main- 
tain confidentiality  in  Section  9.4  are  inconsistent  with 
the  uninhibited  right  of  access  to  records  by  BCBST 
provided  in  Section  9.2. 

Conclusion 

Blue  Cross  and  Blue  Shield  of  Tennessee  and  par- 
ticipating physicians  could  have  avoided  entering  into 
a contract  that  was  incomplete,  unclear,  and  internally 
inconsistent,  with  uncertain  obligations  for  physicians, 
by  observing  these  basic  rules: 

First,  sponsors  and  underwriters  of  competitive 
medical  service  plans  do  not  primarily  represent  the 
interests  of  the  physician  and  the  patient.  A competi- 
tive medical  service  plan  is  a business,  like  any  other 
business.  A plan  sponsor  is  responsible  for  represent- 
ing and  promoting  the  best  interest  of  the  plan.  A 
physician’s  agreement  with  a competitive  medical 
service  plan  is  bilateral  and  MUST  BE  mutually  ben- 
eficial. It  is  up  to  the  physician  to  see  that  the  interests 
of  both  the  physician  and  the  patient  are  protected. 
Both  parties  have  an  independent  responsibility  to  be 
FULLY  INFORMED  in  order  to  CONSENT  to  any 
contract. 

Second,  physicians  must  read  and  understand  a 
contract  before  signing  it.  Considering  the  impact  an 
agreement  can  have  upon  a physician’s  practice,  it  is 
worth  the  time  and  effort  necessary  to  determine  if  the 
contract  has  been  professionally  reviewed,  and,  if  so, 
learn  the  results  of  that  review. 

Third,  a proposed  agreement  is  an  offer  for  discus- 
sion. Just  because  an  agreement  is  presented  to  a phy- 
sician does  not  mean  that  it  must  be  signed  as  pre- 
sented. Physicians  should  encourage  sponsors  and 
underwriters  of  competitive  medical  service  plans  to 
discuss  the  program  and  the  physician’s  agreement. 
Contracting  is  a process.  That  process  is  as  important 
as  the  contract  itself.  The  process  includes  discussion. 
Discussion  leads  to  understanding.  Understanding  en- 
hances the  possibility  that  the  program  will  be  benefi- 
cial for  all  parties — including  the  patient. 
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Trauma  Rounds 


Blunt  Vascular  Trauma  of  the  Upper  Extremity 

JOSEPH  B.  COFER,  M.D.  and  R.  PHILLIP  BURNS,  M.D. 


Vascular  trauma  is  not  uncommonly  seen  in 
large  inner-city  trauma  centers.  Penetrating  is 
more  common  than  blunt  trauma,  and  in  civilian 
life  the  most  common  etiology  is  low  velocity 
gunshot  wounds  and  stabbing  with  edged  instru- 
ments such  as  knives.13  Interestingly,  iatrogenic 
injury  is  also  a significant  cause  of  vascular  trau- 
ma. ranging  from  5%  to  25%. 23 

When  injuries  to  the  arteries  of  the  upper  ex- 
tremity (axillary/brachial/radial/ulnar)  are  select- 
ed out  of  large  groups  of  civilian  vascular  inju- 
ries, the  incidence  is  28%  to  45%  of  all  arterial 
injuries.1'3  When  causes  of  upper  extremity  trau- 
ma are  examined,  penetrating  wounds  are  the 
most  common,  with  blunt  trauma  causing  only 
2%  to  16%. 3-5  Even  though  blunt  trauma  is  an 
uncommon  cause  of  significant  vascular  injury, 
failure  to  diagnose  and  treat  such  injuries  expe- 
ditiously may  threaten  limb  viability  and/or  func- 
tion. Thusly,  a high  index  of  suspicion  for  vas- 
cular injury  must  be  maintained  where  there  is 
blunt  trauma  to  the  upper  extremity.  This  pre- 
sentation details  a case  of  brachial  artery  injury 
and  thrombosis  in  association  with  dislocation  of 
the  elbow  without  fracture. 

Case  Report 

A 28-year-old  black  man  entered  the  emergency  room 
complaining  of  pain  in  the  left  elbow  area  after  falling  on  his 
outstretched  left  arm  while  playing  football.  He  was  intoxi- 
cated at  the  time,  but  reported  having  heard  a “popping"  of 
the  joint  at  the  time  of  injury,  with  subsequent  pain,  deform- 
ity. and  swelling  of  the  joint.  Initial  emergency  room  evalu- 
ation revealed  gross  deformity  of  the  left  elbow  and  no  radial 
pulse.  The  emergency  physician  immediately  reduced  what 
he  thought  was  a posterior  dislocation  of  the  elbow,  using 
longitudinal  traction.  The  gross  deformity  was  reduced,  but 
the  radial  pulse  remained  absent. 

The  patient  stated  he  drank  three  to  four  quarts  of  beer 
per  day.  Vital  signs  were  stable,  and  other  than  signs  of  acute 
alcohol  intoxication,  pertinent  physical  findings  were  local- 
ized to  the  upper  extremity.  There  was  marked  swelling  of 
the  left  elbow  with  tenderness  over  the  olecranon  process  and 
medial  epicondyle.  The  left  radial  pulse  was  not  palpable  but 
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was  present  by  Doppler  evaluation  in  both  radial  and  ulnar 
arteries  with  the  wrist  in  neutral  position.  Sensory  and  motor 
function  was  intact.  The  fingers  were  cool,  but  there  was  good 
capillary  refill.  The  right  upper  extremity  appeared  normal. 

Admission  x-rays  of  the  left  elbow  revealed  no  definite 
fracture.  After  vascular  surgical  consultation,  angiography  was 
performed,  revealing  marked  generalized  spasm  of  the  axil- 
lary artery,  but  successful  left  upper  extremity'  angiogram  (Fig. 
1)  was  achieved  after  intra-arterial  administration  of  25  mg 
of  priscoline.  The  brachial  artery'  terminated  approximately  5 
cm  proximal  to  the  elbow  joint,  though  the  radial  and  ulnar 
artery  and  the  bifurcation  of  the  arteries  were  opacified. 

The  left  brachial  artery  was  explored  through  an  “S 
shaped"  incision  along  the  medial  aspect  of  the  antecebital 
fossa.  The  point  of  injury  was  identified,  with  the  pulse  pal- 
pable proximally  and  absent  distally.  After  gaining  proximal 


Figure  1.  Angiogram  of  occluded  brachial  artery. 


MAY,  1988 


307 


and  distal  vascular  control,  the  area  of  injury  was  opened  and 
a visible  intimal  tear  with  thrombosis  was  identified  (Fig.  2). 
There  was  good  back  bleeding,  without  distal  thrombus.  The 
section  of  injured  artery  was  excised  and  a reversed  saphen- 
ous vein  graft  was  interposed  using  standard  vascular  tech- 
niques. The  point  of  injury  was  about  4 to  5 cm  above  the 
bifurcation  of  the  radial  and  ulnar  artery.  Completion  an- 
giography demonstrated  good  flow  to  the  hand,  and  postop- 
eratively  the  patient  did  well,  maintaining  palpable  distal 
pulses  and  normal  sensory  and  motor  function  throughout  his 
hospital  stay.  The  elbow  dislocation  was  treated  by  a poste- 
rior splint.  Follow-up  evaluation  after  two  weeks  showed  ex- 
cellent healing  and  normal  neurologic  and  vascular  function. 

Discussion 

Arterial  injury  associated  with  upper  extremi- 
ty blunt  trauma  occurs  with  an  incidence  of  2% 
to  16%. 35  With  this  relatively  low  incidence,  it  is 
imperative  that  the  clinician  have  a high  index  of 
suspicion  in  diagnosing  arterial  injuries  associ- 
ated with  blunt  trauma.  Clinical  signs  suggesting 
arterial  injury  have  been  documented  previously 
and  include  diminished  or  absent  distal  pulse, 
history  of  or  persistent  arterial  bleeding,  large  or 
expanding  hematoma,  major  hemorrhage  with 
hypotension  or  shock,  bruit  at  or  distal  to  sus- 
pected site  of  injury,  injury  of  anatomically  re- 
lated nerves,  and  anatomic  proximity  of  the 
wound  to  a major  artery.13  When  any  of  these 
clinical  signs  are  present,  the  diagnosis  of  arterial 
injury  should  be  considered  and  angiography  ob- 
tained. Notably,  the  presence  of  palpable  distal 
pulses  does  not  exclude  significant  injury.  This 
has  been  documented  by  Orcutt  et  al,4  who 
showed  that  more  proximal  vascular  injuries  such 
as  the  axillary  artery  will  have  distal  pulses  pres- 
ent in  40%  of  cases.  The  incidence  of  present 
distal  pulses  in  the  face  of  significant  injury  de- 
creases as  the  injury  lies  more  distally  in  the  ar- 
terial tree. 

Preoperative  angiography  is  particularly  useful 
in  cases  of  blunt  injury  to  the  extremity  to  con- 
firm the  injury  and  delineate  its  exact  location  or 
extent.  Preoperative  angiography  is  also  useful  in 
patients  with  scattered  pellet  wounds  or  multiple 
penetrating  trauma  of  the  upper  extremity  for 
similar  reasons.1  It  should  be  emphasized  that 
when  the  extremity  in  question  has  questionable 
viability  regardless  of  the  etiology  of  injury,  sur- 
gery should  not  be  unduly  delayed  to  perform 
angiography.1  Angiographic  studies  can  fre- 
quently be  obtained  more  expeditiously  during 
the  surgical  procedure.  Once  the  decision  to  op- 
erate has  been  reached,  the  injury  is  explored  us- 
ing standard  vascular  techniques  gaining  proxi- 
mal and  distal  vascular  control.  In  general,  a 
linear  incision  is  used  parallel  to  the  long  axis  of 
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Figure  2.  Intraoperative  photograph  demonstrating  intimal  injury  with 
thrombosis. 


the  extremity  over  the  area  of  injury.  An  excep- 
tion to  this  is  the  antecebital  fossa,  where  an  “S 
shaped”  incision  is  used  incorporating  the  ante- 
cubital  crease  in  the  middle  of  the  incision,  per- 
pendicular to  the  long  axis.  Repair  usually  neces- 
sitates resection  of  the  injured  portion  of  artery, 
with  primary  end-to-end  anastomosis  or  interpo- 
sition of  reversed  saphenous  vein  graft.  It  is  es- 
pecially important  to  avoid  tension  at  the  vascu- 
lar repair  site.  Other  alternatives  are  lateral 
suture,  prosthetic  graft,  vein  patch,  intimal  re- 
pair with  vein  patch,  or  ligation.  Primary  repair 
or  end-to-end  anastomosis  is  used  47%  to  70% 
and  reverse  saphenous  vein  graft  19%  to  20%  of 
the  time.45  Ligation  is  seldom  employed  except 
for  injuries  to  the  distal  radial  or  ulnar  artery 
when  the  palmar  arch  is  determined  to  be  intact. 

There  is  some  controversy  regarding  repair  of 
upper  extremity  venous  injury,  but  there  are  lim- 
ited data  to  support  the  need  for  venous  recon- 
struction. In  two  studies  on  upper  extremity  vas- 
cular trauma  no  benefit  was  demonstrated  from 
repair  of  venous  injuries.45  Two  exceptions  are 
minor  injury  to  a major  vein,  where  repair  would 
be  easy,  and  injuries  to  major  veins  associated 
with  massive  soft  tissue  injury  where  some  form 
of  venous  return  must  be  completed  in  order  for 
the  limb  to  survive.4  Forearm  fasciotomy  is  oc- 
casionally necessary  as  an  adjunct  to  reconstruc- 
tion of  the  arterial  system.  Increased  compart- 
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ment  pressures  can  lead  to  ischemia  with  tissue 
necrosis  acutely,  or  Volkmann’s  contracture 
chronically.  Close  attention  to  physical  findings 
compatible  with  acute  compartment  syndrome 
and/or  monitoring  of  compartment  pressure 
measurements  should  be  achieved. 

Possibly  the  most  important  determinant  of 
eventual  outcome  of  arterial  injuries  is  the  de- 
gree of  associated  injury  such  as  fracture,  or  more 
specifically,  major  nerve  injury,  which  can  have 
an  adverse  outcome  on  eventual  function  of  the 
upper  extremity.  Harden  et  al5  examined  99  up- 
per extremity  arterial  injuries  and  noticed  that 
49%  of  their  patients  had  complete  return  of 
function.  In  50  patients  disability  was  sufficient 
to  impair  function.  Gunshot  and  shotgun  injuries 
were  most  often  associated  with  long-term  func- 
tional disability,  and  the  best  functional  result  was 
in  those  patients  with  isolated  radial  artery  inju- 
ries. They  found  that  nerve  injury  was  the  over- 
whelming determinant  of  long-term  disability,  and 
axillary  artery  injuries  were  frequently  associated 
with  severe  neurologic  impairment. 


In  summary,  we  have  presented  a case  of  blunt 
arterial  injury  to  the  upper  extremity  associated 
with  dislocation  of  the  elbow.  Correct  diagnosis 
and  timely  repair  of  an  upper  extremity  vascular 
injury  requires  a high  index  of  suspicion  and  ear- 
ly angiography  if  time  permits.  Surgical  treat- 
ment usually  involves  resection  or  debridement 
of  the  damaged  segment  and  revascularization 
through  end-to-end  anastomosis  or  interposition 
of  a saphenous  vein  graft.  Long-term  disability  is 
most  often  dictated  by  associated  fractures  or  in- 
juries to  major  nerves.  r ^ 
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Vanderbilt  Morning  Report 


A 40-Year-0ld  Woman  With  Abdominal  Pain 


Case  Report 

A 40-year-old  woman  admitted  to  Vanderbilt  Hospital  with 
severe  abdominal  pain  had  a complicated  medical  history, 
beginning  in  1983  with  a diagnosis  of  pyoderma  gangrenosum 
of  the  lower  extremity;  since  then  she  had  been  treated  inter- 
mittently with  prednisone  and  cyclophosphamide  and  multi- 
ple skin  grafts.  She  had  been  hospitalized  one  year  earlier  for 
abdominal  pain,  when  upper  gastrointestinal  endoscopy  had 
disclosed  three  small  prepyloric  gastric  ulcers,  which  re- 
sponded to  therapy  with  ranitidine.  She  was  hospitalized  six 
months  later  for  a Gram-negative  pneumonia  complicated  by 
empyema  that  had  required  prolonged  chest  tube  drainage 
and  antibiotics.  She  had  done  well  since  then,  taking  predni- 
sone 15  mg  orally  every  day.  She  smoked  one  pack  of  ciga- 
rettes per  day.  Twelve  hours  prior  to  admission  she  had  sud- 
den, severe  midepigastric  pain  that  became  generalized  over 
the  next  several  hours.  She  had  had  a normal  bowel  move- 
ment six  hours  earlier,  and  had  eaten  dinner.  She  denied 
nausea,  vomiting,  hematemesis,  melena,  or  diarrhea.  She  was 
sexually  active  but  had  had  a recent  normal  menses.  She  had 
had  no  previous  abdominal  surgery. 

On  admission,  the  patient  appeared  diaphoretic  and  un- 
comfortable, and  was  obviously  ill.  Her  temperature  was 
98.2°F  orally,  her  pulse  130/min  and  regular,  respirations  24/ 
min  and  slightly  labored,  and  blood  pressure  100/70  mm  Hg. 
Her  lungs  and  heart  appeared  normal.  Her  abdomen  was  dif- 
fusely tender  on  palpation,  with  involuntary  guarding  but  no 
rebound  tenderness;  no  bowel  sounds  were  present.  Stool  was 
negative  for  occult  blood.  Her  lower  extremities  had  large 
ulcers  of  ecthyma  gangrenosum,  unchanged  from  previous 
admissions. 

Laboratory  examination  showed  a normal  SMA-6,  SMA- 
12,  and  blood  gases.  Her  WBC  count  was  23,000/cu  mm 
(normal  5,000  to  10,000)  with  a differential  of  78%  segment- 
ed neutrophils,  10%  bands,  7%  lymphocytes,  and  5%  mon- 
ocytes. Serum  amylase  was  45  IU/L  (normal  25  to  115).  Ur- 
ine pregnancy  test  was  negative.  Both  an  upright  abdominal 
film  and  chest  x-ray  showed  a small  amount  of  air  under  the 
left  hemidiaphragm  (Fig.  1).  The  bowel  gas  pattern  was  nor- 
mal. 

Because  it  seemed  apparent  that  the  patient  had  perforat- 
ed an  abdominal  viscus,  emergency  laparotomy  was  per- 
formed, disclosing  a 1.5  x 2.5-cm  perforated  duodenal  ulcer 
and  approximately  one  liter  of  cloudy  ascitic  fluid  in  the  per- 
itoneal cavity.  After  the  perforation  was  closed  with  an 
omental  patch,  the  patient’s  course  was  complicated  by  slow 
wound  healing,  attributed  to  steroids. 

Discussion 

Duodenal  ulcer  is  the  most  common  cause  of  per- 
foration of  the  gastrointestinal  tract.1  Risk  factors  for 
ulcer  formation  include  cigarette  smoking,  chronic  renal 
failure,  and  use  of  systemic  adrenocorticosteroids.23 


Prepared  by  Jason  D.  Morrow,  M.D.,  Hugh  J.  Morgan  chief  med- 
ical resident,  Vanderbilt  Medical  Center,  Nashville. 
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Figure  1.  Chest  x-ray  (AP)  showing  small  amount  of  free  air  under 
the  left  hemidiaphragm. 


Perforation  occurs  in  6%  of  patients  with  duodenal  ul- 
cers, and  10%  of  patients  with  perforation  also  have 
hemorrhage.  The  symptom  most  commonly  associated 
with  perforation  is  epigastric  pain,  which  may  begin 
several  days  before  the  actual  perforation;  a small  per- 
centage of  patients  experience  no  symptoms.12  Perfo- 
ration is  usually  accompanied  by  sudden,  intense  mid- 
abdominal pain  that  increases  and  spreads  to  involve 
the  entire  abdomen;  tenderness  and  involuntary 
guarding  are  usual,  and  bowel  sounds  are  reduced  to 
absent.  Symptoms  vary,  however,  depending  on  the 
amount  of  leakage  from  the  perforation.  Fluid  rapidly 
accumulates  in  the  peritoneal  cavity  from  the  chemical 
peritonitis  that  ensues.  Shock  is  frequent.2 

There  is  usually  a leukocytosis.  Plain  films  of  the 
abdomen  and  chest  show  free  intraperitoneal  air  in  80% 
of  patients.  If  the  diagnosis  is  in  doubt,  an  upper  GI 
series  using  water-soluble  contrast  medium  may  show 
extravasation  through  a perforation.3  The  differential 
diagnosis  includes  acute  pancreatitis  and  acute  chole- 
cystitis. 

Therapy  of  patients  with  acute  perforation  includes 
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initial  stabilization  of  hemodynamic  abnormalities.  In 
most  cases  surgery  is  required.  Patching  of  the  ulcer 
site  with  omentum  or  with  the  falciform  ligament  is 
the  procedure  of  choice,'  and  many  surgeons  include 
a vagotomy  to  prevent  recurrence.  Rarely,  a patient 
may  be  treated  without  surgery,  since  some  perfora- 
tions heal  spontaneously.4 
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Bronchiolitis  Obliterans  Organizing  Pneumonia 


Case  Report 

A 68-year-old  dentist  was  seen  by  his  physician  for  two 
weeks  of  decreased  energy,  dyspnea,  fever,  and  chills.  A ra- 
diograph of  his  chest  revealed  bilateral  diffuse  infiltrates  that 
did  not  improve  with  antibiotic  therapy.  He  was  therefore 
admitted  to  St.  Thomas  Hospital.  He  had  no  history  of  ex- 
posure to  tuberculosis,  and  had  stopped  smoking  30  years 
earlier. 

Physical  examination  revealed  a well-developed  man  with 
mildly  labored  respirations.  His  respirator}-  rate  was  22/min. 
and  his  temperature  101°F  orally.  The  remainder  of  his  phys- 
ical examination  was  negative  except  for  inspiratory  rales. 

Laboratory  examination  revealed  a WBC  count  of  11.000/ 
cu  mm  (normal  5.000  to  10.000)  with  a predominance  of 
granulocytes;  otherwise,  his  CBC.  SMA-6.  and  SMA-12  were 
unremarkable.  Arterial  blood  gases  measured  while  breath- 
ing room  air  disclosed  a pH  of  7.47  (normal  7.35  to  7.45), 
Pco;  of  31  mm  Hg  (normal  35  to  45),  and  Po;  of  54  mm  Hg 
(normal  80  to  100).  X-ray  examination  of  his  chest  revealed 
diffuse  bilateral  interstitial  and  alveolar  infiltrates,  most  no- 
ticeable in  the  right  lower  lung  field  (Fig.  1).  The  patient 
could  not  produce  sputum  for  examination;  blood  cultures 
were  negative.  Therapy  was  begun  with  erythromycin  and 
cefamandole  because  of  a concern  that  the  patient  had  a bac- 
terial pneumonia.  When  he  failed  to  improve,  bronchoscopy 
was  performed.  Transbronchial  biopsies  showed  a chronic  or- 
ganizing pneumonitis  with  bronchiolitis  obliterans.  Stains  and 
cultures  for  bacteria,  acid-fast  bacilli,  and  fungi  were  nega- 
tive. The  patient  was  given  prednisone  60  mg  orally  daily 
which  was  slowly  tapered,  and  two  months  later  his  x-ray  was 
normal  (Fig.  2).  Prednisone  was  stopped  after  one  year,  and 
the  patient  has  done  well  since. 

Discussion 

Bronchiolitis  obliterans  organizing  pneumonia 
(BOOP)  is  a condition  in  which  there  is  widespread 
inflammatory7  and  fibrotic  obstruction  of  small  air- 
ways. It  is  characterized  pathologically  by  plugs  of 
granulation  tissue  within  bronchioles  and  alveolar  ducts, 
often  with  extension  of  granulation  tissue  into  alveoli. 
It  may  be  a nonspecific  response  to  toxic  fumes,  infec- 


Prepared  by  Joel  Landzberg.  M.D.,  chief  medical  resident.  St. 
Thomas  Hospital,  and  Jason  D.  Morrow.  M.D..  Hugh  J.  Morgan  chief 
medical  resident.  Vanderbilt  Medical  Center.  Nashville. 


Figure  1.  Chest  x-ray  on  admission  showing  patchy  infiltrate. 


Figure  2.  Chest  x-ray  two  months  later:  the  infiltrate  has  cleared. 
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tions,  collagen  vascular  disease,  or  graft  versus  host 
disease.1-2  Often,  no  etiology  is  found. 

Clinically,  patients  usually  give  a several-weeks  his- 
tory of  dyspnea  and  cough  suggestive  of  a slowly  clear- 
ing viral  pneumonia,3  and  the  typical  chest  radiograph 
shows  patchy  alveolar  densities,  often  with  interstitial 
infiltrates  and  sometimes  with  nodular  opacities.  Pul- 
monary function  tests  usually  show  a decreased  vital 
capacity  and  decreased  gas  exchange.  Forced  expira- 
tory flow  between  25%  and  75%  of  vital  capacity  (FEF 
25%-75%)  is  decreased,  indicative  of  small  airway  dis- 
ease. Transbronchial  or  open  lung  biopsy  should  be 
performed  to  confirm  the  diagnosis. 

Though  BOOP  is  part  of  the  spectrum  of  interstitial 
lung  diseases,  it  is  important  to  distinguish  it  from  oth- 
er interstitial  lung  diseases,  because  it  responds  more 


favorably  than  other  types  of  interstitial  lung  disease 
to  corticosteroids.  It  should  be  treated  with  predni- 
sone 60  mg  orally  daily  for  one  to  three  months,  after 
which  the  dose  can  be  tapered  over  about  one  year. 
In  the  subset  of  patients  in  whom  BOOP  is  associated 
with  connective  tissue  diseases,  however,  results  of 
therapy  may  be  less  successful.  r ^ 
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Chest  X-Ray  of  the  Month 


A 65-Year-Old  Woman  With  Progressive  Dyspnea 

R.  MICHAEL  RODRIGUEZ,  M.D.  and  ERIC  L.  DYER,  M.D. 


Case  Report 

A 65-year-old  white  woman  referred  for  repair  of  an  atrial 
septal  defect  had  smoked  one  pack  of  cigarettes  a day  for  50 
years  but  stopped  nine  months  before  admission  due  to  pro- 
gressive dyspnea  on  exertion.  She  denied  weight  loss,  pedal 
edema,  or  cough.  A 2D  echocardiogram  at  her  previous  hos- 
pital suggested  the  presence  of  an  atrial  septal  defect. 

Physical  examination  revealed  bilateral  lower  lobe  inspi- 
ratory crackles.  The  cardiac  examination  showed  a grade  1/6 
systolic  ejection  murmur  in  the  fourth  left  intercostal  space. 
Fixed  splitting  of  her  second  heart  sound  was  not  heard.  The 
remainder  of  the  examination  was  negative. 

Laboratory  findings  included  arterial  blood  pH  of  7.42, 
Paco2  of  40.6  mm  Hg  and  Pao2  of  75  mm  Hg.  The  hemoglo- 
bin concentration,  WBC  count,  and  SMA-12  were  normal. 
Pulmonary  function  tests  indicated  a mild  combined  restric- 
tive and  obstructive  pattern.  Diffusing  capacity  for  carbon 
monoxide  (DLCO)  was  normal.  Right  and  left  heart  cathe- 
terizations showed  right  heart  pressures  mildly  elevated  with 
a normal  pulmonary  artery  wedge  pressure,  and  a 2:1  left-to- 
right  shunt  at  the  atrial  level.  The  electrocardiogram  showed 
right  axis  deviation  and  right  ventricular  enlargement.  The 
chest  roentgenogram  is  shown  in  Fig.  1.  Her  dyspnea  re- 
solved after  surgical  closure  of  the  atrial  septal  defect. 

Discussion 

The  congenital  scimitar  syndrome  derives  its 
name  from  the  radiographic  appearance  formed 
by  an  anomalous  pulmonary  vein  descending  ad- 
jacent to  the  right  heart  border;  on  the  posterior- 
anterior  chest  roentgenogram  the  shadow  resem- 
bles a Turkish  sword,  hence  the  name.  Other  ra- 
diographic features  of  the  syndrome  include  de- 
creased volume  of  the  right  hemithorax,  rightward 
mediastinal  shift,  decreased  vascular  markings  of 
the  right  lung,  and  rightward  displacement  of  the 
right  heart  border.12  Anatomic  variations  occur 
in  the  right  lung,  including  changes  in  lobar  anat- 
omy and  the  bronchial  tree,  and  bronchial  ab- 
normalities include  atresia  and  occasionally  di- 
verticulum formation.  Hypoplasia  may  be  due  to 
underdevelopment  of  the  right  lung  or  absence 
of  lobes,  most  commonly  the  right  upper  lobe.3 


From  the  Division  of  Pulmonary  Medicine,  St.  Thomas  Hospital, 
Nashville. 


Figure  1.  Chest  radiograph  (PA)  demonstrating  anomalous  vein,  hy- 
poplasia of  the  right  lung,  and  rightward  displacement  of  the  right 
heart  border. 


The  anomalous  vein  drains  the  entire  right  lung 
into  the  inferior  vena  cava,  usually  below  the  level 
of  the  diaphragm,  but  drainage  may  be  divided 
between  the  inferior  vena  cava,  left  atrium,  or 
systemic  veins  above  the  diaphragm.4  Occasion- 
ally, venous  drainage  from  the  right  upper  lobe 
enters  the  left  atrium  and  the  remainder  of  ven- 
ous blood  is  drained  by  an  anomalous  vessel.5  The 
arterial  supply  to  the  right  lung  is  also  variable, 
originating  from  either  bronchial,  pulmonary,  or 
systemic  vessels.5  The  right  pulmonary  artery  may 
vary  in  size;  it  may  be  normal  or  it  may  be  aplas- 
tic. 

Congenital  heart  defects  may  occur  with  this 
syndrome,  atrial  septal  defect  being  the  most  fre- 
quent; ventricular  septal  defect,  coarctation  of  the 
aorta,  patent  ductus  arteriosus,  and  tetralogy  of 
Fallot  have  all  been  described.5  Pulmonary  hy- 
pertension is  not  a common  feature  of  the  syn- 
drome. Diaphragmatic  abnormalities  have  been 
described  in  less  than  10%  of  patients.5 
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The  solitary  anomalous  vein  rarely  contributes 
to  abnormal  physiology.  Likewise,  there  is  a 
paucity  of  physical  findings.  Symptoms  are  pres- 
ent when  there  are  associated  cardiovascular  or 
pulmonary  defects.  For  example,  the  abnormal 
right  lung  may  serve  as  a nidus  for  recurrent  in- 
fections, necessitating  pneumonectomy.  Therapy 
is  usually  conservative  unless  there  are  abnormal 
physiologic  findings.  Treatment  is  directed  at  the 
defect  responsible  for  the  most  significant  physi- 
ologic derangement.  Visualization  of  the  cardio- 
vascular and  tracheobronchial  systems  is  neces- 
sary prior  to  surgical  intervention,  including 
angiography,  bronchoscopy,  and  bronchogra- 
phy.6 

In  summary,  the  scimitar  syndrome  is  an  un- 
common, complex  broncho-vascular  anomaly  in- 


volving the  right  hemithorax  with  characteristic 
radiographic  features.  Therapy  is  usually  con- 
servative unless  there  are  physiologic  abnormali- 
ties secondary  to  associated  anomalies. 

DIAGNOSIS:  Scimitar  syndrome.  r ^ 
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With  tax  reform,  I am  unclear  on  what  new 
investments  my  portfolio  may  need. 

- Professional  Equities  Corporation  - 

I am  working  as  hard  today  as  I was  10  years  ago, 
but  I am  just  not  where  I had  hoped  to  be 

financially! 

-Professional  Equities  Corporation  - 

The  children’s  needs  are  more  expensive 
than  I had  envisioned. 

-Professional  Equities  Corporation  - 

I wish  I could  get  my  hands  on  investment 
information  of  substance. 

...FOR  A SECOND  OPINION... 

Professional  Equities  Corporation 
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Health  and  Environment  Report 


Early  Identification  of  Risk  Factors  in 
Children  To  Reduce  Hypertension 

SAMMIES.  WALKER,  R.N. 


May  is  designated  each  year  as  High  Blood  Pres- 
sure Month.  In  keeping  with  that,  and  the  Department 
of  Health  and  Environment’s  priority  on  prevention 
and  early  intervention,  this  article  highlights  an  inno- 
vative approach  in  the  northwest  region  of  Tennessee 
for  attacking  the  problem  of  cardiovascular  disease. 
Goals  of  the  Juvenile  Healthstyle  Study  were  to  (1) 
enroll  and  screen  for  cardiovascular  risk  factors  each 
child  attending  kindergarten  in  the  public  schools  in 
Obion  County,  (2)  provide  annual  screenings  and 
prospective  follow-up  of  children  until  high  school 
graduation,  (3)  identify  children  with  increased  risk 
factors  and  refer  them  for  evaluation,  (4)  introduce  a 
teaching  program  to  increase  risk  factor  awareness,  (5) 
develop  a network  of  collaborating  professionals  from 
the  medical  and  academic  communities,  and  (6)  con- 
duct this  study  with  a modest  budget. 

The  Juvenile  Healthstyle  Study  was  designed  as  a 
service  project  to  implement  health  and  lifestyle  edu- 
cation early  in  the  school  curriculum  on  the  assump- 
tion that  early  awareness  in  the  school-age  child  of 
lifestyle  choices  that  affect  health  can  have  a long-term 
marked  effect  on  morbidity  and  premature  death.  The 
American  Heart  Association's  school  curriculum  was 
selected  for  use  in  this  study  and  is  taught  by  the  local 
schoolteachers.  The  Juvenile  Healthstyle  team,  con- 
sisting of  two  registered  nurses,  two  nutritionists,  and 
two  assistants,  carried  out  the  curriculum  theme  by 
dressing  as  characters  from  the  Wizard  of  Oz  when 
conducting  the  screenings.  The  team  measured  blood 
pressure,  weight  and  height,  and  performed  an  activity 
and  nutritional  assessment  on  each  child;  assessments 
were  subjective,  and  involved  selection  of  representa- 
tive posters.  In  addition  to  the  student's  response,  the 
teacher’s  opinion  of  the  child's  dietary  habits  and  ac- 
tivity level  was  recorded.  Those  children  with  resting 
blood  pressure  above  the  95th  percentile  using  the  Na- 
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tional  Heart,  Lung  and  Blood  Institute’s  Task  Force 
on  Blood  Pressure  Control  in  Children  standards,  or 
height  and  weight  above  the  95th  percentile,  or  height 
and  weight  below  the  5th  percentile  were  referred  to 
the  local  health  department  for  two  remeasurements. 

A total  of  426  children  were  studied.  Five  percent 
were  above  the  95th  percentile  for  blood  pressure  and 
13%  were  above  the  95th  percentile  for  weight.  Ag- 
gressive intervention  was  initiated  in  children  deter- 
mined to  be  at  risk  for  cardiovascular  disease  after 
subsequent  remeasurement.  Both  individual  and  group 
education  and  counseling  sessions  were  conducted  with 
both  children  and  parents. 

From  a clinical  perspective,  all  six  project  goals  list- 
ed above  were  met.  In  kindergarten,  426  of  460  chil- 
dren (93%)  were  screened  for  weight-for-height,  blood 
pressure,  pulse,  sodium  intake,  diet,  activity  level,  and 
family  history  of  cardiovascular  disease:  in  grades  1 and 
2,  92%  and  94%,  respectively,  were  screened.  High- 
risk  factor  children  have  been  identified,  and  when 
necessary  referred  for  care.  The  American  Heart  As- 
sociation's school  curriculum  has  been  introduced  in 
the  classrooms,  with  an  estimated  annual  budget  of 
$31,000.  The  involvement  of  academicians  from  the 
department  of  pediatrics  of  the  University  of  Tennes- 
see, Memphis,  College  of  Medicine  as  volunteer  con- 
sultants has  resulted  in  the  development  of  research 
goals  and  methodological  revisions  which  have  en- 
hanced the  study's  integrity. 

In  summary,  the  collaboration  of  school  officials  and 
teachers;  community  members,  leaders  and  physicians; 
and  consultants  from  the  state  health  department  and 
medical  school  have  insured  the  clinical  and  scientific 
continuation  of  the  study.  The  modest  budget  of  the 
Juvenile  Healthstyle  Study  suggests  that  such  a project 
could  be  adopted  by  many  communities.  While  hyper- 
tension and  cardiovascular  sequelae  as  a consequence 
of  hypertension  are  rarely  seen  in  the  juvenile  popu- 
lation, it  is  appropriate  to  initiate  good  health  habits 
and  prevention  strategies  throughout  childhood  to 
avoid  hypertension  in  adulthood.  7~~  ^ 


MAY,  1988 


315 


Loss  Prevention  Case  of  the  Month 


Patient  Walks  In — Patient  Walks  Out 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 60-year-old  woman  experienced  increasing  pain  in  the 
right  hand  for  six  months,  and  for  the  past  six  weeks  she  had 
also  noticed  some  difficulty  with  picking  up  small  objects. 
Since  her  job  was  in  a factory  making  clothes  which  required 
good  dexterity,  she  was  rapidly  losing  her  ability  to  make 
production  schedules  after  having  exceeded  her  goals  for  many 
years. 

She  was  referred  to  a neurosurgeon  by  her  primary  care 
physician  with  a diagnosis  of  carpal  tunnel  syndrome.  The 
specialist  confirmed  the  diagnosis  and  suggested  that  the  re- 
lease of  the  pressure  on  the  nerve  in  her  wrist  would  proba- 
bly relieve  her  pain,  and  that  she  could  expect  a gradual  re- 
turn of  function  of  her  hand.  The  neurosurgeon  stressed  that 
without  surgery  her  symptoms  would  continue  and  that  the 
loss  of  function  in  her  hand  would  get  worse. 

The  patient  was  scheduled  for  surgery  in  the  hospital’s 
outpatient  department,  but  because  of  a minor  scheduling  er- 
ror, the  patient  was  hurried  from  place  to  place  in  the  out- 
patient center  in  order  to  get  the  preoperative  orders  accom- 
plished. The  personnel  in  the  center  were  abrupt  and  critical 
of  the  patient  because  of  the  scheduling  error.  The  techni- 
cians talked  to  each  other  as  if  the  patient  were  not  there, 
complaining  of  the  scheduling,  the  early  morning  hours,  and 
other  things  not  related  to  their  work. 

The  patient  was  very  concerned  about  what  she  interpret- 
ed as  disinterest  and  preoccupation  by  the  personnel,  and  by 
the  time  she  saw  the  certified  registered  nurse  anesthetist 
(CRNA)  for  her  preanesthetic  visit,  she  was  extremely  ap- 
prehensive and  anxious. 

The  anesthetic  procedure  was  described  quickly  and  with- 
out pausing  to  inquire  if  the  patient  had  any  questions.  When 
asked  by  the  patient  what  anesthetic  agent  would  be  used, 
the  CRNA  replied  with  irritation,  “I  had  to  get  here  so  early 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


for  your  case  I didn’t  have  time  to  look  at  the  board.”  The 
patient  then  asked  if  it  would  be  possible  to  discuss  the  mat- 
ter with  the  anesthesiologist.  The  CRNA  replied,  “Your  case 
is  scheduled  for  8:00  o’clock  and  it  is  already  7:50.  I don’t 
even  know  which  one  of  our  doctors  is  scheduled  to  do  you. 
I will  see  what  I can  do.”  And  with  that  the  CRNA,  obvious- 
ly angry,  left  the  room.  The  patient  was  terrified  at  the  ex- 
perience. She  was  so  frightened  that  she  put  on  her  clothes 
and  left  the  center. 

Three  months  later  she  returned  to  see  her  family  physi- 
cian, having  become  so  disabled  in  her  right  hand  that  she 
had  been  forced  to  quit  her  job.  With  some  difficulty,  the 
patient  was  persuaded  to  return  to  the  neurosurgeon  and  to 
have  her  surgery.  The  neuropathy  had  progressed  since  her 
initial  visit  to  the  hospital,  and  it  was  months  before  she  could 
return  to  work  after  successful  surgery. 

Loss  Prevention  Comments 

Although  no  suit  was  filed  in  this  case,  the 
negligence  involved  is  apparent.  All  of  the  ele- 
ments of  a successful  lawsuit  were  present: 

(1)  the  doctor-patient  relationship  legally  ex- 
isted between  the  anesthesiologist  and  the  pa- 
tient, although  only  the  CRNA  was  involved  in 
the  preoperative  discussion; 

(2)  the  duty  under  that  relationship  was 
breached  when  the  approach  to  the  patient  was 
so  frightening  that  she  could  make  no  rational 
decision; 

(3)  the  breach  of  the  duty  caused  damage  to 
the  patient;  and 

(4)  that  damage  could  be  measured  by  a jury 
in  monetary  terms. 

In  this  particular  case  we  were  lucky!  r 
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The  Bottom  Line 

“Come  my  friends,  ’tis  not  too  late  to  seek  a newer  world.  Push  off,  and 
sitting  well  in  order,  smite  the  sounding  furrows.”  Those  words  of  Ulysses 
in  Tennyson’s  epic  poem  evoke  nostalgia  in  those  of  us  who  sat  in  Dr.  Eddie 
Mims’  freshman  English  course  at  Vanderbilt  a half  century  ago;  their  opti- 
mistic message  notwithstanding,  from  all  sides,  both  without  and  within  our 
ranks,  we  are  hearing  another  one — that  for  medicine  it  may  in  fact  already 
be  too  late.  “The  Bottom  Line”  has  become  King. 

The  Bottom  Line,  say  public  savants,  drives  medicine;  it  is  just  a busi- 
ness, they  say,  with  maximum  profitability  (read  “greed”)  being  the  goal  of 
both  doctors  and  hospitals.  It  is  that  greed,  they  opine,  that  is  driving  costs 
up  and  keeping  the  people  of  this  country  from  getting  the  care  they  de- 
serve. Au  contraire,  says  medicine;  it  is  public  and  corporate  interest  in  The 
Bottom  Line  (read  “greed”)  that  is  sacrificing  both  quality  and  quantity  of 
care  on  the  altar  of  cost  containment,  thereby  keeping  the  people  of  this 
country  from  getting  the  care  they  deserve.  Which  view  is  correct?  Well,  both  and  neither.  As  a 
working  hypothesis,  though,  we  can  bet  it  is  the  public  that  will  always  ultimately  have  the  last  word, 
regardless  of  its  rectitude. 

When  Ulysses  went  off  to  his  wars,  little  was  known  of  gross  anatomy,  and  virtually  nothing  of 
organ  function.  When  those  of  us  reading  “Ulysses”  went  off  to  our  own  war,  we  knew  something  of 
the  anatomy  of  the  cell,  but  little  of  its  function.  Today  we  know  the  anatomy  (or  we  think  we  do)  of 
even  the  cells’  organelles,  and  much  of  their  function.  We  can  spot  individual  genes  in  their  chromo- 
somes, and  can  splice  in  new  ones  for  old.  Working  upwards,  we  are  now  regularly  trading  new  lamps 
for  old  in  the  form  of  organs;  the  possibilities  seem  endless.  None  of  that  comes  cheaply,  though,  and 
its  application  to  the  individual  is  limited  by  The  Bottom  Line.  So  are  new  frontiers. 

We  in  the  Tennessee  Medical  Association  have  a long,  proud  heritage  of  service  to  mankind;  I am 
deeply  honored  that  you  have  chosen  me  to  be  its  134th  president.  The  Association  was  founded  to 
assure  the  public  of  care  by  qualified  doctors,  though  detractors  accused  the  founders  of  simply  pro- 
tecting their  own  financial  interests  by  closing  out  the  competition.  (Deja  vu!)  There  was  then  no 
Federal  Trade  Commission  (FTC),  and  even  after  one  was  invented,  medicine  was  not  involved;  it 
was  a profession  and  not  a trade.  Not  anymore.  According  to  the  FTC,  upheld  by  the  courts,  we  are 
now  a trade. 

What  we  are  to  the  FTC  and  the  courts  is  of  small  moment.  It  is  what  we  are  to  our  patients  that 
counts;  they  make  up  the  public  that  ultimately  has  the  last  word.  What  the  private  sector  of  medicine 
has  had  to  offer  that  the  public  sector,  which  includes  health  maintenance  organizations  (HMOs),  has 
not,  has  been  a satisfying  doctor-patient  relationship.  Some  recent  studies  have  indicated  that  a sig- 
nificant segment  of  the  population  considers  such  a relationship  unimportant.  The  science  of  medicine 
is  so  marvelous  that  not  only  the  lay  public,  but  doctors  as  well,  can  become  blinded  to  the  fact  of 
medicine  as  an  art.  When  they — and  we — are  so  blinded,  we  become  regarded  as,  indeed  are,  simply 
technicians,  and  medicine  a trade. 

There  are  many  external  forces  working  to  erode  this  relationship  with  our  patients.  Maintaining  it 
depends  upon  the  individual  practicing  doctor  seeing  himself,  and  behaving,  not  as  god,  or  even  less 
as  guildsman,  but  as  priest  as  well  as  healer.  The  Bottom  Line  for  medicine  is  not  a fiscal  one;  it  is 
the  doctor-patient  relationship. 

It  is  in  the  art  of  medicine,  and  not  in  its  advancing  technology,  that  our  sounding  furrows  lie.  A 
satisfying  relationship  comes  only  through  putting  the  patient  first,  because  that  is  where  he  thinks  he 
should  be — and  in  fact  according  to  our  own  oath  that  is  where  he  must  be.  If  we  fail  here,  then 
medicine  as  we  have  known  it  will  likely  just  sail  off  into  the  sunset  instead  of  beyond  the  sunset  and 
the  baths  of  all  the  western  stars,  and  everyone  will  be  ill-served. 


John  B.  Thomison 
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editorial/ 


On  DRGs  and  Things 

Whenever  any  of  the  current  regulations  ap- 
plying to  medical  practice  are  opposed  by  doc- 
tors, the  immediate  reaction  of  the  public,  which 
includes  lawmakers  and  bureaucrats,  is,  “There 
go  the  doctors  again  looking  out  for  their  pock- 
etbooks.”  That  reaction  is  not,  of  course,  entire- 
ly without  justification.  Since  cupidity  is  a prom- 
inent aspect  of  the  human  condition,  and  doctors 


are  no  less  human  than  their  lay  counterparts, 
when  their  livelihood  is  threatened  they  tend  to 
react.  It  has  always  been  a marvel  to  me  that 
they  react  as  slowly  and  as  mildly  as  they  do — 
much  less,  in  fact,  than  other  segments  of  the 
population.  Take  our  lawmakers,  for  example, 
who  never  seem  to  be  able  to  accomplish  any- 
thing with  dispatch  that  does  not  directly  benefit 
themselves.  But  I digress. 

Anyway,  the  public  is  disappointed  when  we 
behave  that  way,  as  healers  are  supposed  to  be 
mendicants;  such  behavior,  on  the  other  hand,  is 
no  more  than  they  expect  from  politicians. 
Sometimes  we  are  trapped  into  adopting  bedfel- 
lows we  would  otherwise  eschew,  as,  for  exam- 
ple, in  a recent  unfortunate  coalition  with  the  trial 
lawyers  and  the  tobacco  interests  in  California 
that  gave  virtual  immunity  to  the  tobacco  indus- 
try from  product  liability  litigation.  It  came  about 
as  part  of  a compromise  legislative  grab  bag  that 
also  included  in  it  provisions  that  would  limit  pu- 
nitive damages  against  doctors  in  malpractice  lit- 
igation, which  is  why  it  was  backed  by  the  Cali- 
fornia Medical  Association.  It  did  not  go 
unnoticed,  however,  that  the  doctors  had  helped 
take  away  the  California  citizens’  legal  right  to 
sue,  and  in  the  appeal  that  has  followed,  CMA 
has  egg  on  its  face.  There  were  no  eleemosynary 
motives  at  all  on  the  part  of  California  medicine 
except  toward  itself;  it  acted  just  like  the  law- 
makers do.  They  are  supposed  to  act  that  way; 
we  aren’t. 

Unfortunately,  and  possibly  by  design,  doctor 
and  patient  interests  are  so  intertwined  in  federal 
regulations,  such  as  the  DRGs  or  PROs,  that  it 
is  difficult  for  us  to  oppose  them  without  seem- 
ing self-serving.  It  can  be  done,  however,  given 
proper  thought  and  preparation.  Furthermore,  for 
our  patients’  sake,  it  needs  to  be  done,  and  done 
soon.  If  we  handle  it  properly,  our  patients  will 
do  it  for  themselves,  and  at  the  same  time  for  us. 
But  they  need  our  leadership. 

The  spadework  has  been  carefully  done  by 
William  Young,  M.D.,  a pediatrician  from  Fay- 
etteville and  a member  of  TMA’s  Board  of 
Trustees.  The  thoughtful  product  of  that  work  is 
carried  as  a Special  Communication  elsewhere  in 
this  issue,  put  together  from  a Letter  to  the  Ed- 
itor from  Dr.  Young  and  a copy  of  a letter  he 
wrote  to  William  L.  Roper,  M.D.,  administrator 
of  the  Health  Care  Financing  Administration 
(HCFA).  As  expressed  in  Dr.  Young’s  letter,  the 
Board  is  now  working  to  that  end,  but  you 
needn’t  wait  for  the  Board.  His  letter  outlines 
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things  you  can  be  telling  your  patients  now.  The 
initiative  must  come  from  the  public,  and  it  will 
if  they  can  be  shown  the  tremendous  stake  they 
have  in  modifying  the  legislation. 

As  Dr.  Young  reminded  Dr.  Roper,  it  is  not 
correct  to  say  that  American  health  care  con- 
sumers want  the  most  cost-effective  medical  care; 
what  they  want  most  (or  what  I want,  and  I think, 
with  Dr.  Young,  they  want)  is  care  with  compas- 
sion, dignity,  and  honest  concern  for  their  prob- 
lems, even  if  it  costs  a little  more.  He  was  talking 
about  hospitals,  but  I think  he  did  not  mean  only 
hospitals.  I know  the  public  doesn’t. 

J.B.T. 


And  Among  the  Things . . . 

Contract  medicine  used  to  be  a dirty  word;  it 
still  is,  but  for  a different  reason.  Because  few  of 
us  doctors  were  brought  up  to  be  conversant  in 
such  things,  we  are  not  as  careful  about  them  as 
we  should  be,  and  we  stand  a good  chance  of 
getting  ripped  off.  It  is  well  to  keep  in  mind — in 
fact,  it  is  crucial  to  keep  in  mind — that  business- 
es are  in  business  to  make  a profit;  they  are  not 
charitable  organizations. 

From  the  Foundation  for  Physician  Resources 
and  Information,  at  our  request,  comes  an  over- 
view article  on  contracts  and  contracting,  taking 
as  a horrible  example  the  recent  Blue  Cross/Blue 
Shield  of  Tennessee  (BCBST)  Network  Benefit 
Agreement,  which  is  constructed  for  maximum 
benefit  for  BCBST,  minimum  benefit  for  the 
“beneficiaries”  (our  patients),  and  none  at  all  for 
the  doctor.  It  is  a veritable  minefield;  the  Foun- 
dation article  discusses  the  booby  traps  one  by 
one.  Study  it;  take  it  to  heart. 

And  Happy  Hunting! 

J.B.T. 


It’s  “Ow”  and  “Garn”  That 
Keep  Her  In  Her  Place 

Hear  a Yorkshireman,  or  worse, 

Hear  a Cornishman  converse. 

I’d  rather  hear  a choir  singing  flat. 

— Alan  J.  Lerner 
My  Fair  Lady 


It’s  hell  to  get  old  and  crotchety  and  be  ap- 
palled by  relatively  trivial  stimuli.  So  far  as  lan- 
guage was  concerned,  at  least,  Professor  Henry 
Higgins,  like  his  creator,  George  Bernard  Shaw, 
was  likely  born  old  and  crotchety;  sometimes  I 
think  I was,  too.  Most  people  are  pretty  sloppy 
in  their  casual  conversation;  others  apparently 
have  only  casual  conversation.  Preachers,  law- 
yers, professors,  and  possibly  some  others  I have 
slighted,  often  don  a pompous  formality  in  rising 
to  their  particular  occasions.  Most  of  us  are 
somewhere  in  between.  It  becomes  a problem  for 
journal  editors  when  contributors  cannot  distin- 
guish between  their  loose  jargon  and  the  more 
formal  written  word.  We  all — or  almost  all,  any- 
how— speak  of  “lab”  work  and  the  physical 
“exam,”  for  example,  but  some  people  forget  and 
write  it.  What  is  worse,  some  of  the  media — in- 
cluding sometimes  a medical  journal — forget  and 
print  it.  It  makes  my  pedantic  hackles  rise. 

After  having  picked  a major  portion  of  my  un- 
favorite nits  in  print  in  an  early  series  of  edito- 
rials, winning  the  plaudits  of  such  distinguished 
linguists  as  Dr.  Lois  DeBakey,  and  likely  boring 
a lot  of  other  people  silly,  I swore  off.  Notwith- 
standing such  noble  intentions,  though,  having  no 
NPA  (Nit-Pickers  Anonymous)  to  sustain  me  in 
my  times  of  trial,  it  sometimes  becomes  too  much, 
and  I fall  off  the  wagon.  This  is  one  of  those 
times.  Now  that  you  know  what  this  is  about, 
you  can  (I  mean  can;  you  also  may)  go  on  with 
something  else  if  you  wish. 

What  they  did  in  their  bedroom  I don’t  know, 
but  I never  heard  my  maternal  grandparents  ad- 
dress each  other  in  any  other  way  than  Mr. 
Brown  and  Mrs.  Brown.  My  mother,  being  prop- 
erly reared,  called  only  a few  intimates  (includ- 
ing— fortunately,  I guess — my  father)  by  their 
first  name.  When  I was  growing  up,  I was  taught 
to  address  all  white  adults  of  whatever  station  by 
title  and  last  name;  if  they  were  family  friends,  I 
might  be  allowed  to  call  them  “Miss”  (married 
or  not)  or  “Mr.”  first  name.  (If  they  were  very 
close,  maybe  “Aunt”  or  “Uncle.”)  If  they  were 
black  and  distinguished  looking  (some  of  them,  I 
recognized  later,  actually  were  very  distin- 
guished) they  were  always  “Uncle”  or  “Aunt,” 
depending,  of  course,  on  gender.  Familiarity,  in- 
cluding first  names  unadorned,  was  strictly  out  in 
any  of  the  above  cases.  When  I was  in  medical 
school,  all  of  the  doctors  addressed  their  secre- 
taries, technicians,  and  so  on  as  “Miss,”  “Mrs.” 
or  “Mr.,”  as  appropriate.  Not  anymore.  Things 
are  different  now  (are  they  ever!). 
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Perhaps  it  is  my  upbringing  showing  through, 
but  I am  now  and  then  offended  by  things  of  that 
sort  in  which  I have  no  stake  at  all.  Since  my 
Irish  connections  are  orange  and  not  green,  and 
to  speak  of  Saint  Anyone  is  in  conformity  to  con- 
vention and  not  conviction,  St.  Patrick’s  Day  for 
me  is  just  a pleasant  springtime  sojourn  when 
everybody  of  whatever  extraction  claims  a bit  of 
the  auld  sod.  Since  St.  Patrick  was  born  of  Ro- 
man parents  in  Antrim  (where  incidentally,  my 
Irish  roots  are)  and  was  kidnapped  and  enslaved 
at  age  16  by  Irish  marauders,  before  he  was  a 
priest  he  probably  got  called  a lot  of  things,  not 
all  of  them  complimentary,  or  even  acceptable. 
Patrick  being  an  Anglicized  name,  he  was  in  any 
case  certainly  Padraic  (or  Paddy — not  Pat — for 
short). 

I thought  the  sign  I saw  outside  a local  eaterie 
(the  best  word  I can  find  to  describe  that  partic- 
ular trough)  that  said  “Join  us  for  a special 
luncheon  on  St.  Pat’s  Day”  was,  to  say  the  least, 
a bit  of  gaucherie.  Still  gauche  (and  still  the  least 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Eleven  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  February 
1988. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

John  J.  Angel,  M.D.,  Memphis 

Louis  A.  Cancellaro,  M.D.,  Johnson  City 

Fontaine  S.  Hill,  M.D.,  Memphis 

Harry  M.  Lawrence,  Jr.,  M.D.,  Chattanooga 

David  E.  McKee,  M.D.,  Madison 

Salwa  Moustafa,  M.D.,  Memphis 

Liselotte  E.  Sigmar,  M.D.,  Oak  Ridge 

David  E.  Stewart,  M.D.,  Brownsville 

Robert  P.  N.  Thuan,  M.D.,  Dickson 

Eugene  J.  Winter,  M.D.,  Nashville 

John  W.  Zirkle,  M.D.,  Jefferson  City 
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offensive  term  I can  find  for  it),  even  if  more 
correct,  was  a reference  on  WPLN,  Nashville’s 
public  library  station,  of  all  places,  to  “St.  Pad- 
dy’s Day.”  Either  way,  it’s  carrying  familiarity  a 
little  far.  But  I guess  that  is  only  what  one  might 
expect  from  a generation  used  to  referring  to  God 
as  “The  Man  Upstairs.” 

J.B.T. 


James  H.  Boles,  age  80.  Died  January  28,  1987.  Grad- 
uate of  Tulane  University  School  of  Medicine.  Mem- 
ber of  Sullivan  County  Medical  Society. 

Earl  E.  Roles,  Jr.,  age  64.  Died  March  1,  1988.  Grad- 
uate of  the  Medical  College  of  Virginia.  Member  of 
Coffee  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

T.  Randall  Curtis,  M.D.,  Waverly 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Richard  C.  Metelka,  M.D.,  Maryville 

BUFFALO  RIVER  VALLEY 
MEDICAL  SOCIETY 

Bernardino  D.  Marcelo,  M.D.,  Linden 
Josef ina  Q.  Marcelo,  M.D.,  Linden 

CARTER  COUNTY  MEDICAL  SOCIETY 

Brenda  Jane  Crowder,  M.D.,  Elizabethton 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Michael  C.  Mena,  M.D.,  Whitwell 
Anita  J.  Thomas,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

William  Keith  Wainscott,  M.D.,  Jackson 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


DeKALB  COUNTY  MEDICAL  SOCIETY 

David  E.  Ours,  M.D.,  Smithville 

GREENE  COUNTY  MEDICAL  SOCIETY 

Charles  S.  McGaw,  M.D.,  Greeneville 
Elliott  B.  Smith,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Thomas  G.  Douglass,  M.D.,  Knoxville 
Blaine  L.  Enderson,  M.D.,  Knoxville 
Sophia  J.  Hendrick,  M.D.,  Knoxville 
Michael  B.  Kennedy,  M.D.,  Knoxville 
Larry  H.  Lee,  M.D.,  Knoxville 
Michael  E.  Mitchell,  M.D.,  Knoxville 
Evelyn  A.  Sevilla,  M.D.,  Knoxville 
John  R.  Staley,  Jr.,  M.D.,  Knoxville 


pcr/onol  new/ 


Clifton  R.  Cleaveland,  M.D.,  Chattanooga,  has  been 
elected  to  a three-year  term  on  the  American  College 
of  Physicians'  Board  of  Regents. 

Robert  H.  Haralson,  III,  M.D.,  Maryville,  has  been 
elected  to  a three-year  term  as  treasurer  of  the  Amer- 
ican Academy  of  Orthopaedic  Surgeons. 

Tom  Neal  Humphrey , M.D.,  Selmer,  has  been  induct- 
ed as  a fellow  of  the  American  Academy  of  Family 
Physicians. 


LAWRENCE  COUNTY  MEDICAL  SOCIETY 

George  Edward  Hug,  M.D.,  Lawrenceburg 

MAURY  COUNTY  MEDICAL  SOCIETY 

Susan  Jennings  Owens,  M.D.,  Columbia 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Ray  Maxwell  Allen,  Jr.,  M.D.,  Memphis 
Frederick  F.  Barrett,  M.D.,  Cordova 
Ronald  Patterson  Barton,  M.D.,  Memphis 
R.  Michael  Brewer,  M.D.,  Memphis 
Tina  Kiefer  Burns,  M.D.,  Memphis 
John  Earl  Cantrell,  M.D.,  Memphis 
Mahmoud  Eltorky,  M.D.,  Memphis 
Richard  Edwin  Felker,  M.D.,  Memphis 
Stephen  Lavon  Gipson,  M.D.,  Memphis 
Stephen  Lane  Helton,  M.D.,  Cordova 
Fred  Ernest  King,  M.D.,  Memphis 
Mary  Rainey  McCalla,  M.D.,  Memphis 
Mary  Neumann  McDonald,  M.D.,  Memphis 
James  Keith  Menees,  M.D.,  Memphis 
Glenn  Scott  Morris,  M.D.,  Memphis 
Edmond  W.  Owen,  Jr.,  M.D.,  Memphis 
Jim  Pang,  Jr.,  M.D.,  Memphis 
Anthony  Lynn  Patterson,  M.D.,  Memphis 
Ruth  Anne  Redden,  M.D.,  Memphis 
Joe  Leigh  Simpson,  M.D.,  Memphis 
Hubert  Earl  Spears,  M.D.,  Memphis 
Michael  Lee  Vernon,  M.D.,  Germantown 
Allen  Brian  Wilcox,  M.D.,  Memphis 
Raymond  Edward  Wilson,  M.D.,  Memphis 
Robert  Strode  Wooten,  M.D.,  Memphis 
George  F.  Wortham,  III,  M.D.,  Memphis 

(Students) 

Mark  B.  Carroll,  Memphis 
Charles  B.  Sisson,  Memphis 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Robert  H.  Funke,  M.D.,  Kingsport 
Lois  H.  Windes,  M.D.,  Kingsport 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Jarlath  J.  Mitchell,  M.D.,  Johnson  City 
Clifford  F.  Wiegand,  M.D.,  Johnson  City 


Richard  T.  Light,  M.D.,  Nashville,  has  been  named 
the  state’s  chief  medical  officer,  the  top  medical  post 
of  the  Tennessee  Department  of  Health  and  Environ- 
ment. 

Alvin  I.  Mauer,  M.D.,  Memphis,  has  been  elected  a 
fellow  of  the  International  Society  of  Pediatric  Oncol- 
ogy. 

Yiu-Fei  Shih,  M.D.,  LaFollette.  has  been  inducted  as 
a fellow  of  the  American  Academy  of  Pediatrics. 

Thomas  A.  Smith,  M.D.,  Winchester,  has  been  elect- 
ed the  medical  examiner  for  Franklin  County. 


James  T.  Galyon,  M.D.,  TMA  president  (center)  receives  plaque 
in  behalf  of  the  Tennessee  Medical  Association  from  William 
Hotchkiss,  M.D.,  AMA  president  (left)  and  Alan  R.  Nelson,  M.D., 
chairman  of  the  AMA  Board  of  Trustees,  congratulating  the  Ten- 
nessee Medical  Association  for  increasing  its  membership  in  the 
American  Medical  Association  for  the  11th  consecutive  year. 
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June  11-15 


announcement/ 


CALENDAR  OF  MEETINGS 


NATIONAL 


June  3-7 

^ June  7-10 

June  8-10 
June  8-1 1 

June  9-1 1 

June  1 1-14 


American  Urological  Association— Shera- 
ton Boston/Marriott  Copley  Place,  Boston 
American  Cancer  Society — Stouffers  on 
Square,  Cleveland 
Endocrine  Society — New  Orleans 
Eye  Bank  Association  of  America — Hilton 
Head,  S.C. 

Virginia  Society  of  Ophthalmology,  annual 
meeting — Richmond  Hotel,  Richmond,  Va. 
American  Diabetes  Association — New  Or- 
leans 


June  12-17 

June  13-14 
June  13-16 

June  14-17 
July  21-24 

July  30-Aug.  3 

Aug.  3-6 

Aug.  3-7 

Aug.  3-8 

Aug.  21-24 


American  Sleep  Disorders  Association — 
Sheraton  Harbor,  San  Diego 
American  Society  of  Colon  and  Rectal  Sur- 
geons— Anaheim,  Calif. 

Society  of  Vascular  Surgery — Chicago 
American  Orthopaedic  Society  for  Sports 
Medicine — Marriott's  Desert  Springs  Re- 
sort, Palm  Desert.  Calif. 

Society  of  Nuclear  Medicine — San  Francisco 
American  Orthopaedic  Foot  and  Ankle  So- 
ciety— St.  Paul 

Association  of  Medical  Illustrators — Shera- 
ton on  Harbor  Island,  San  Diego 
Peruvian  American  Medical  Society — Wes- 
tin  Bonaventure  Hotel,  Los  Angeles 
National  Medical  and  Dental  Association — 
Cheyenne  Mountain  Inn,  Colorado  Springs 
International  Doctors  in  Alcoholics  Anony- 
mous— Stouffer  Hotel,  Baltimore 
American  Association  of  Tissue  Banks — 
Sheraton  on  Harbor  Island,  San  Diego 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  - CLINICAL  - EDUCATIONAL  - CURRENT 

Family  Practice  Recertification  Greenwich  Office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


Epistaxis  balloon  catheter,  page  20 


Family  Practice  Recertification 


DECEMBER  1987  / VOL  9.  NO  12 


FAMILY  PRACTICE  SKILL 


Controlling  Epistaxis 


CLINICAL  ARTICLES 


# Drug  Therapy  for  Manic  Illness 

Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
12  Antiinflammatory  Drugs  for  Rheumatic  Disorders: 
Salicylates 

KEEPING  CURRENT 


Does  a Definice  Diagnosis 
Help  Patients  Get  Belter? 
Screening  for  Liver  Metasiases 
Significance  of  Elevated 
Erythrocyte  Sedimentation  Rates 
Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondlabetlc  Women 


Can  Obese  Type  It  Diabetic 
Indents  Use  Fructose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Psychiatric  Reactions  Caused 
by  Lidocaine  Toxicity 


CUMULATIVE  INDEX 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 

Of  the  Tennessee  Medical  Association 
Memphis,  Tennessee — April  13-16,  1988 


Call  to  Order 

The  153rd  annual  meeting  of  the  Tennessee  Medical  As- 
sociation was  conducted  in  Memphis,  Tennessee,  April  13- 
16,  1988,  with  headquarters  in  the  Peabody  Hotel.  The 
House  of  Delegates  met  initially  at  3:00  pm,  April  13,  1988, 
with  F.  Hammond  Cole,  Jr.,  M.D.,  Memphis,  presiding  as 
speaker  of  the  House  and  George  H.  Wood,  M.D.,  Knox- 
ville, as  vice-speaker. 

Invocation 

At  the  opening  session,  John  H.  Burkhart,  M.D.,  Knox- 
ville, gave  the  invocation:  “Almighty  God,  our  Father,  we 
are  met  here  today  because  of  a sincere  interest  in  the  fur- 
therance of  a profession  w'hich  seeks  to  be  a serving  ministry 
to  all  mankind,  but  which  has  seen  its  efforts  frustrated  and 
blocked  by  so  many  forces  and  factors  that  the  most  critical 
of  its  present  problems  is  to  avoid  discouragement  and  de- 
spair. It  is  difficult  to  comprehend,  our  Father,  why  when  the 
results  of  long  years  of  research,  discovery,  trial,  dedication, 
and  effort  begin  to  show  positive  benefits  in  reducing  the 
morbidity  and  mortality  resulting  from  the  ravages  of  the  nat- 
ural enemies  of  man  and  to  show  promise  of  prolonging  his 
life  and  improving  its  quality,  that  those  most  responsible  and 
most  involved  in  the  provision  and  delivery  of  these  modern 
miracles  are  accused  of  other  than  benevolent  motives  and 
are  monitored,  controlled,  and  threatened  like  pilferers,  pil- 
lagers, and  extortioners.  But  lest  we  become  too  self-cen- 
tered and  too  self-compassionate,  we  seek  your  understand- 
ing and  guidance  at  this  meeting,  so  that  we  will  not  overlook 
our  real  function  as  an  organization  of  relievers  and  healers, 
and  will  continue  to  press  for  the  freedom  to  answer  our  call 
and  to  meet  our  duties  as  we  perceive  them,  and  to  strive 
constantly  toward  the  goal  of  a profession  where  there  is  no 
diminution  of  the  physician-patient  advocacy  precept  and  no 
interference  with  the  patient-physician  freedom  to  choose 
those  options  best  suited  to  the  individuals  affected.  Bless  us 
as  we  endeavor  to  preserve  those  traditional  principles  which 
are  the  cornerstone  of  medicine's  fabric  and  structure.  Amen” 

Report  of  the  Committee  on  Credentials 

William  I.  Mariencheck,  M.D.,  Memphis,  chairman  of  the 
Committee  on  Credentials,  reported  there  was  a quorum 
present.  The  speaker  declared  the  House  was  in  session. 


1987  Minutes  Approved 

The  speaker  announced  that  an  abstract  of  the  minutes  of 
the  last  regular  session  of  the  House  of  Delegates  was  repro- 
duced in  the  June  1987  issue  of  the  Journal  of  the  Tennessee 
Medical  Association.  It  was  moved  and  seconded  that  the  ab- 
stracted minutes  of  the  1987  session  of  the  House  of  Dele- 
gates be  approved  as  published  in  the  June  1987  issue  of  the 
Journal.  The  motion  was  adopted. 


Reference  Committees 

The  speaker  announced  the  members  of  the  reference 
committees  to  consider  reports,  resolutions,  amendments,  and 
all  matters  requiring  action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  ON  CREDENTIALS 
William  I.  Mariencheck,  M.D.,  Memphis,  Chairman 
William  J.  Pedigo,  Jr.,  M.D.,  Clarksville 
Dana  L.  Latour.  M.D.,  Nashville 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 
John  H.  Burkhart,  M.D.,  Knoxville,  Chairman 
William  B.  Harwell,  Jr..  M.D.,  Nashville 
C.  Eugene  Jabbour,  M.D..  Memphis 

REFERENCE  COMMITTEE  A 
Dennis  A.  Higdon,  M.D.,  Memphis,  Chairman 
James  C.  Bradshaw,  Jr.,  M.D.,  Lebanon 
John  W.  Chambers,  M.D.,  Cleveland 

REFERENCE  COMMITTEE  B 
Hal  S.  Stubbs,  M.D..  Bristol.  Chairman 
Robert  L.  Summitt,  M.D.,  Memphis 
John  W.  Lamb,  M.D..  Nashville 

REFERENCE  COMMITTEE  C 

John  F.  Boxell,  M.D.,  Chattanooga,  Chairman 

James  M.  High,  M.D.,  Madison 

Michael  A.  McAdoo,  M.D.,  Milan 

REFERENCE  COMMITTEE  D 
R.  Gary  Samples,  M.D.,  Cookeville,  Chairman 
William  D.  Black,  M.D.,  Knoxville 
Albert  J.  Grobmyer,  III,  M.D..  Memphis 
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COMMITTEE  TO  ELECT  OUTSTANDING 
PHYSICIAN  OF  THE  YEAR 
Thomas  K.  Ballard,  M.D.,  Jackson,  Chairman 
Clarence  R.  Sanders,  M.D.,  Gallatin 
James  R.  Royal,  M.D.,  Chattanooga 

Nominating  Committees 

As  required  in  the  Bylaws,  the  Board  of  Trustees  ap- 
pointed a Nominating  Committee  with  representatives  from 
each  of  the  three  grand  divisions  of  the  state.  The  speaker 
announced  the  committee  members. 

EAST  TENNESSEE 
Duane  C.  Budd,  M.D.,  Johnson  City 
Robert  N.  Montgomery,  M.D.,  Knoxville 
Pete  S.  Soteres,  M.D.,  Chattanooga 

MIDDLE  TENNESSEE 
James  W.  Hays,  M.D.,  Nashville 
Charles  E.  Jordan,  III,  M.D.,  Cookeville 
William  J.  Pedigo,  Jr.,  M.D.,  Clarksville 

WEST  TENNESSEE 
Phillip  A.  Pedigo,  M.D.,  Memphis 
James  W.  Shore,  M.D.,  Martin 
Charles  W.  White,  M.D.,  Lexington 


ELECTION  BY 
HOUSE  OF  DELEGATES 
APRIL  16,  1988 


The  preliminary  report  of  the  Nominating  Committee  was 
presented  in  the  first  session  of  the  House  of  Delegates  on 
Wednesday,  April  13,  1988.  The  final  report  of  the  Nominat- 
ing Committee  was  presented  on  Saturday,  April  16,  1988  at 
the  closing  session  of  the  House.  Nominees  submitted  by  the 
committee  were  voted  upon  individually,  and  in  each  in- 
stance the  speaker  called  for  additional  nominations  from  the 
floor.  The  following  were  elected. 


Newly  elected  President-Elect 
William  0.  Miller,  M.D.,  Knoxville 
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President-Elect — William  O.  Miller,  M.D.,  Knoxville 
Speaker — F.  Hammond  Cole,  Jr.,  M.D.,  Memphis 
Vice-Speaker — George  H.  Wood,  M.D.,  Knoxville 
Vice-President  (West  Tennessee) 

Oscar  M.  McCallum,  M.D.,  Henderson 
Vice-President  (Middle  Tennessee) 

Thurman  L.  Pedigo,  Sr.,  M.D.,  McMinnville 
Vice-President  (East  Tennessee) 

Clarence  E.  Goulding,  Jr.,  M.D.,  Johnson  City 
AM  A Delegate  (East  Tennessee) 

William  O.  Miller,  M.D.,  Knoxville 
(January  1,  1989-December  31,  1990) 

AM  A Alternate  Delegate  (East  Tennessee) 

Nat  E.  Hyder,  Jr.,  M.D.,  Johnson  City 
(January  1,  1989-December  31,  1990) 

AM  A Delegate  (East  Tennessee) 

Charles  E.  Allen,  M.D.,  Johnson  City 
(January  1,  1989-December  31,  1990) 

AM  A Alternate  Delegate  (East  Tennessee) 

James  R.  Royal,  M.D.,  Chattanooga 
(January  1,  1989-December  31,  1990) 

AM  A Delegate  (West  Tennessee) 

Thomas  K.  Ballard,  M.D.,  Jackson 
(January  1,  1989-December  31,  1990) 

AM  A Alternate  Delegate  (West  Tennessee) 

A.  Roy  Tyrer,  Jr.,  M.D.,  Memphis 
(January  1,  1989-December  31 , 1990) 

AM  A Delegate  (State-at- Large) 

Hamel  B.  Eason,  M.D.,  Memphis 
(January  1,  1989-December  31,  1990) 

AM  A Alternate  Delegate  (State-at-Large) 

Robert  W.  Bowers,  M.D.,  Chattanooga 
(January  1,  1989-December  31,  1990) 

AMA  Delegate  (State-at-Large) 

George  W.  Zirkle,  Jr.,  M.D.,  Knoxville 
(January  1,  1989-December  31,  1990) 

AMA  Alternate  Delegate  (State-at-Large) 

Francis  W.  Gluck,  Jr.,  M.D.,  Nashville 
(January  1,  1989-December  31,  1990) 

AMA  Young  Physician  Section  Delegate 
Ann  H.  Price,  M.D.,  Nashville  (1988) 

AMA  Young  Physician  Section  Alternate  Delegate 
Gerald  L.  Mancebo,  M.D.,  Knoxville  (1988) 

TRUSTEES 
Middle  Tennessee: 

Howard  L.  Salyer,  M.D.,  Nashville  (1991) 

COUNCILORS 

First  District — J.  Lawrence  Jayne,  M.D.,  Bristol  (1990) 
Third  District — John  F.  Boxell,  M.D.,  Chattanooga  (1990) 
Fifth  District — Fred  Ralston,  Jr.,  M.D.,  Fayetteville  (1990) 
Sixth  District — Thomas  C.  Krueger,  M.D.,  Springfield 
(1989) — (filling  unexpired  term  of  Dr.  Howard  L.  Salyer) 
Seventh  District — Tom  R.  Duncan,  M.D.,  Columbia  (1990) 
Ninth  District — Kenneth  R.  Maloney,  M.D.,  Dyersburg  (1990) 


THE  ABOVE  WERE  ELECTED  BY  THE  HOUSE  OF 
DELEGATES 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


AMENDMENTS  TO  THE 
CONSTITUTION  AND  BYLAWS 


The  speaker  reported  that  there  was  one  amendment  to 
the  Constitution  lying  on  the  table,  four  new  amendments  to 
the  Constitution,  and  three  new  amendments  to  the  Bylaws 
to  be  considered  at  this  session  by  the  House. 


The  proposed  amendments  to  the  Constitution  and 
Bylaws  are  shown  below,  with  proposed  new  language 
shown  in  boldface  type  and  material  to  be  deleted 
shown  in  italics  and  enclosed  in  brackets. 


AMENDMENTS  TO  THE  CONSTITUTION 
LYING  ON  THE  TABLE 


CONSTITUTIONAL  AMENDMENT  NO.  1-87 
Medical  Student  Section 

Whereas,  The  House  of  Delegates  of  the  Tennessee  Med- 
ical Association  has  voted  to  establish  a Medical  Student  Sec- 
tion. Now,  therefore  be  it 

RESOLVED,  That  Article  VI  of  the  Constitution  be 
amended  by  adding  a new  Section  3 as  follows: 

Sec.  3.  There  shall  be  a Medical  Student  Section  to  provide 
representation  for  the  interests  of  medical  students  within  the 
structure  of  the  Association.  The  medical  students  of  each  Li- 
aison Committee  on  Medical  Education  accredited  medical 
school  in  the  state  shall  be  entitled  to  representation  in  the 
section.  All  members  must  be  members  of  the  Association.  The 
Medical  Student  Section  shall  be  organized  under  a governing 
body  and  shall  elect  one  delegate  to  represent  it  in  the  House 
of  Delegates  of  the  Association. 

ACTION:  ADOPTED 


AMENDMENTS  TO  THE  CONSTITUTION 


CONSTITUTIONAL  AMENDMENT  NO.  1-88 
Governing  Principles  of  Sections 

Whereas,  New  section  groups  are  being  added  to  the  or- 
ganizational structure  of  the  Association;  and 

Whereas,  These  sections  must  develop  their  respective 
governing  principles  of  operation;  and 

Whereas,  There  is  no  provision  in  the  Constitution  for  ov- 
ersight and  approval  of  such  principles;  and 

Whereas,  The  Board  of  Trustees  is  the  appropriate  body  to 
oversee  the  activities  of  these  sections.  Now,  therefore  be  it 
RESOLVED,  That  Section  1 of  Article  VI  of  the  Consti- 
tution be  amended  as  follows: 


Sec.  1.  The  House  of  Delegates  may  provide  in  the  Bylaws 
for  a division  of  the  [scientific]  work  of  the  Association  into 
appropriate  sections  as  the  need  may  arise  and  the  Board  of 
Trustees  shall  oversee  the  work  and  approve  all  governing  prin- 
ciples of  each  section. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE 
CONSTITUTION  AND  BYLAWS — recommended  adoption 
of  Constitutional  Amendment  No.  1-88. 

ACTION : Lying  on  the  table  to  be  acted  upon  during  the  House 
of  Delegates  session  at  the  1989  annual  meeting. 


CONSTITUTIONAL  AMENDMENT  NO.  2-88 
Section  Delegates 

Whereas,  The  Tennessee  Medical  Association  is  in  the 
process  of  adding  various  new  section  groups  to  the  organi- 
zation, such  as  a Medical  Student  Section  and  a Young  Phy- 
sician Section;  and 

Whereas,  The  delegates  from  these  sections  must  be  pro- 
vided for  in  the  Constitution.  Now,  therefore  be  it 

RESOLVED,  That  Article  V of  the  Constitution  be 
amended  as  follows: 

The  House  of  Delegates  shall  be  the  legislative  and  busi- 
ness body  of  the  Association,  and  shall  be  composed  of  (1) 
delegates  elected  by  the  component  societies  and  [the  Hos- 
pital Medical  Staff  Section]  all  sections  of  the  Association;  (2) 
ex-officio  the  officers;  (3)  . . . . 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Constitutional  Amendment  No.  2-88. 

ACTION:  Lying  on  the  table  to  be  acted  upon  during  the 
House  of  Delegates  session  at  the  1989  annual  meeting. 


CONSTITUTIONAL  AMENDMENT  NO.  3-88 
TMA  Young  Physician  Section 

Whereas,  The  American  Medical  Association  has  formed 
a section  to  address  the  needs  of  young  physicians  in  orga- 
nized medicine;  and 

Whereas,  The  AMA  has  encouraged  state  associations  to 
do  the  same  and  has  aided  each  by  providing  guidance  ma- 
terial and  training  for  state  delegates  over  the  past  two  years; 
and 

Whereas,  A Young  Physician  Ad  Hoc  Committee  of  the 
Tennessee  Medical  Association  has  conducted  extensive  re- 
search, including  a statewide  survey,  and  found  genuine  in- 
terest and  the  need  for  the  formation  of  such  a section  within 
TMA;  and 

Whereas,  Such  a section  can  aid  in  the  recruitment  of  this 
specific  physician  population.  Now,  therefore  be  it 

RESOLVED,  That  Article  VI  of  the  Constitution  be 
amended,  by  adding  an  appropriately  numbered  section,  as 
follows: 

There  shall  be  a Young  Physician  Section  to  provide  for 
the  representation  of  the  interests  of  young  physicians  within 
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the  Association.  Young  physicians  are  defined  as  practicing 
physicians  under  age  40  or  in  their  first  five  years  of  practice. 
Each  component  society  shall  be  entitled  to  representation  in 
the  section.  All  representatives  shall  be  members  of  the  Asso- 
ciation. The  Young  Physician  Section  shall  be  organized  under 
a governing  body  and  shall  elect  one  delegate  to  represent  it 
in  the  House  of  Delegates  to  the  Association. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Constitutional  Amendment  No.  3-88  as  amended. 
(The  amendment  would  reflect  one  delegate  from  each  grand 
division.) 

ACTION:  Lying  on  the  table  to  be  acted  upon  during  the 
House  of  Delegates  session  at  the  1989  annual  meeting. 


CONSTITUTIONAL  AMENDMENT  NO.  4-88 
Board  of  Trustees 

Whereas,  Article  V of  the  TMA  Constitution  establishes 
that  the  House  of  Delegates  is  the  legislative  and  business 
body  of  the  Association;  and 

Whereas,  The  Board  of  Trustees,  as  outlined  in  Article 
IX,  Section  5,  is  responsible  for  implementing  the  House  of 
Delegates’  policy  and  determining  Association  policy  be- 
tween sessions  of  the  House  of  Delegates;  and 

Whereas,  The  Constitution  implies,  but  does  not  specifi- 
cally state,  that  the  Board  of  Trustees  is  responsible  for  car- 
rying out  directives  of  the  House  of  Delegates;  and 

Whereas,  There  is  no  stated  requirement  that  the  Board 
of  Trustees  report  to  the  House  of  Delegates  its  progress  to- 
ward fulfilling  responsibilities  and  directives.  Now,  therefore 
be  it 

RESOLVED,  That  Article  IX  of  the  Constitution  be 
amended  by  adding  Section  8 which  will  read  as  follows: 

Sec.  8.  The  Board  of  Trustees  shall  seek  in  good  faith  to 
fulfill  the  responsibilities  and  directives  given  by  the  House  of 
Delegates.  The  Board  of  Trustees  shall  report  annually  to  the 
House  of  Delegates  on  the  status  of  the  responsibilities  and 
directives  given  it  by  the  House  of  Delegates  the  preceding 
year. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Constitutional  Amendment  No.  4-88. 

ACTION:  Lying  on  the  table  to  be  acted  upon  during  the 
House  of  Delegates  session  at  the  1989  annual  meeting. 


AMENDMENTS  TO  THE  BYLAWS 


BYLAW  AMENDMENT  NO.  1-88 
Name  Change  of  Committee  on  Rural  Health 

Whereas,  The  scope  and  activities  of  the  Committee  on 
Rural  Health  encompass  programs  directed  toward  urban  as 
well  as  rural  population  of  the  state  of  Tennessee;  and 
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Whereas,  Upon  recommendation  of  the  Committee  on 
Rural  Health,  the  Tennessee  Medical  Association  Board  of 
Trustees  concur  that  the  name  of  the  Committee  should  be 
changed  to  “Committee  on  Rural  and  Community  Health. " 
Now,  therefore  be  it 

RESOLVED , That  Chapter  VII,  Section  5.  of  the  Bylaws 
be  amended  as  follows: 

. . . This  division  shall  be  composed  of  the  following  com- 
mittees: Committee  on  Communications  and  Public  Service. 
Committee  on  Rural  and  Community  Health.  . . . 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Bylaw  Amendment  No.  1-88. 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  2-88 
AMA  Delegate  Allocation 

Whereas,  A specific  number  of  delegate  representatives 
to  the  American  Medical  Association  House  of  Delegates  are 
allocated  to  the  Tennessee  Medical  Association;  and 

Whereas,  This  allocation  is  based  on  the  number  of  active 
constituent  and  active  direct  members  of  the  American  Med- 
ical Association;  and 

Whereas,  This  number  of  representatives  is  subject  to 
fluctuation.  Now,  therefore  be  it 

RESOLVED,  That  Chapter  III,  Section  5 of  the  Bylaws 
be  amended  as  follows: 

....  Whenever  such  is  not  possible,  no  grand  division 
shall  have  more  than  one  delegate  or  alternate  delegate  ma- 
jority over  another  grand  division.  The  last  allocated  delegate 
and  alternate  seat  shall  be  eliminated  in  the  event  the  Associ- 
ation must  relinquish  a delegate  and  alternate  seat  formerly 
allocated  by  apportionment  or  other  methods  established  by 
the  American  Medical  Association.  . . . 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Bylaw  Amendment  No.  2-88. 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  3-88 
CME  Committee  Membership 

Whereas,  The  activities  of  the  Committee  on  Continuing 
Medical  Education  are  increasing  and  will  continue  to  in- 
crease over  the  next  few  years;  and 

Whereas,  Nationally,  continuing  medical  education  accre- 
ditation has  seemingly  stabilized  under  the  Accreditation 
Council  for  Continuing  Medical  Education  (ACCME);  and 
Whereas,  The  editor  of  the  Journal  of  the  Tennessee 
Medical  Association  is  in  a unique  position  of  being  able  to 
monitor  and  be  involved  in  CME  activities;  and 

Whereas,  It  would  be  extremely  advantageous  for  the  CME 
Committee  to  have  the  input  of  the  editor  of  the  Journal  of  the 
Tennessee  Medical  Association.  Now.  therefore  be  it 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


RESOLVED , That  Chapter  VII,  Section  17  of  the  Bylaws 
be  amended  by  adding  the  following  sentence  at  the  end: 

....  The  editor  of  the  Journal  of  the  Tennessee  Medical 
Association  will  be  an  ex-officio  member  of  this  committee. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE 
CONSTITUTION  AND  BYLAWS — recommended  adoption 
of  Bylaw  Amendment  No.  3-88. 

ACTION:  ADOPTED 


RESOLUTIONS 


The  reference  committees  have  the  option  of  recommend- 
ing a resolution  for  adoption  or  rejection,  for  adoption  as 
amended  or  substituted,  for  referral,  or  for  no  action.  The 
resolutions  that  follow  are  in  the  form  in  which  they  were 
adopted,  not  adopted,  or  referred  by  the  House  of  Delegates. 
Resolution  No.  17-88  was  withdrawn. 

RESOLUTION  NO.  1-88 

Expansion  of  Activities  of  Committee  on  Rural  Health 

By:  F.  Houston  Lowry,  M.D.,  Chairman 
TMA  Committee  on  Rural  Health 

Whereas,  For  25  years  the  Committee  on  Rural  Health 
has  successfully  cosponsored,  with  the  Tennessee  Farm  Bu- 
reau Federation  and  the  Agricultural  Extension  Service  of 
the  University  of  Tennessee,  annual  rural  health  conferences 
rotated  around  the  state  in  order  to  bring  current  preventive 
health  information  to  the  rural  leadership;  and 

Whereas,  Interest  continues  to  increase  along  with  at- 
tendance at  these  annual  conferences;  and 

Whereas,  With  the  current  AIDS  epidemic  and  current 
interest  in  health  prevention  in  other  areas,  the  committee  is 
of  the  opinion  that  an  expanded  program  directed  toward 
prevention  in  such  areas  is  essential.  Now,  therefore  be  it 
RESOLVED,  That  the  name  of  the  committee  be  changed 
to  “Committee  on  Rural  and  Community  Health”;  and  be  it 
further 

RESOLVED,  That  urban  physicians  be  added  to  the 
committee  membership;  and  be  it  further 

RESOLVED,  That  in  addition  to  current  annual  rural 
health  conferences,  an  annual  community  health  conference 
be  held  on  a rotating  basis  beginning  in  1989  in  metropolitan 
Tennessee.  The  purpose  of  the  conferences  is  to  disseminate 
to  the  innercity  leadership  information  on  preventive  health 
issues;  and  be  it  further 

RESOLVED,  That  such  additional  community  health 
conferences  be  funded  through  cosponsorships,  grants,  etc., 
in  order  that  no  additional  financial  burden  be  placed  upon 
the  Tennessee  Medical  Association;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  1-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  2-88 
Rape  of  the  Elderly 

By:  Thomas  K.  Ballard,  M.D. 

Consolidated  Medical  Assembly  of  West  Tennessee 

Whereas,  Rape  of  the  elderly  is  grossly  underreported  to 
authorities  because  of  humiliation,  embarrassment,  and  fear 
of  repeated  attacks;  and 

Whereas,  The  rape  of  one  elderly  individual  can  create 
such  a psychological  trauma  on  an  entire  senior  population 
as  to  effect  a reign  of  terror,  from  which  any  feeling  of  se- 
curity is  an  impossibility;  and 

Whereas,  Rape  was  the  fastest  growing  violent  crime  in 
the  United  States  during  the  past  ten  years  (1977-1986);  and 
Whereas,  The  natural  process  of  aging  makes  the  elderly 
population  more  vulnerable  to  criminal  acts  and  much  more 
prone  to  physical  damage  as  a result  of  a violent  crime;  and 
Whereas,  The  elderly  citizens  are  not  as  prone  to  use  any 
self-defense  mechanisms,  e.g.,  firearms,  knives,  clubs,  or  even 
screams  for  help,  as  the  general  population;  and 

Whereas,  A major  concern  of  older  Tennesseans  is  the 
fear  of  violent  crimes.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
endorse  legislation  which  would,  by  definition,  automatically 
assure  that  any  perpetrator  of  a rape  involving  a person  over 
the  age  of  60  would  be  charged  and  tried  in  court  under  the 
Aggravated  Rape  Statute  and  would  be  automatically  given 
an  additional  ten-year  sentence  upon  conviction;  and  be  it 
further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  A — recommended  nonadop- 
tion of  Resolution  No.  2-88. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  3-88 

Guiding  Principles  Regarding  Delivery  of 
Medical  Care  Services 

By:  Robert  W.  Ikard,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  In  1981,  the  House  of  Delegates  adopted  Res- 
olution No.  13-81  setting  forth  guiding  principles  regarding 
the  delivery  of  high  quality  medical  care  services.  These  prin- 
ciples continue  to  provide  a valuable  reference  to  the  mem- 
bership. Now,  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Ten- 
nessee Medical  Association  reaffirm  the  following  basic  prin- 
ciples regarding  the  delivery  of  high  quality  medical  care: 

1.  That  communication  and  consultation  with  the  Associ- 
ation be  readily  available  at  all  times  to  all  responsible  parties 
having  an  interest  in  matters  relating  to  the  delivery  of  med- 
ical care  services  and  to  the  public  health. 

2.  That  medical  care  of  uniformly  high  quality  be  avail- 
able to  all  persons  living  in  Tennessee. 

3.  That  the  maintenance  of  high  quality  in  medical  care  is 
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of  paramount  importance,  and  that  all  other  considerations 
are  secondary  to  this  goal. 

4.  That  each  practitioner,  as  an  individual,  is  directly  ac- 
countable for  his  professional  acts  and  deportment  to  his  pa- 
tients, to  his  medical  peers  and  to  authorized  licensing  agen- 
cies, and  that  the  public  interest  is  well  protected  by  such 
accountability;  further,  that  lay  (non-physician)  control  of,  or 
interference  with,  professionally  approved  medical  care  poli- 
cies and  ethical  practices  is  contrary  to  the  public  interest  and 
should  be  prohibited  at  all  levels  of  government. 

5.  That  patients  have  the  freedom  of  choice  in  choosing 
their  physician(s)  or  their  health  care  delivery  system,  and 
physicians  have  freedom  of  choice  in  accepting  patients  ex- 
cept in  emergency  situations,  and  that  assignment  by  any  third 
party  of  patient  to  physician  or  physician  to  patient  without 
freedom  of  choice  is  in  violation  of  this  principle  and  cannot 
be  approved;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  3-88. 

ACTION:  ADOPTED 


RESOLUTION  NO.  4-88 

Direct  Physician  Reimbursement  for  Assigned  Medicare 
Claims  from  Secondary  Insurance  Carriers 

By:  Phil  E.  Orpet,  Jr.,  M.D. 

Tennessee  Society  of  Internal  Medicine 

Whereas,  Physicians  who  accept  Medicare  assignment 
agree  not  to  balance  bill  the  patient;  and 

Whereas,  Physicians  who  accept  Medicare  assignment 
agree  that  the  payment  received  is  payment  in  full,  although 
typically  below  community  standards  of  medical  payment;  and 
Whereas,  Medicare  reimbursement  is  directly  to  the  phy- 
sician; and 

Whereas,  Secondary  insurance  carriers  should  also  reim- 
burse the  physician  directly  for  coinsurance  and  deductibles; 
and 

Whereas,  Some  secondary  insurance  carriers  do  not  reim- 
burse the  physician  directly.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
work  with  the  commissioner  of  Commerce  and  Insurance  and 
other  medical  organizations  to  establish  a law  or  regulation 
that  requires  secondary  insurance  carriers  to  reimburse  the 
coinsurance  and  deductible  payments  for  Medicare  patients 
directly  to  physicians  who  accept  assignment;  and  be  it  fur- 
ther 

RESOLVED,  That  the  Tennessee  delegates  to  the  Amer- 
ican Medical  Association  House  of  Delegates  introduce  a 
similar  resolution;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  4-88. 

ACTION:  ADOPTED 
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SUBSTITUTE  RESOLUTION  NO.  5-88 
Standardization  of  Insurance  Forms  and  Requirements 

By:  Donald  L.  Gaines,  M.D.,  Delegate 
TMA  Hospital  Medical  Staff  Section 

Whereas,  Requirements  by  third  party  payors  for  pre- 
certification and  re-certification  for  hospital  stays  are  increas- 
ing and  becoming  more  confusing;  and 

Whereas,  Physicians  and  their  office  staff  spend  an  inor- 
dinate amount  of  time  on  the  patients’  behalf  communicating 
with  third  party  payors  attempting  to  understand  and  comply 
with  policy  requirements;  and 

Whereas,  This  activity  is  adding  to  the  cost  of  medical  care 
by  forcing  employment  of  additional  personnel  to  do  nothing 
but  interface  with  third  party  payors.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association 
bring  to  the  attention  of  the  commissioner  of  Commerce  and 
Insurance  the  problems  and  hardships  caused  by  insurance 
company  requirements  for  pre-certification  and  re-certifica- 
tion;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  re- 
quest the  Tennessee  Department  of  Commerce  and  Insurance 
to  develop  standardization  for  pre-certification  and  re-certifi- 
cation of  hospital  stays;  and  be  it  further 

RESOLVED,  That,  through  the  TMA  newsletter  (The 
Chart)  and  the  component  medical  societies,  the  membership 
be  encouraged  to  notify  the  Tennessee  Medical  Association 
office  in  writing  of  instances  where  undue  hardships  have  been 
caused  by  these  insurance  practices;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  C— offered  Substitute  Resolu- 
tion No.  5-88  to  replace  original  Resolutions  No.  5-88  and  No. 
12-88;  recommended  adoption  of  Substitute  Resolution  No.  5-88. 

ACTION:  ADOPTED 


RESOLUTION  NO.  6-88 
Trauma  Center  Designation 

By:  Donald  L.  Gaines,  M.D.,  Delegate 
TMA  Hospital  Medical  Staff  Section 

Whereas,  Currently,  there  are  emergency  medical  service 
committees  meeting  to  establish  guidelines  for  trauma  center 
designation;  and 

Whereas,  Establishment  of  a trauma  center  designation 
system  will  affect  patient  triage  and  patient  flow.  Now,  there- 
fore be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
continue  to  be  involved  in  any  action  to  establish  trauma  center 
designation  and  criteria  involved;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  6-88. 

ACTION:  ADOPTED 
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RESOLUTION  NO.  7-88 
Health  Care  Plans/Contracts 

By:  Robert  W.  Ikard,  M.D. 

Whereas,  Many  health  insurance  companies  and  self-insur- 
ing entities,  such  as  the  state  of  Tennessee,  are  offering  new, 
drastically  different  and  limited  health  care  plans  to  patients 
as  employees  and  to  groups  through  their  employers,  unions, 
and  other  organizations;  and 

Whereas,  Many  of  these  plans  are  reducing  the  quality  of 
care  and  patient  freedom  of  choice,  solely  to  reduce  costs;  and 
Whereas,  Some  plans  arbitrarily  eliminate  physicians  and 
hospitals;  and  physicians  may  be  eliminated  either  directly,  by 
not  being  included  in  the  plan,  or  indirectly,  by  the  elimination 
of  hospitals  where  they  practice;  and 

Whereas,  Patients  may  no  longer  be  able  to  use  the  physi- 
cian and  hospital  of  their  choice;  and 

Whereas,  Such  plans  totally  ignore  the  value  of  the  physi- 
cian-patient relationship,  the  patient’s  freedom  of  choice,  and 
the  best  health  care;  and 

Whereas,  Good  health  care  results  in  long-term  savings  to 
patients,  as  opposed  to  plans  that  focus  on  short-term  costs, 
while  sacrificing  the  long-term  well-being  of  them;  and 

Whereas,  Such  inappropriate  shortsightedness  requires  that 
patients  sacrifice  both  their  present  values  and  future  well- 
being; and 

Whereas,  Patients,  in  some  instances,  are  not  offered  choices 
of  other  plans  that  may  be  preferable  and  in  their  best  interest. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
continue  to  advocate  on  behalf  of  patients;  and  be  it  further 
RESOLVED,  That  the  Tennessee  Medical  Association  de- 
plore plans  which  ignore  the  importance  of  health  care,  the 
patient’s  freedom  of  choice,  and  the  value  of  the  ongoing 
physician-patient  relationship;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  ex- 
press and  outline  its  concern  by  sending  a copy  of  this  resolu- 
tion to  appropriate  agencies  or  entities  responsible  for  author- 
izing and  regulating  such  plans;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  7-88. 

ACTION:  ADOPTED 


RESOLUTION  NO.  8-88 
Quality  Assurance  Under  Medicare 

By:  William  M.  Young,  M.D. 

Lincoln  County  Medical  Society 

Whereas,  The  Health  Care  Financing  Administration  is 
charged  with  implementing  quality  assurance  in  the  Medicare 
program;  and 

Whereas,  The  Joint  Commission  on  the  Accreditation  of 
Healthcare  Organizations  has  monitoring  of  quality  medical 
care  as  one  of  its  top  priorities;  and 


Whereas,  Individual  hospitals  have  the  responsibility  for 
maintaining  their  own  quality  assurance  program  monitoring; 
and 

Whereas,  The  issues  of  quality  of  care  from  admission  to 
the  hospital  through  two  weeks  after  discharge  seem  to  be 
included  by  each  of  these  entities;  and 

Whereas,  None  of  these  groups  is  apparently  attempting  to 
assess  the  impact  on  quality  of  medical  care  as  it  relates  to  the 
present  “medically  necessary”  admission  standards  and  their 
implementation,  addressing  the  resulting  interference  with 
hospital  care  access  early  in  a disease  process,  as  well  as  the 
resulting  marked  increase  in  outpatient  surgery  and  outpatient 
invasive  procedures.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association, 
alone  and  through  the  efforts  and  influence  of  the  American 
Medical  Association,  appeal  to  the  Health  Care  Financing 
Administration,  Joint  Commission  on  the  Accreditation  of 
Healthcare  Organizations  and  individual  hospitals  to  examine 
and  assess  the  present  impact  on  quality  medical  care  resulting 
from  present  medical  necessity  standards,  denial  of  hospital 
admission  for  illness,  and  surgical  or  invasive  procedures;  and 
be  it  further 

RESOLVED,  That  copies  of  this  resolution  be  sent  to  the 
Tennessee  congressional  delegation;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  8-88. 

ACTION:  ADOPTED 


RESOLUTION  NO.  9-88 

Physician  (“Doctors”)  Services  Costs  as  Reported  by 
HHS  and  Medicare 

By:  William  M.  Young,  M.D. 

Lincoln  County  Medical  Society 

Whereas,  Physician  (“Doctors”)  fees  and  costs,  when  re- 
ferred to  by  the  Department  of  Health  and  Human  Services 
and  Medicare,  include  practitioners  other  than  physician  MDs. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association,  in 
conjunction  with  the  American  Medical  Association,  urge  and 
demand  that  the  Department  of  Health  and  Human  Services 
and  the  Health  Care  Financing  Administration  should  at  all 
times  distinguish  between  MDs  and  non-MDs  and  discontinue 
the  use  of  the  all-inclusive  term  “provider”  when  reporting  or 
referring  to  costs  of  physician  services;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  9-88  as  amended. 

ACTON:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  10-88 

Deficiencies  in  Provider  Data  Sheet — Fiscal  Year  1988 

By:  C.  Eugene  Jabbour,  M.D.,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  In  previous  years  the  Health  Care  Financing 
Administration  has  sent  physicians  Provider  Data  Sheets  which, 
in  addition  to  the  procedure  codes,  provided  the  descriptive 
terminology  related  to  the  code  in  the  format  easy  to  read;  and 

Whereas,  For  fiscal  year  1988,  the  Provider  Data  Sheets  do 
not  have  the  descriptive  terminology,  are  single  spaced  and  are 
not  lined,  making  them  difficult  to  read  and  interpret.  Now, 
therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  ex- 
press to  the  Health  Care  Financing  Administration  its  dissat- 
isfaction with  the  1988  Provider  Data  Sheets  and  ask  that 
future  information  be  in  the  same  format  as  it  was  in  1987;  and 
be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  10-88. 

ACTION:  ADOPTED 


RESOLUTION  NO.  11-88 
Duty  to  Warn 

By:  John  W.  Lamb,  M.D. 

TMA  Committee  on  Mental  Health 

Whereas,  The  Committee  on  Mental  Health  is  opposed  to 
physicians  being  required  by  legislative  act  to  warn  potentially 
endangered  third  parties  of  violent  patients;  and 

Whereas,  the  Tennessee  Medical  Association  Board  of 
Trustees  has  been  apprised  of  this  opposition  by  the  commit- 
tee; and 

Whereas,  It  is  the  desire  of  the  committee  to  offer  as  an 
alternative  proposal  guidelines  in  lieu  of  a legislative  mandate. 
Now,  therefore  be  it 

RESOLVED,  That  this  House  of  Delegates  voice  its  op- 
position to  any  legislative  proposal  which  would  mandate  a 
physician’s  duty  to  warn  endangered  third  parties  of  violent 
patients;  and  be  it  further 

RESOLVED,  That  in  lieu  of  such  legislative  act,  physicians 
be  referred  to  Section  5.05  on  Confidentiality  of  Opinions  of 
the  Council  on  Ethical  and  Judicial  Affairs  of  the  American 
Medical  Association  as  a standard  of  ethical  behaviors  in  such 
instances;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  11-88. 

ACTION:  ADOPTED 
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RESOLUTION  NO.  12-88 

Pre-Admission  Certification  and  Re-Certification 
During  Hospitalization 

By:  David  K.  Garriott,  M.D.,  Delegate 
Sullivan  County  Medical  Society 

Whereas,  Insurance  companies  decide  whether  or  not  to 
validate  admission  as  medically  necessary  following  a patient’s 
discharge  from  the  hospital;  and 

Whereas,  Calls  to  an  insurance  company  before  admission 
to  obtain  pre-certification  require  time  from  the  physician  for 
which  he  is  not  paid;  and 

Whereas,  Follow-up  calls  required  by  the  insurance  com- 
pany during  the  hospitalization  for  re-certification  and  updated 
plans  of  treatment  cause  further  disruption  of  physician  time. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
bring  to  the  attention  of  the  commissioner  of  Commerce  and 
Insurance  the  problems  and  hardships  caused  by  insurance 
company  requirements  for  pre-certification  and  re-certifica- 
tion; and  be  it  further 

RESOLVED,  That,  through  the  TMA  newsletter  (The 
Chart)  and  the  component  medical  societies,  the  membership 
be  encouraged  to  notify  the  Tennessee  Medical  Association 
office  in  writing  of  instances  where  undue  hardships  have  been 
caused  by  these  insurance  practices;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  C — offered  Substitute  Resolu- 
tion No.  5-88  to  replace  original  Resolutions  No.  5-88  and  No. 
12-88;  recommended  adoption  of  Substitute  Resolution  No.  5-88. 

ACTION:  NOT  ADOPTED  (Was  replaced  with  Substitute  Res- 
olution No.  5-88,  which  was  adopted.) 


RESOLUTION  NO.  13-88 
Public  Information  on  Health  Care 

By:  Thurman  L.  Pedigo,  M.D.,  Delegate 
Warren  County  Medical  Society 

Whereas,  Physicians,  because  of  their  conservative  stance 
on  advertising,  suffer  from  political  and  media  attacks  on  their 
credibility;  and 

Whereas,  Organized  medicine  is  responsible  for  educating 
the  public  about  health  care  issues  and  physician  interest  in 
the  public's  health;  and 

Whereas,  Public  interest  information  is  available  in  ade- 
quate quantities  to  support  a positive,  public  information  cam- 
paign; and 

Whereas,  The  public  is  influenced  by  media  advertising; 

and 

Whereas,  A recent  nonpartisan,  nonbiased  poll  in  Tennes- 
see demonstrated  a high  degree  of  public  trust  of  physicians. 
Now,  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Tennes- 
see Medical  Association  reaffirm  its  desire  for  an  organized 
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public  relations  program  by  the  Tennessee  Medical  Associa- 
tion; and  be  it  further 

RESOLVED.  That  the  subsequent  public  relations  pro- 
gram attempt  to  convey  to  every  Tennessean  a positive  image 
of  the  practice  of  medicine  and  the  practicing  physician  as 
primarily  concerned  about  the  patient  and  the  quality  of  care; 
and  be  it  further 

RESOLVED,  That  the  public  relations  program  position 
the  Tennessee  Medical  Association  as  the  “voice”  in  Tennes- 
see for  quality  medical  care  and  for  the  credible  facts  about 
the  changing  health  care  environment  in  Tennessee;  and  be  it 
further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  13-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  14-88 
Cancer  Care  for  Economically  Disadvantaged 

By:  William  B.  Harwell,  Jr.,  M.D..  Delegate 
Nashville  Academy  of  Medicine 

Whereas,  The  American  Cancer  Society  has  established  a 
standing  committee  to  address  “Cancer  in  the  Economically 
Disadvantaged”;  and 

Whereas,  Such  a committee  is  undertaking  a series  of  pilot 
programs  across  the  state  of  Tennessee  to  encourage  the 
screening  of  the  economically  disadvantaged  for  cancer;  and 
Whereas,  There  are  approximately  900,000  people  in  Ten- 
nessee without  private  or  government  health  insurance;  and 
Whereas,  The  Tennessee  Medical  Association  recognizes 
the  responsibility  of  physicians  to  provide  care  to  the  indigent 
and  working  poor.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
recognize  the  work  of  the  American  Cancer  Society  in  pro- 
moting cancer  screening  of  asymptomatic  patients  with  limited 
financial  means  across  the  state  of  Tennessee;  and  be  it  further 
RESOLVED,  That  the  Tennessee  Medical  Association  re- 
quest its  members  to  participate  in  such  pilot  programs  to 
provide  basic  medical  screening  and  testing  for  the  economi- 
cally disadvantaged;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  urge 
its  members  to  participate  in  providing  medical  service  at  cost 
or  no  cost  for  the  economically  disadvantaged  who  are  found 
to  be  in  need  of  medical  care  as  a result  of  such  pilot  programs 
and  who  do  not  possess  adequate  financial  means  or  insurance 
or  government  coverage  to  pay  for  necessary  physician  care; 
and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  14-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  15-88 

Medicare  and  HCFA  Interference  in  the 
Doctor-Patient  Relationship 

By:  Joseph  L.  Willoughby,  M.D..  Delegate 
Williamson  County  Medical  Society 

Whereas,  The  Medicare  Administration  under  the  direc- 
tion of  the  Health  Care  Financing  Administration  (HCFA)  is 
routinely  interfering  in  the  doctor-patient  relationship  by  dis- 
tributing information  which  confuses  the  patient  about  his  re- 
sponsibility for  payment  and  informs  the  patient  that  certain 
services  are  not  covered,  therefore  not  necessary  and  a refund 
is  in  order;  and 

Whereas,  This  interference  is  being  done  with  the  apparent 
approval  of  Congress  to  meet  the  demands  of  the  Omnibus 
Budget  Act  of  1987;  and 

Whereas,  This  interference  appears  to  be  designed  to  make 
the  physician  appear  dishonest  in  his  dealings  with  the  patient 
and  thereby  undermines  the  doctor-patient  relationship;  and 

Whereas,  The  Congress  of  the  United  States  has  been  un- 
responsive, for  the  most  part,  to  the  protest  of  physicians  as 
individuals  and  collectively  as  the  American  Medical  Associ- 
ation; and 

Whereas,  The  physician,  in  order  to  maintain  his  condition 
of  respect  with  his  patient,  needs  an  organized  approach  to 
inform  the  patient  about  who  is  really  responsible  for  the  de- 
crease in  benefits  and  about  the  questionable  tactics  that  HCFA 
and  the  Medicare  Administration  are  using  to  bring  about 
these  decreases.  Now,  therefore  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association 
challenge  each  of  its  component  societies  to  develop  a public 
relations  program  to  inform  patients  about  the  actions  of  Con- 
gress, the  Health  Care  Financing  Administration,  and  the 
Medicare  Administration  and  about  how  these  actions  impact 
on  their  benefits;  and  be  it  further 

RESOLVED.  That  every  component  society  be  encour- 
aged to  form  a “patient  advocacy”  committee  to  deal  with  the 
problems  created  for  patients  by  the  information  distributed 
by  the  Medicare  Administration;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  of- 
fer its  staff  to  assist  each  component  society  in  implementing 
the  public  relations  program  and  the  “patient  advocacy”  com- 
mittee; and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  15-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  16-88 
Outstanding  Physician  of  the  Year  Award 

By:  C.  Eugene  Jabbour,  M.D..  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  Currently,  the  Outstanding  Physician  of  the  Year 
is  nominated  and  voted  on  during  the  first  session  of  the  Ten- 
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nessee  Medical  Association  House  of  Delegates;  and 

Whereas,  This  format  affords  no  opportunity  for  the  dele- 
gates to  personally  meet  the  candidates.  Now,  therefore  be  it 
RESOLVED,  That  the  criteria  and  method  of  election  for 
this  award  be  reevaluated  by  the  Committee  to  Elect  Outstand- 
ing Physician  of  the  Year,  and  its  recommendation  be  reviewed 
by  the  Board  of  Trustees  and  presented  to  the  1989  session  of 
the  House  of  Delegates;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  16-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  18-88 
Reversal  of  Roe  vs.  Wade 

By:  Hugh  Francis,  Jr.,  M.D.,  Delegate 

Whereas,  The  American  Medical  Association  in  1859  unan- 
imously adopted  a report  on  abortion  terming  it  “unwarrant- 
able destruction  of  human  life”;  and 

Whereas,  The  American  Medical  Association  in  1871  unan- 
imously adopted  a report  naming  abortion  “the  wholesale  de- 
struction of  unborn  infants”;  and 

Whereas,  Since  the  Roe  V5  Wade  decision,  more  than  20 
million  preborn  children  have  been  killed  by  elective  abortion; 
and 

Whereas,  Supreme  Court  Justice  Sandra  Day  O’Connor 
has  written  that  the  Roe  vs  Wade  decision  cannot  endure  be- 
cause it  is  “on  a collison  course  with  itself  . . .”  due,  in  part, 
to  medical  progress  which  recognizes  and  protects  the  living 
preborn  child  even  earlier  in  gestation;  and 

Whereas,  The  preborn  child  is  becoming  even  more  clearly 
recognized  by  all  Americans  as  a patient  separate  from  mother 
and,  as  such,  subject  to  individual  medical  and  even  surgical 
treatment;  and 

Whereas,  Increasing  awareness  that  abortion  is  a killing 
procedure  performed  by  physicians  rightly  diminishes  the  pub- 
lic’s respect  for  medicine  as  the  healing  profession.  Now,  there- 
fore be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
hereby  call  upon  the  American  Medical  Association,  through 
its  House  of  Delegates  and  all  other  means  available,  to  work 
to  restore  public  confidence  in  medicine  as  the  healing  profes- 
sion which  consistently  rejects  participation  in  killing,  by  urg- 
ing all  physicians  to  work  for  the  reversal  of  the  Roe  vs  Wade 
decision;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  B — recommended  nonadop- 
tion of  Resolution  No.  18-88. 

ACTION:  NOT  ADOPTED 
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RESOLUTION  NO.  19-88 
Promotion  of  Wellness  Programs 

By:  Robert  W.  Ikard,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  32-81  adopted  by  the  House  of 
Delegates  in  1981  called  for  the  Tennessee  Medical  Associa- 
tion to  promote  wellness  programs;  and 

Whereas,  The  Tennessee  Medical  Association  continues  to 
support  the  educational  effort  called  “wellness”  which  advo- 
cates self-responsibility  in  protecting  and  enhancing  health 
through  the  proper  use  of  nutrition,  physical  fitness,  emotional 
control,  and  stress  management.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  re- 
affirm its  position  that  strongly  favors  wellness  as  a valuable 
and  desirable  addition  to  traditional  health  care;  and  be  it 
further 

RESOLVED,  That  all  Tennessee  physicians  work  with 
others  in  their  community  to  promote  wellness  principles,  to 
develop  programs  to  upgrade  health  education,  to  develop 
programs  to  detect  health  risks,  to  disseminate  information  on 
wellness-promoting  lifestyle  practices,  and  to  reemphasize  the 
role  of  the  physician  as  a teacher;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  19-88. 

ACTION:  ADOPTED 


RESOLUTION  NO.  20-88 

Requirement  of  Interest  Payments  to  Physicians  for 
Delayed  Settlement  of  Health  Care  Claims 

By:  Albert  J.  Grobmyer,  III,  M.D..  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  In  seeking  settlement  of  patient  accounts  due. 
physicians  submit  assigned  claims  to  third  party  payors  for 
services  rendered;  and 

Whereas,  The  state  of  Tennessee  has  legislated  that  prop- 
erly submitted  health  insurance  claims  shall  be  paid  within  30 
days  from  the  day  of  receipt  by  the  insurance  company  (T.C.  A. 
68-11-219);  and 

Whereas,  Third  party  payors  often  withhold  settlement  of 
such  claims  well  beyond  that  stipulated  interval  for  a variety 
of  administrative  reasons;  and 

Whereas,  Propriety  of  interest  payments  for  funds  withheld 
beyond  stipulated  intervals  is  recognized  by  the  Medicare 
Administration.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association, 
through  its  legislative  contacts  and  in  conjunction  with  the 
Tennessee  Department  of  Commerce  and  Insurance,  seek  leg- 
islation requiring  interest  payments  to  physicians  from  third 
party  payors  on  monies  held  beyond  30  days  after  receipt  of  a 
properly  submitted  claim;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
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modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  20-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  21-88 
Yellow  Pages  Advertising 

By:  Robert  K.  Berglund,  M.D.,  President 
Chattanooga-Hamilton  County  Medical  Society 

Whereas,  The  purpose  of  advertising  is  to  call  public  atten- 
tion to  a product  or  service;  and 

Whereas,  The  citizens  of  the  state  of  Tennessee  rely  on  the 
Yellow  Pages  of  Bell  Telephone  subsidiaries  for  information 
on  a variety  of  products  and  services;  and 

Whereas,  The  Yellow  Pages  lists  Podiatrists  and  Chiro- 
practors under  the  heading  of  “Physician";  and 

Whereas,  Tennessee  Code  Annotated,  Section  63-19-102, 
defines  physician  as  a “person  lawfully  licensed  to  practice 
medicine  and  surgery,  or  osteopathy  . . and 

Whereas,  Webster’s  Dictionary  defines  physician  as  “a  per- 
son skilled  in  the  art  of  healing;  specifically:  a doctor  of  medi- 
cine.” Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
work  to  ensure  the  Yellow  Pages  accurately  classify  all  practi- 
tioners of  the  healing  arts  in  order  that  consumers  have  access 
to  accurate  information;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  21-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  22-88 
Third  Party  Contracts 

By:  Phillip  A.  Pedigo,  M.D.,  Delegate 

Whereas,  Physicians  are  constantly  being  approached  to 
sign  third  party  contracts;  and 

Whereas,  Physicians  have  a professional  responsibility  to 
serve  as  the  fiduciary  of  the  patient;  and 

Whereas,  Physicians  should  have  a clear  understanding  of 
the  restrictions  placed  on  them  and  their  patients  by  these  third 
party  contracts  before  signing.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  form 
a contract  review  committee  whose  purpose  will  be  to  review 


third  party  contracts  and  to  disseminate  information  regarding 
these  contracts  to  the  membership;  and  be  it  further 

RESOLVED,  That  this  committee  coordinate  its  activities 
with  the  local  component  societies  which  have  contract  review 
committees  to  avoid  duplication  of  effort;  and  be  it  further 
RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  C — recommended  nonadop- 
tion of  Resolution  No.  22-88. 

ACTION:  ADOPTED 


RESOLUTION  NO.  23-88 
Laboratory  Testing 

By:  Phillip  A.  Pedigo,  M.D.,  Delegate 

Whereas,  Laboratory  tests  are  routine  for  detecting  many 
diseases  and  consume  an  estimated  one  of  every  three  health 
care  dollars;  and 

Whereas,  Their  frequent  use  is  due  partly  to  the  increased 
accuracy  they  offer  a physician  in  attempting  to  make  a diag- 
nosis; and 

Whereas,  It  has  been  reported  that  in  some  laboratories 
the  accuracy  of  test  results  such  as  Pap  smears  is  flawed  at  best; 
and 

Whereas,  Regulatory  control  under  Medicare,  the  Health 
Care  Financing  Administration,  and  the  Clinical  Laboratory 
Improvement  Act  lacks  the  resources  to  adequately  monitor 
laboratories  to  enforce  regulations  and  quality  control;  and 

Whereas,  The  Department  of  Health  and  Human  Services 
has  proposed  eliminating  the  requirement  that  commercial  lab- 
oratories servicing  Medicare  patients  be  operated  by  physi- 
cians or  by  scientists  with  doctoral  degrees.  Now,  therefore  be 
it 

RESOLVED,  That  the  Tennessee  Medical  Association 
House  of  Delegates  oppose  the  elimination  of  the  requirement 
that  commercial  laboratories  servicing  Medicare  patients  be 
operated  by  physicians  or  by  scientists  with  doctoral  degrees; 
and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  urge 
the  American  Medical  Association,  in  conjunction  with  the 
American  Society  of  Clinical  Pathologists,  the  College  of 
American  Pathologists  and  the  Department  of  Health  and  Hu- 
man Services,  to  develop  guidelines  for  clinical  laboratories 
not  currently  accredited  through  the  Joint  Commission  on  Ac- 
creditation of  Healthcare  Organizations  to  ensure  a uniform 
standard  test  of  reliability;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  forwarded 
to  the  Department  of  Health  and  Human  Services;  and  be  it 
further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  23-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  24-88 
Smoking  in  Hospitals 

By:  Phillip  A.  Pedigo,  M.D.,  Delegate 

Whereas,  Secondhand  smoke  is  increasingly  recognized  as 
a public  health  hazard;  and 

Whereas,  The  dangers  of  secondhand  smoke  have  not  been 
dealt  with  appropriately  by  either  the  federal,  state  or  local 
government;  and 

Whereas,  Physicians  have  responsibility  to  inform  the  pub- 
lic of  the  dangers  of  smoking.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association, 
through  the  Hospital  Medical  Staff  Section,  urge  the  hospitals 
in  Tennessee  to  eliminate  smoking  in  all  areas  of  the  hospitals; 
and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  B —offered  Substitute  Resolu- 
tion No.  27-88  to  replace  original  Resolutions  No.  24-88  and 
No.  27-88;  recommended  adoption  of  Substitute  Resolution  No. 
27-88. 

ACTION:  NOT  ADOPTED  (Was  replaced  with  Substitute  Res- 
olution No.  27-88,  which  was  adopted.) 


RESOLUTION  NO.  25-88 
AIDS  Testing 

By:  Phillip  A.  Pedigo,  M.D.,  Delegate 

Whereas,  AIDS  is  potentially  the  biggest  public  health  threat 
to  the  world  at  this  time;  and 

Whereas,  Any  restriction  of  informed  consent  would  in- 
hibit the  ability  of  physicians  to  deal  with  patients;  and 

Whereas,  AIDS  should  be  treated  as  syphilis  and  tubercu- 
losis were  in  the  past  rather  than  a political  problem.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  op- 
pose any  effort  to  restrict  the  physician’s  right  to  test  for  HIV 
antibodies;  and  be  it  further 

RESOLVED,  That  strong  opposition  to  informed  consent 
statutes  that  limit  the  ability  to  conduct  HIV  antibody  tests 
should  be  supported;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  sent  to  all 
members  of  the  General  Assembly  and  the  governor;  and  be 
it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  25-88  as  amended. 

ACTION:  REFERRED  TO  TMA  BOARD  OF  TRUSTEES 
FOR  FURTHER  STUDY 
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RESOLUTION  NO.  26-88 
Membership  for  Osteopaths 

By:  Dudley  C.  Fort,  Jr.,  M.D.,  Delegate 
Franklin  County  Medical  Society 

Whereas,  The  American  Medical  Association  admits  to 
active  membership  a person  who  possesses  the  degree  of  doctor 
of  medicine  or  its  equivalent  or  who  possesses  an  unrestricted 
license  to  practice  medicine  and  surgery;  and 

Whereas,  Component  medical  societies  of  the  Tennessee 
Medical  Association  are  authorized  to  establish  an  affiliate 
membership  category  for  health  professionals  other  than  phy- 
sicians; and 

Whereas,  The  Constitution  of  the  Tennessee  Medical  As- 
sociation defines  “physician”  as  a person  who,  having  been 
regularly  admitted  to  a medical  school  duly  recognized  in  the 
country  in  which  it  is  located,  has  successfully  completed  the 
prescribed  course  of  studies  in  medicine,  and  has  acquired  the 
requisite  qualifications  to  be  legally  licensed  to  practice  medi- 
cine; and 

Whereas,  Tennessee  Code  Annotated  repeatedly  defines 
“physician”  as  a person  licensed  to  practice  medicine  or  osteo- 
pathy. Now,  therefore  be  it 

RESOLVED,  That  the  Committee  on  Constitution  and 
Bylaws  be  directed  to  draft  the  necessary  changes  to  the  Con- 
stitution and  Bylaws,  for  consideration  by  the  House  of  Dele- 
gates in  1989,  that  will  define  “physician”  in  accordance  with 
Tennessee  Code  Annotated;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  26-88. 

ACTION:  NOT  ADOPTED 


SUBSTITUTE  RESOLUTION  NO.  27-88 
Health  Effects  of  Tobacco  Use 

By:  Robert  W.  Ikard,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  American  Medical  Association  has  adopted 
numerous  policies  in  support  of  a tobacco-free  society  by  the 
year  2000;  and 

Whereas,  The  smoking  of  tobacco  is  an  addiction,  and  the 
oral  use  of  smokeless  tobacco  products  can  lead  to  addiction: 
and 

Whereas,  Cigarette  smoking  is  the  chief,  single,  avoidable 
cause  of  death  in  our  society,  and  over  350,000  people  die  each 
year  from  smoking-related  illnesses;  and 

Whereas,  Cigarette  smokers  have  a significantly  greater 
chance  of  stroke  than  non-smokers,  regardless  of  other  risk 
factors,  and  the  secondary  inhalation  of  tobacco  smoke  pro- 
duces harmful  effects  on  the  human  body;  and 

Whereas,  Smoking’s  adverse  health  consequences  cost  the 
nation's  taxpayers  $65  billion  each  year  in  increased  medical 
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bills,  premature  death  and  lost  time  from  work;  and 

Whereas.  Several  national  studies  support  the  premise  that 
a message  from  a physician  about  smoking  cessation  can  be 
the  critical  factor  in  a patient's  decision  to  quit  smoking,  and 
physicians  should  therefore  take  a lead  role  in  educating  their 
patients  about  the  harmful  effects  of  tobacco;  and 

Whereas,  The  Surgeon  General  of  the  United  States  has 
concluded  that  the  oral  use  of  smokeless  tobacco  represents  a 
significant  health  risk,  including  oral  cancer,  leukoplakia,  gin- 
gival recession,  gingivitis  and  nicotine  addiction  and  depend- 
ence; and 

Whereas,  The  American  Academy  of  Pediatrics  has  taken 
a strong  policy  position  on  the  control  of  the  sale  and  advertis- 
ing of  all  forms  of  smokeless  tobacco  for  the  protection  of  the 
present  and  future  health  of  the  children  of  this  nation;  and 
Whereas,  The  use  of  smokeless  tobacco  in  the  United  States 
and  in  Tennessee  has  dramatically  increased  in  recent  years, 
particularly  among  adolescent  boys,  and  cigarette  smoking  has 
dramatically  increased  among  adolescent  girls;  and 

Whereas,  The  management  and  operation  of  the  Tennessee 
Medical  Association  should  serve  as  a model  for  healthy  work 
environments  to  all  those  with  whom  TMA  leaders  and  staff 
come  in  contact,  and  to  businesses  and  organizations  through- 
out Tennessee.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
continue  its  policy  of  prohibiting  smoking  in  meetings  of  the 
House  of  Delegates  and  scientific  sessions,  and  further  en- 
courage any  physician  in  Tennessee  who  smokes  to  quit  smok- 
ing; and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
support  the  efforts  of  the  American  Medical  Association  to 
achieve  a ban  on  all  advertising  and  promotion  of  tobacco 
products;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  urge 
hospital  and  outpatient  clinics  in  Tennessee  to  ban  the  sale  and 
use  of  tobacco  in  all  areas  of  these  hospitals  and  outpatient 
clinics;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  B — offered  Substitute  Resolu- 
tion No.  27-88  to  replace  original  Resolutions  No.  24-88  and 
No.  27-88;  recommended  adoption  of  Substitute  Resolution  No. 
27-88. 

ACTION:  ADOPTED 


RESOLUTION  NO.  28-88 
Medicare  and  the  Long-Term  Care  Physicians 

By:  Joseph  L.  Willoughby,  M.D.,  Delegate 
Williamson  County  Medical  Society 

Whereas,  The  Tennessee  Medical  Association  endorses  the 
integrity  of  the  patient-physician  relationship;  and 

Whereas,  The  Tennessee  Code  regarding  rules  and  regu- 
lations in  nursing  homes  states  “a  physician  shall  be  responsi- 


ble for  the  periodic  reevaluation  of  each  patient's  condition  as 
appropriate  and  shall  review  and  update  treatment  orders";  and 
Whereas,  The  quality  of  medical  care  delivered  in  the  long- 
term care  setting  should  be  as  important  as  the  cost  effective- 
ness of  the  care  delivered;  and 

Whereas,  Health  Care  Financing  Administration  (HCFA) 
has  been  sending  nonparticipating  physicians,  who  provide 
services  on  an  unassigned  basis  in  the  long-term  care  setting, 
‘‘letters  of  denial”  for  visiting  patients  in  the  extended  care 
setting  more  frequently  than  a 30-day  interval,  irrespective  of 
the  medical  condition  of  the  patient  and  the  actual  necessity 
for  seeing  that  patient;  and 

Whereas,  In  addition,  HCFA  is  sending  the  patient  a state- 
ment that  the  services  were  “determined  to  be  not  covered 
because  they  are  not  reasonable  and  necessary”  and  without 
any  examination  of  the  facts  of  the  case,  implying  the  physician 
is  stealing  from  the  patient,  and  that  he  must  refund  any  fees 
collected  and  is  liable  for  civil  penalties  if  he  does  not  comply 
within  a 30-day  time  frame:  and 

Whereas,  This  practice  clearly  disrupts  the  integrity  of  the 
contractual  relationship  between  the  patient  and  his  attending 
physician;  and 

Whereas,  This  practice  further  discourages  physician  in- 
volvement in  the  long-term  care  setting,  not  only  denying  rea- 
sonable reimbursement  for  sendee  rendered,  but  provoking  a 
liability  situation  by  implying  the  physician  is  not  doing  some- 
thing that  is  medically  necessary;  and 

Whereas,  This  creates  a two-tiered  system  of  medical  care 
because  the  patient  in  a skilled  nursing  facility  is  allowed  more 
than  one  visit  per  month  and  the  non-nursing  home  patient  of 
the  same  age  can  visit  a physician  as  many  times  as  desired. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
voice  its  opposition,  through  its  congressional  delegation,  to 
the  congressional  action  that  does  not  allow  reimbursement 
for  more  than  one  physician  visit  per  month  to  a patient  in  an 
intermediate  care  nursing  facility;  and  be  it  further 

RESOLVED,  That  the  membership  of  the  Tennessee 
Medical  Association  be  encouraged  to  solicit  the  assistance  of 
their  patients  in  requesting  that  Congress  overturn  present  laws 
and  regulations  that  discriminate  against  the  elderly  in  inter- 
mediate care  facilities  and  interfere  with  the  physician-patient 
relationship;  and  be  it  further 

RESOLVED,  That  institutions,  physicians  or  other  inter- 
ested parties,  at  the  time  of  each  occurrence,  should  request 
from  a congressman  or  senator  permission  for  the  patient  in 
an  intermediate  care  facility  to  be  allowed  a second  physician 
visit;  and  be  it  further 

RESOLVED,  That  physicians  urge  their  patients'  families 
to  contact  their  congressmen  and  senators  requesting  permis- 
sion for  family  members  in  an  intermediate  care  facility  to  be 
seen  when  the  attending  physician  feels  it  medically  necessary 
and  appropriate;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
members  be  urged  to  notify  families  and  nursing  home  admin- 
istrators that  until  Congress  allows  reimbursement  for  more 
than  one  visit  per  month,  that  patients,  who  after  having  re- 
ceived their  monthly  visit  and  need  medical  services  to  main- 
tain quality  medical  care,  may  necessarily  need  to  be  seen  in 
emergency  rooms  for  this  care;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  and 
its  component  societies  seek  support  of  and  work  with  the  state 
and  local  senior  citizens  organizations  in  overturning  this  dis- 
criminatory action  against  Medicare  recipients  that  has  been 
mandated  by  Congress;  and  be  it  further 
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RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  28-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  29-88 

Physician  Participation  in  Department  of 
Defense  Reserve  Components 

By:  C.  Eugene  Jabbour,  M.D.,  Delegate 

Whereas,  There  is  currently  a shortage  of  7,100  physicians 
in  the  Reserve  Components  of  the  Department  of  Defense; 
and 


COMMENDATION  RESOLUTION 

John  H.  Burkhart,  M.D. 

By:  Robert  W.  Ikard,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  John  H.  Burkhart,  M.D.,  was  the  driving 
force  in  the  establishment  of  the  Tennessee  Medical 
Association-Student  Education  Fund  by  this  House  of 
Delegates  on  April  10,  1962,  with  ensuing  Charter  of 
Incorporation  being  issued  on  June  4,  1963;  and 

Whereas,  From  a meager  beginning  the  Fund  has 
emerged  as  a major  source  of  financial  assistance  for 
hundreds  of  worthy  Tennessee  medical  students;  and 
Whereas,  For  25  years  John  H.  Burkhart,  M.D., 
served  as  both  president  of  the  Fund  and  chairman  of 
the  Board  of  Directors  by  vote  of  his  colleagues;  and 
Whereas,  By  his  own  choice,  he  has  elected  to  retire 
as  president  and  chairman  effective  this  date.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Associ- 
ation House  of  Delegates  here  assembled  hereby  ac- 
knowledges with  gratitude  and  profound  appreciation 
the  outstanding  achievements  of  John  H.  Burkhart, 
M.D.,  in  the  establishment  of  the  Tennessee  Medical 
Association-Student  Education  Fund  and  its  subse- 
quent elevation  to  one  of  prominence  among  student 
financial  aid  programs;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution,  appro- 
priately engrossed,  be  presented  to  John  H.  Burkhart, 
M.D.,  as  an  expression  of  appreciation  from  this  House 
of  Delegates  for  his  untiring  efforts  and  contributions 
to  the  Student  Education  Fund. 
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Whereas,  Many  civilian  physicians  are  unaware  of  the  mil- 
itary’s need  for  physicians’  services  in  the  Reserves  and  the 
opportunities  and  benefits  available  to  physicians  participating 
in  the  Reserves;  and 

Whereas,  The  Department  of  Defense  has  developed  a 
campaign  to  inform  target  groups  of  physicians  and  medical 
students  of  the  benefits  to  be  derived  from  participation  in  the 
Reserves;  and 

Whereas,  The  Department  of  Defense  has  requested  as- 
sistance of  organized  medicine  in  further  publicizing  the  attri- 
butes of  military  Reserve  service.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
support  the  Department  of  Defense  (DOD)  through  publiciz- 
ing the  needs  of  DOD  for  physicians  to  enlist  in  the  Reserves; 
and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  en- 
courage the  active  support  and  participation  of  physicians  in 
the  Reserves;  and  be  it  further 

RESOLVED,  That  the  Tennessee  delegates  introduce  a 
similar  resolution  in  the  House  of  Delegates  of  the  American 
Medical  Association;  and  be  it  further 


COMMENDATION  RESOLUTION 

Robert  H.  Haralson,  Jr.,  M.D. 

By:  Robert  W.  Ikard,  M.D.  Chairman 
TMA  Board  of  Trustees 

Whereas,  Robert  H.  Haralson,  Jr.,  M.D.,  has  faith- 
fully served  on  the  Tennessee  Medical  Association-Stu- 
dent Education  Fund  Board  of  Directors  since  its 
inception  on  June  4,  1963;  and 

Whereas,  During  his  tenure  on  the  Board  of  Direc- 
tors, his  loyalty  and  conscientious  participation  proved 
to  be  a steadying  influence  on  his  fellow  Board  members 
in  their  deliberations;  and 

Whereas,  For  the  past  16  consecutive  years  he  was 
elected  vice  president  of  the  Fund  by  his  colleagues;  and 
Whereas,  After  25  years  of  continuous  service  he 
has  elected  to  retire  from  the  Board  and  as  an  officer 
of  the  Fund  effective  this  date.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Associ- 
ation House  of  Delegates  here  assembled  extend  to 
Robert  H.  Haralson,  Jr.,  M.D.,  its  sincere  thanks  and 
appreciation  for  a job  well  done  as  a member  of  the 
Tennessee  Medical  Association-Student  Education  Fund 
Board  of  Directors  and  vice  president  of  the  Fund;  and 
be  it  further 

RESOLVED,  That  a copy  of  this  resolution,  appro- 
priately engrossed,  be  presented  to  Robert  H.  Haral- 
son, Jr.,  M.D.,  as  an  expression  of  appreciation  from 
this  House  of  Delegates. 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  29-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  30-88 
Out-of-State  Pharmacies 

By:  Duane  C.  Budd,  M.D.,  Delegate 
Washington-Unicoi-Johnson  County 
Medical  Association 

Whereas,  Increasingly  there  are  pharmaceutical  supply 
houses  located  outside  of  Tennessee  filling  presciptions  by  mail 
for  patients  living  in  Tennessee;  and 

Whereas,  These  prescriptions  are  being  written  by  physi- 
cians licensed  by  the  state  of  Tennessee;  and 


Whereas,  These  pharmaceutical  supply  houses  are  not  li- 
censed by  the  state  of  Tennessee  and  therefore  not  subject  to 
regulations  promulgated  by  the  Board  of  Pharmacy  for  the 
protection  of  the  citizens  of  the  state;  and 

Whereas,  Some  of  these  supply  houses  may  be  using  prac- 
tices which  endanger  the  well-being  of  our  patients.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  ex- 
press its  disapproval  of  the  practice  of  firms  unlicensed  by  the 
state  of  Tennessee  supplying  prescription  drugs  in  Tennessee; 
and  be  it  further 

RESOLVED,  That  the  Committee  on  Legislation  be  di- 
rected to  seek  legislation  requiring  that  entities  supplying  drugs 
to  persons  residing  in  Tennessee  be  licensed  by  Tennessee  and, 
therefore,  subject  to  the  rules  and  regulations  of  the  Board  of 
Pharmacy;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1995. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  30-88  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


COMMENDATION  RESOLUTION 

Lt.  Gen.  Murphy  A.  Chesney,  M.D. 

By:  James  T.  Galyon,  M.D.,  President 
Tennessee  Medical  Association 

Whereas,  Tennesseans  throughout  history  have  be- 
come leaders  in  national  medical  organizations  as  well 
as  outstanding  military  leaders;  and 

Whereas,  Murphy  A.  Chesney,  M.D.,  a native  Ten- 
nessean from  Knoxville,  is  retiring  in  1988  from  a dis- 
tinguished military  career  having  achieved  prominence 
as  the  Surgeon  General  of  the  U.S.  Air  Force;  and 
Whereas,  The  Tennessee  Medical  Association  de- 
sires to  recognize  and  pay  tribute  to  Dr.  Chesney  for 
his  outstanding  career,  which  began  when  he  received 
his  doctor  of  medicine  degree  in  1950  from  the  Univer- 
sity of  Tennessee  College  of  Medicine.  Now,  therefore 
be  it 

RESOLVED,  That  the  Tennessee  Medical  Associ- 
ation House  of  Delegates  here  assembled  on  this  13th 
day  of  April,  1988  commends  Murphy  A.  Chesney, 
M.D.,  for  his  outstanding  service  to  his  country  and 
organized  medicine  through  the  American  Medical  As- 
sociation; and  be  it  further 

RESOLVED,  That  Dr.  Chesney  be  applauded  by 
this  House  of  Delegates  for  his  distinguished  career  as 
he  retires  from  military  service  as  the  Surgeon  General 
of  the  U.S.  Air  Force;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Associ- 
ation present  to  Dr.  Chesney  an  appropriately  framed 
copy  of  this  resolution  as  a permanent  reminder  of  our 
appreciation  and  respect. 


HONORARY  MEMBERSHIP 

L.  Hadley  Williams,  Jr. 

By:  Robert  W.  Ikard,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  has 
constitutional  provisions  for  recognizing  individuals  of 
other  associations  as  honorary  members  whose  work  is 
preeminent  in  areas  other  than  medicine;  and 

Whereas,  L.  Hadley  Williams,  Jr.  is  now  into  his 
25th  year  as  an  employee  of  the  Tennessee  Medical 
Association,  having  served  the  past  12  years  as  execu- 
tive director;  and 

Whereas,  His  influence  and  leadership  have  been 
the  driving  force  behind  the  growth  and  success  of  the 
TMA;  and 

Whereas,  His  outstanding  leadership  transcends  the 
entire  nation,  having  been  installed  in  1987  as  the  pres- 
ident of  the  American  Association  of  Medical  Society 
Executives,  a 1,000-member  organization  of  medical 
society  executives;  and 

Whereas,  No  one  is  more  qualified  and  deserving  of 
honorary  membership  in  the  TMA  than  L.  Hadley  Wil- 
liams, Jr.  Now,  therefore  be  it 

RESOLVED,  That  this  House  of  Delegates,  here 
assembled  on  this  16th  day  of  April,  1988,  extend  to  L. 
Hadley  Williams,  Jr.  its  sincere  appreciation  and  grati- 
tude for  his  service  and  leadership  for  the  past  25  years; 
and  be  it  further 

RESOLVED,  That  by  unanimous  consent,  L.  Had- 
ley Williams,  Jr.  be  extended  honorary  membership  in 
this  Association  with  all  the  rights  and  privileges  thereof. 
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TENNESSEE’S  OUTSTANDING  PHYSICIAN  OF  THE  YEAR 


James  N.  Etteldorf,  M.D. 


Outstanding  Physician  of  the  Year  Award  recipient  Dr. 
James  N.  Etteldorf,  Memphis. 


The  TMA  House  of  Delegates  elected  James  N.  Et- 
teldorf M.D.,  of  Memphis  as  the  1988  Outstanding  Phy- 
sician of  the  Year  at  the  153rd  TMA  annual  meeting  on 
April  13,  1988.  The  speaker  of  the  House  of  Delegates, 
F.  Hammond  Cole,  Jr.,  M.D.,  presented  the  award  to 
Dr.  Etteldorf  on  April  16  at  the  closing  session  of  the 
House  of  Delegates.  Dr.  Etteldorf  was  nominated  for  the 
award  by  the  Memphis-Shelby  County  Medical  Society. 

James  N.  Etteldorf,  M.D.,  a native  of  Lennox,  South 
Dakota,  began  his  association  with  the  University  of 
Tennessee  in  1932  as  a research  fellow  in  the  College  of 
Basic  Medical  Sciences.  He  received  both  his  master  of 
science  degree  in  biological  sciences  and  his  medical 
degree  from  the  University  of  Tennessee,  Memphis. 

Dr.  Etteldorf  joined  the  faculty  of  the  University  of 
Tennessee  Colleges  of  Medicine  and  Pharmacy  in  1934; 
he  was  promoted  to  the  position  of  associate  professor 
of  pediatrics  in  1948,  and  professor  in  1955. 

This  dedicated  pediatrician  was  a driving  force  in 
the  establishment  of  the  high  quality  of  pediatric  train- 
ing that  Tennessee  enjoys  today.  For  his  efforts  toward 
the  advancement  of  pediatrics.  Dr.  Etteldorf  received 
the  first  Pediatrician  of  the  Year  award  from  the  Ten- 


nessee Pediatric  Society  in  1985.  Also  in  1985,  he  was 
recognized  as  the  Outstanding  Alumnus  of  the  Univer- 
sity of  Tennesse  College  of  Medicine. 

During  his  medical  career  in  Memphis,  Dr.  Ettel- 
dorf served  on  active  staff  at  five  area  hospitals.  He  was 
named  the  Goodman  Professor  of  Pediatrics  in  1970, 
served  as  president  of  the  University  of  Tennessee, 
Memphis  faculty,  and  was  chief  of  the  division  of  pediat- 
ric endocrinology,  metabolism  and  nephrology  in  the 
Department  of  Pediatrics. 

Dr.  Etteldorf  is  a veteran  member  of  the  Tennessee 
Medical  Association,  American  Medical  Association, 
and  the  Memphis-Shelby  County  Medical  Society.  He 
was  certified  by  the  American  Board  of  Pediatrics  in 
1947  and  served  as  secretary  of  that  Board,  as  well  as  a 
member  of  the  editorial  board  for  the  Journal  of 
Pediatrics. 

Dr.  Etteldorf  is  remembered  with  affection,  admi- 
ration, and  respect  by  former  students  and  residents. 
During  his  45  years  as  an  educator  and  practicing  phy- 
sician, he  has  been  instrumental  in  molding  careers  of 
scores  of  academic  and  practicing  pediatricians.  Through 
his  zeal  for  life  and  medicine,  he  will  continue  to  be  an 
example  of  what  can  be  accomplished  in  life. 
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DISTINGUISHED  SERVICE  AWARDS 


The  Distinguished  Service  Award,  established  in 
1964,  is  presented  annually  by  the  TMA  Board  of 
Trustees  to  physician  members  in  recognition  of  out- 
standing service  or  contributions  to  the  advancement  of 
medical  science,  the  TMA,  or  the  public  welfare  wheth- 
er of  a civic  or  scientific  nature.  At  the  TMA's  153rd 
annual  meeting  in  Memphis,  Robert  W.  Ikard,  M.D., 
chairman  of  the  TMA  Board  of  Trustees,  announced 
that  there  were  three  recipients  of  this  award  in  1988. 

James  C.  Hunt,  M.D.,  chancellor  of  the  University 
of  Tennessee,  Memphis,  College  of  Medicine  and  vice- 
president  for  health  affairs.  University  of  Tennessee, 
was  nominated  for  this  award  by  the  Memphis-Shelby 
County  Medical  Society.  He  assumed  these  roles  in 
1980  after  having  served  as  dean  of  the  University  of 
Tennessee  College  of  Medicine.  As  chancellor.  Dr. 
Hunt's  primary  thrust  has  been  to  increase  and  devel- 
op the  faculty  to  have  the  utmost  expertise  in  research 
and  patient  care. 

In  1986,  Dr.  Hunt  received  the  Educator  of  the 
Year  Award  from  Greater  Memphis  State  Inc.  He  has 
written  numerous  articles  on  high  blood  pressure  and 
nutrition,  and  was  listed  in  the  1977  Who's  Who  in 
America. 

Born  in  Lexington,  N.C.,  in  1925,  Dr.  Hunt  served 
the  U.S.  Army  Air  Corps  in  the  European  Theater, 
graduated  from  Bowman  Gray  School  of  Medicine,  and 
completed  his  residency  and  fellowship  training  in  car- 
diovascular-renal disease  at  the  Mayo  Graduate  School 
of  Medicine. 

Dr.  Hunt  served  as  president  of  the  National  Kid- 
ney Foundation  from  1973-76,  and  was  chairman  of 
the  Department  of  Medicine  at  the  Mayo  Clinic  and 
Medical  School  from  1974-78. 

Thurman  L.  Pedigo,  Sr.,  M.D.,  was  nominated  for 
this  award  by  the  Warren  County  Medical  Society  for 
his  dedication  in  the  continuing  development  of  the 
TMA-created  Independent  Practice  Association  (IPA). 

His  work  was  motivated  by  his  concern  for  physi- 
cian representation  in  health  care  planning  and  the  need 
to  inform  employers  and  insurers  that  physicians,  too, 
are  concerned  with  health  care  cost  containment. 

Dr.  Pedigo  has  been  an  alternate  delegate  to  the 
American  Medical  Association  and  the  American 
Academy  of  Family  Physicians,  and  is  a past  president 
of  the  Tennessee  Academy  of  Family  Physicians. 
Within  the  TMA,  he  has  served  on  many  committees, 
and  as  vice-president,  a member  of  the  Board  of 
Trustees,  and  the  IMPACT  Board  of  Directors.  He 
has  also  served  in  most  of  the  leadership  offices  of  the 
Warren  County  Medical  Society. 


Distinguished  Service  Award  recipients  (left  to  right) 
Drs.  Robert  J.  Smith,  Jackson;  James  C.  Hunt,  Mem- 
phis: and  Thurman  L.  Pedigo,  Sr.,  McMinnville. 


Born  in  DeKalb  County  in  1935.  Dr.  Pedigo  re- 
ceived his  medical  degree  from  the  University  of  Ten- 
nessee College  of  Medicine  in  Memphis  and  interned 
at  John  Gaston  Hospital.  A fellow  of  the  American 
Academy  of  Family  Physicians  and  a diplomate  of  the 
American  Board  of  Family  Practice,  Dr.  Pedigo  is  in 
private  practice  in  McMinnville. 

Robert  J.  Smith,  M.D.,  Madison  County  coordi- 
nator for  the  Governor's  Committee  on  Employment 
of  the  Handicapped,  was  nominated  for  this  award  by 
the  Consolidated  Medical  Assembly  of  West  Tennes- 
see. Dr.  Smith  also  serves  as  medical  consultant  for 
the  Tennessee  Crippled  Children's  Service  and  as  a 
member  of  the  permanent  medical  team  of  the 
Churches  of  Christ  to  the  Republic  of  Panama.  During 
the  past  four  years.  Dr.  Smith  has  participated  in  the 
medical  missionary  campaigns  to  Panama. 

Dr.  Smith  has  received  numerous  awards  for  his 
work  with  Tennessee's  handicapped,  including  the 
Special  Friends  Award  from  the  Special  Olympics  Area 
XI,  the  Distinguished  Service  Award  from  the  Ten- 
nessee Department  of  Mental  Health  and  Mental  Re- 
tardation, and  the  State  of  Tennessee’s  Outstanding 
Achievement  Award. 

Born  in  Jackson,  Tenn.,  in  1931,  Dr.  Smith  re- 
ceived his  medical  degree  from  the  University  of  Ten- 
nessee College  of  Medicine  in  Memphis.  He  interned 
at  the  District  of  Columbia  General  Hospital  before 
serving  as  a medical  officer  for  the  U.S.  Navy. 

A diplomate  of  the  American  Board  of  Ortho- 
paedic Surgeons  and  a fellow  of  the  American  College 
of  Surgeons,  Dr.  Smith  practices  orthopaedic  surgery 
for  the  Jackson  Clinic. 
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COMMUNITY  SERVICE  AWARDS 


Each  year,  the  Tennessee  Medical  Association  is 
privileged  to  present  its  Community  Service  Award  to 
citizens  who  have  made  significant  contributions  to  their 
community  and  state  in  the  very  broad  field  of  health 
care.  At  the  TMA's  153rd  annual  meeting  in  Memphis, 
Robert  W.  Ikard,  M.D.,  chairman  of  the  TMA  Board 
of  Trustees,  presented  the  1988  awards  to  three  Tennes- 
seans for  their  efforts  to  promote  better  general  health 
and  well-being  of  the  population  in  their  respective 
communities. 

Mary  W.  Allen  of  McMinnville  received  this  award 
foT  her  work  in  promoting  public  awareness  of  the 
problems  caused  by  alcohol  and  drug  abuse. 

To  help  promote  her  idea  of  the  community  task 
force,  Mrs.  Allen  completed  the  Tennessee  School  on 
Substance  Abuse.  Due  to  her  efforts,  the  Warren 
County  Task  Force  Against  Alcohol  and  Drug  Abuse 
is  in  full  swing  and  she  currently  serves  as  president. 

Four  years  ago,  with  her  husband,  Mrs.  Allen 
helped  establish  a Tough  Love  parent  group  within  the 
Substance  Abuse  Counseling  program  of  the  Plateau 
Mental  Health  Center.  She  was  also  the  main  force  in 
her  community  in  creating  Project  Graduation,  a night 
of  entertainment  free  from  alcohol  and  drugs  for  local 
high  school  graduates. 

Mrs.  Allen  is  currently  employed  by  Partners  Home 
Health,  Inc.  in  McMinnville. 

Trudy  Braun  of  Crossville  has  dedicated  her  entire 
career  to  public  service.  For  the  past  15  years,  she  has 
served  as  a public  health  nurse  for  Cumberland  Coun- 
ty and  for  the  21  years  prior  to  that  she  lived  in  Ghana, 
West  Africa,  where  she  founded  and  supervised  a pro- 
gram that  provided  African  children  with  nursing  hos- 
pitals and  mobile  units  for  basic  health  care. 

In  addition  to  working  for  the  Health  Department 
for  the  14-county  Upper  Cumberland  Region  of  Ten- 
nessee, Mrs.  Braun  single-handedly  created  and  insti- 
tuted the  “Family  Life  Education”  program  in  Cum- 
berland County  and  surrounding  counties.  This 
program  provides  sex  education  and  helps  teenagers 
and  young  adults  in  a region  of  Tennessee  where,  five 
years  ago,  the  teen  pregnancy  rate  was  33%.  Her  con- 
tinuing efforts  have  made  a difference;  the  teen  preg- 
nancy rate  in  this  region  now  holds  at  7%.  She  also 
teaches  young  adults  and  new  parents  decision-making 
skills  to  aid  them  in  their  new  roles. 


Community  Service  Award  recipients  (left  to  right)  Dr. 
Scott  Morris,  representing  the  Church  Health  Center, 
Memphis;  Trudy  Braun,  Crossville;  and  Mary  W. 
Allen,  McMinnville. 


Mrs.  Braun’s  work  was  also  recognized  last  year 
when  she  received  the  1987  Public  Health  Nurse  of  the 
Year  Award. 

The  Church  Health  Center,  sponsored  by  Method- 
ist Hospitals,  LeBonheur  Children’s  Hospital,  and  St. 
John’s  United  Methodist  Church,  opened  its  doors  in 
September  1987,  under  the  direction  of  Dr.  Scott 
Morris,  a family  practitioner  and  ordained  Methodist 
minister.  The  goal  of  the  Center  is  to  provide  medical 
care  for  approximately  100,000  Memphis  “working 
poor”  who  don’t  quality  for  Medicaid  and  cannot  af- 
ford insurance  or  private  office  visit  fees. 

The  Center  is  funded  primarily  from  donations  and 
volunteer  services  from  physicians  throughout  Mem- 
phis. Patients  are  asked  to  pay  a minimum  of  $5  per 
visit  or  a sum  comparable  to  their  ability  to  pay. 

The  Center  expects  to  treat  nearly  1,000  patients  a 
month  with  an  annual  budget  of  $264,000.  The  origi- 
nators of  the  Center  envision  this  system  of  treating 
the  needy  growing  to  help  alleviate  the  problems  of 
illiteracy,  hunger,  day  care,  housing,  and  crime  in 
Memphis. 


376 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


1988  TMA  Annual  Meeting — House  of  Delegates  Composition 
First  Session:  April  13 — Second  Session:  April  16 


EX-OFFICIO  MEMBERS 

OFFICERS 


President 

. . .James  T.  Galyon,  M.D. 

First 

Session 

Present 

Second 

Session 

Present 

President-Elect 

. . .John  B.  Thomison,  M.D. 

Present 

Present 

Vice-President 

. . .Clarence  Goulding,  Jr.,  M.D. 

Present 

Present 

Vice-President 

. . .William  C.  Beazley,  M.D. 

Vice-President 

. . .Thomas  A.  Currey,  M.D. 

Present 

Present 

Dee  J.  Canale,  M.D. 

BOARD  OF  TRUSTEES 

Present 

Present 

F.  Hammond  Cole,  Jr.,  M.D. 

Present 

Present 

James  T.  Craig,  Jr.,  M.D. 

Present 

Present 

David  G.  Gerkin,  M.D. 

Present 

Present 

Robert  W.  Ikard,  M.D. 

Present 

Present 

Charles  E.  Jordan,  III,  M.D. 

Present 

Present 

Hays  Mitchell,  M.D. 

Present 

Present 

Evelyn  B.  Ogle,  M.D. 

Present 

Present 

James  R.  Royal,  M.D. 

Present 

Present 

Hal  S.  Stubbs,  M.D. 

Present 

Present 

William  M.  Young,  M.D. 

Present 

Present 

George  H.  Wood,  M.D. 

Present 

Present 

First  District 

COUNCILORS 

. . .Charles  E.  Allen,  M.D. 

Present 

Present 

Second  District  . . 

. . . Robert  M.  Overholt,  M.D. 

— 

^Hfl 

Third  District 

. . .John  F.  Boxell,  M.D. 

Present 

Present 

Fourth  District 

. . .Will  G.  Quarles,  Jr.,  M.D. 

Present 

Fifth  District 

. . .Sue  P.  W.  Johnson,  M.D. 

Present 

Sixth  District 

. . .Howard  L.  Salyer,  M.D. 

— 

Present 

Seventh  District 

. . .Tom  R.  Duncan,  M.D. 

— 

Present 

Eighth  District 

. . .Montie  E.  Smith,  Jr.,  M.D. 

Present 

Present 

Ninth  District 

. . .James  H.  Ragsdale,  M.D. 

Present 

— 

Tenth  District 

. . .Dennis  A.  Higdon,  M.D. 

Present 

Present 

Thomas  K.  Ballard,  M.D. 

AMA  DELEGATES 

Present 

Present 

John  S.  Derryberry,  M.D. 

Present 

Present 

Hamel  B.  Eason,  M.D. 

Present 

Present 

Allen  S.  Edmonson,  M.D. 

Present 

— 

William  0.  Miller,  M.D. 

Present 

Present 

George  A.  Zirkle,  Jr.,  M.D. 

Present 

MEMBER  OF  AMA  JUDICIAL  COUNCIL 

John  H.  Burkhart,  M.D. 

Present 

Present 

Tom  E.  Nesbitt,  M.D. 

PAST  PRESIDENT  OF  AMA 



J.  Kelley  Avery,  M.D. 

PAST  PRESIDENTS  OF  TMA 

Present 

Present 

David  H.  Turner,  M.D. 

Present 

Present 

John  B.  Dorian,  M.D. 

Present 

— 

Nat  E.  Hyder,  Jr.,  M.D. 

Present 

Present 

Clarence  R.  Sanders,  M.D. 

Present 

Present 

Richard  T.  Light,  M.D. 

STATE  CHIEF  MEDICAL  OFFICER 

Present 

Present 

DELEGATES 

EAST  TENNESSEE  GRAND  DIVISION 

County  Society 


BLOUNT 

.John  J.  Ingram,  III,  M.D. 

Present 

Present 

Robert  D.  Proffitt,  M.D. 

Present 

Present 

BRADLEY 

.John  W.  Chambers,  M.D. 

Present 

Present 

John  B.  Standridge,  M.D. 

Present 

Present 

CAMPBELL 

.Elijah  G.  Cline,  M.D. 

HMNH 

— 

CARTER 

.W.  Joyce  May,  M.D. 

— 

— 

CHATTANOOGA-HAMILTON  . 

.Joel  E.  Avery,  M.D. 

— 

- 

David  R.  Barnes,  M.D. 

Present 

Present 

Robert  K.  Berglund,  M.D. 

Present 

Present 

R.  Phillip  Burns,  M.D. 

Present 

Present 

John  F.  Boxell,  M.D. 

Present 

Present 

Phil  D.  Craft,  M.D. 

Wt:  — 

— 

Mary  C.  Hammock,  M.D. 

Present 

Present 

Michael  A.  Love,  M.D. 

— 

— 

Robert  F.  Phlegar,  M.D. 

Present 

— • 

Don  J.  Russell,  M.D. 

Present 

Present 

Pete  S.  Soteres,  M.D. 

Present 

Present 

John  E.  Strickland,  M.D. 

— 

1 

COCKE 

.Michael  T.  Hood,  M.D. 

— 

— 

CUMBERLAND 

. Roy  D.  Ivey,  M.D. 

Present 

Present 

GREENE 

.William  J.  Smead,  M.D. 

— 

HAWKINS 

.Joseph  Alder,  M.D. 

0 — 

— 

KNOXVILLE  ACADEMY 

.William  J.  Schneider,  M.D. 

Present 

Present 

R.  Leslie  Hargrove,  M.D. 

Present 

Present 

Robert  N.  Montgomery,  M.D. 

Present 

— 

William  D.  Black,  M.D. 

Present 

Present 

A.  B.  Kliefoth,  III,  M.D. 

Present 

Present 

Carroll  W.  McGinnis,  M.D. 

— 

— 

Mary  B.  Duffy,  M.D. 

Present 

Present 

Mark  P.  Fecher,  M.D. 

Joseph  B.  Moon,  M.D. 

Present 

— 

Travis  E.  Morgan,  M.D. 

Present 

— 

Charles  F.  Barnett,  M.D. 

Present 

Present 

Clifford  C.  Kirk,  M.D. 

Present 

Present 

Gerald  L.  Mancebo,  M.D. 

Present 

Present 

E.  B.  Smith,  M.D. 

Present 

Present 

LAKEWAY 

.William  J.  Gutch,  III,  M.D. 

Present 

Present 

Frank  B.  Little,  Jr.,  M.D. 

■S 

McMINN 

.Clyde  S.  Martin,  M.D. 

m — 

— 

MONROE 

.Frank  H.  Lowry,  M.D. 

Present 

Present 

ROANE-ANDERSON 

.William  E.  Bennett,  M.D. 

Bf 

— 

Robert  R.  Casey,  M.D. 

Present 

Present 

Charles  B.  Gurney,  M.D. 

— 

HE 

scon 

.Maxwell  E.  Huff,  M.D. 



— 

John  E.  McCollum,  M.D. 

— 

— 

SEVIER 

.Vincent  B.  Tolley,  M.D. 

Present 

SULLIVAN 

.Jere  W.  Ferguson,  M.D. 

— 

Present 

J.  Lawrence  Jayne,  Jr.,  M.D. 

Present 

Present 

County  Society 

First 

Second 

Session 

Session 

Lorenzo  D.  Strader,  M.D. 

Hi 

Hi! 

David  K.  Garriott,  M.D. 

Present 

Present 

Richard  D.  Baker,  M.D. 

Present 

Present 

Billy  N.  Golden,  M.D. 

Present 

Present 

WASHINGTON-UNICOI- 

JOHNSON 

.Duane  C.  Budd,  M.D. 

Present 

Present 

Burgin  E.  Dossett,  Jr.,  M.D. 

Present 

Present 

Winford  R.  McGowan,  M.D. 

• — 

Present 

Clarence  E.  Goulding,  Jr.,  M.D. 

Present 

Present 

David  W.  Jones,  M.D. 

— 

MIDDLE  TENNESSEE  GRAND  DIVISION 

BEDFORD 

.John  S.  Derryberry,  M.D. 

Present 

Present 

BENTON-HUMPHREYS.  . 

.Subhi  D.  Ali,  M.D. 

HRSl  H 

Present 

BUFFALO  RIVER  VALLEY . 

.Parker  D.  Elrod,  M.D. 

Present 

Present 

COFFEE 

.Frank  C.  Vallejo,  M.D. 

— 

ESS 

DeKALB  

.Melvin  L.  Blevins,  M.D. 

— 

— 

DICKSON 

.Robert  W.  Orgain,  M.D. 

Present 

— 

FENTRESS 

.(No  delegate  elected) 

FRANKLIN 

.Dudley  C.  Fort,  Jr.,  M.D. 

Present 

Present 

GILES 

.(No  delegate  elected) 

JACKSON 

.(No  delegate  elected) 

LAWRENCE 

.J.  Carmack  Hudgins,  M.D. 

Present 

— 

LINCOLN 

.Fred  Ralston,  Jr.,  M.D. 

Present 

Present 

MACON 

.(No  delegate  elected) 

MARSHALL 

.Kenneth  J.  Phelps,  Jr.,  M.D. 

— 

— 

MAURY 

.John  O.  Williams,  Jr.,  M.D. 

Present 

Present 

Patricia  C.  Davis,  M.D. 

Present 

Present 

MONTGOMERY 

.William  J.  Pedigo,  M.D. 

Present 

Present 

TonyJ.  Montgomery,  M.D. 

Present 

Present 

NASHVILLE  ACADEMY  . 

. Louis  J.  Bernard,  M.D. 

Present 

Present 

Samuel  H.  Dillard,  Jr.,  M.D. 

— 

BH 

Robert  B.  Gaston,  Jr.,  M.D. 

— 

— 

William  M.  Gavigan,  M.D. 

Ss 

Present 

William  B.  Harwell,  Jr.,  M.D. 

Present 

Present 

James  M.  High,  M.D. 

Present 

Present 

Howard  L.  Salyer,  M.D. 

— 

Present 

Michael  J.  Kaminsky,  M.D. 

— 

— 

Howard  S.  Kirshner,  M.D. 

— 

— - 

John  W.  Lamb,  M.D. 

Present 

Present 

Dana  L.  Latour,  M.D. 

— 

Present 

Malcolm  R.  Lewis,  M.D. 

Present 

Present 

David  E.  McKee,  M.D. 

Present 

Present 

Cullen  R.  Merritt,  II,  M.D. 



H IS- 1 . 

J.  Wills  Oglesby,  M.D. 

— 

Jefferson  C.  Pennington,  Jr.,  M.D. 

— 

Present 

Ann  H.  Price,  M.D. 

Present 

Barrett  F.  Rosen,  M.D. 

Joseph  W.  Scobey,  M.D. 

— 

— 

Sarah  H.  Sell,  M.D. 

Present 

Present 

Michael  B.  Seshul,  M.D. 

n 

— 

John  G.  Thompson,  Jr.,  M.D. 

— 

— 

John  J.  Warner,  M.D. 

— 

Present 

Claude  H.  Workman,  III,  M.D. 

* ' : 

HI 

R.  Glenn  Hammonds,  M.D. 

Present 

— 

Melissa  K.  Thomas  (student  delegate) 

— 

Present 

OVERTON 

.Will  G.  Quarles,  Jr.,  M.D. 

Present 

PUTNAM 

. R.  Gary  Samples,  M.D. 

Present 

Present 

Charles  T.  Womack,  III,  M.D. 

Present 

Present 

ROBERTSON 

John  B.  Turner,  M.D. 

— 

r — 

RUTHERFORD/STONES  RIVER 

ACADEMY 

. Olin  O.  Williams,  M.D. 

Present 

Present 

SMITH 

.Hugh  E.  Green,  M.D. 

Present 

Present 

SUMNER 

.Lloyd  T.  Brown,  M.D. 

Ml 

HRSfiKl 

WARREN 

.Thurman  L.  Pedigo,  M.D. 

Present 

Present 

WHITE 

.Robert  F.  Baker,  M.D. 

! 

— 

WILLIAMSON 

.Joseph  L.  Willoughby,  M.D. 

Present 

Present 

WILSON 

James  C.  Bradshaw,  Jr.,  M.D. 

Present 

Present 

WEST  TENNESSEE  GRAND  DIVISION 

CONSOLIDATED 

.James  H.  Donnell,  M.D. 

Present 

Present 

John  M.  Jenkins,  M.D. 

— 

Present 

Michael  A.  McAdoo,  M.D. 

Present 

Present 

Oscar  M.  McCollum,  M.D. 

Present 

Present 

Charles  W.  White,  M.D. 

Present 

Present 

HARDIN 

.Malcolm  A.  Cox,  M.D. 

Present 

Present 

HENRY 

.John  E.  Neumann,  Sr.,  M.D. 

* H91 1 . 

Present 

MEMPHIS-SHELBY  . . . . 

.Dennis  A.  Higdon,  M.D. 

Present 

Present 

Richard  M.  Pearson,  M.D. 

Present 

Present 

Rex  A.  Amonette,  M.D. 

Present 

Present 

J.  Chris  Fleming,  M.D. 

Present 

Present 

Phillip  A.  Pedigo,  M.D. 

Present 

Present 

Albert  J.  Grobmyer,  III,  M.D. 

Present 

Present 

Robert  L.  Summitt,  M.D. 

Present 

Present 

Hugh  Francis,  Jr.,  M.D. 

HHi 

{a 

James  W.  Pate,  M.D. 

Present 

Present 

Jim  G.  Johnson,  M.D. 

Present 

Present 

Samuel  G.  Robbins,  Jr.,  M.D. 

— 

— 

C.  Eugene  Jabbour,  M.D. 

Present 

Present 

William  1.  Mariencheck,  M.D. 

Present 

Present 

Leonard  H.  Hines,  M.D. 

HBfiH 

William  T.  Satterfield,  Jr.,  M.D. 

Present 

Present 

Arnold  M.  Drake,  M.D. 

Present 

Present 

Jesse  C.  Woodall,  Jr.,  M.D. 

Present 

Present 

Allen  S.  Boyd,  Jr.,  M.D. 

Present 

Present 

Daniel  J.  Scott,  Jr.,  M.D. 

Present 

Present 

Phil  E.  Orpet,  Jr.,  M.D. 

Present 

Present 

Reed  C.  Baskin,  M.D. 

Present 

Present 

Eugene  J.  Spiotta,  Jr.,  M.D. 

Present 

Thomas  K.  Creson,  Jr.,  M.D. 

— 

Thomas  W.  Meriwether,  III,  M.D. 

Present 

— 

Fenwick  W.  Chappell,  M.D. 

Present 

Present 

Robert  D.  Kirkpatrick,  M.D. 

— 

— 

Tom  C.  Thompson  (student  delegate) 

Present 

Present 

NORTHWEST 

.Arden  J.  Butler,  Jr.,  M.D. 

Present 

Present 

Kenneth  R.  Maloney,  M.D. 

Present 

— 

TIPTON 

.Warren  A.  Alexander,  M.D. 

Present 

Present 

HOSPITAL  MEDICAL  STAFF 

SECTION 

.Donald  L.  Gaines,  M.D. 

Present 

Present 

MEDICAL  STUDENT  SECTION 

Stephanie  Johnson 

Present 

Ex-Officio  delegates  serving  in  more  than  one  capacity  are  listed  only  once.  The  above  information  was  taken  from  attendance  records  signed  by  the  delegates. 


TMA  Annual  Meeting  Highlights 
Memphis — April  1988 


Outgoing  TMA  president  Dr.  James  T.  Galyon,  Memphis  (left) 
turning  over  gavel  to  incoming  president,  Dr.  John  B.  Thomison, 
Nashville. 


Mr.  L.  Hadley  Williams,  TMA  executive  director,  receives  con- 
gratulations from  Dr.  Robert  W.  Ikard,  chairman  of  the  Board  of 
Trustees,  on  his  25  years  of  service  to  TMA.  Mr.  Williams  was 
presented  with  a surprise  gift  from  TMA  of  a vacation  trip  of  his 
choice  for  two. 


Dr.  and  Mrs.  Robert  W.  Ikard,  Dr.  and 
Mrs.  James  T.  Galyon,  and  Dr.  and  Mrs. 
John  B.  Thomison  at  annual  President's 
Banquet. 


Four  members  of  IMPACT  Board  at  luncheon  (left  to  right)  Drs. 
Clarence  R.  Sanders,  Gallatin;  James  R.  Royal,  Chattanooga; 
Thurman  L.  Pedigo,  Sr.,  McMinnville;  and  H.  Victor  Braren, 
Nashville. 
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Incoming  TMA  Auxiliary  president  Debbie  (Mrs.  Charles  W.) 
Godwin,  (left)  and  outgoing  president  Gayanne  (Mrs.  Phillip)  Burns, 
with  Dr.  Thomison. 
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Presiding  over  the  second  session  of  the  House  of  Delegates  are  (right  to  left)  Dr. 
George  H.  Wood,  Knoxville,  vice-speaker  of  the  House  and  Dr.  F.  Hammond  Cole, 
Jr.,  Memphis,  speaker  of  the  House,  with  Mr.  L.  Hadley  Williams,  TMA  executive 
director. 


AMA  Board  of  Trustees  member  Dr.  John  Painter 
addressing  the  House  of  Delegates. 


Dr.  John  H.  Burkhart,  Knoxville  (right)  receiving  commendation  plaques  from  Dr. 
Ikard  for  himself  and  Dr.  Robert  H.  Haralson,  Jr.,  Maryville,  both  of  whom  are 
retiring  after  25  years  of  service  to  the  TMA-Student  Education  Fund  Board. 


Mr.  L.  Hadley  Williams,  after  House  of  Delegates 
bestowed  him  with  the  first  honorary  member- 
ship in  Association’s  history. 


Members  of  the  Young  Physician  ad  hoc  committee. 


Dr.  William  O.  Miller,  Knoxville,  newly  elected 
TMA  president-elect,  giving  acceptance  speech  to 
House  of  Delegates. 


JUNE,  1988 
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The  Tennessee  Medical  Associatior 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  - CLINICAL  - EDUCATIONAL  - CURRENT 

Family  Practice  Recertification  Greenwich  Office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


Epistaxis  balloon  catheter,  page  20 


Family  Practice  Recertification4 


DECEMBER  1987  / VOL.  9.  NO  12 


FAMILY  PRACTICE  SKILL 


Controlling  Epistaxis 


CLINICAL  ARTICLES 


(||||||)  Drug  Therapy  for  Manic  Illness 

Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
2 Antiinflammatory  Drugs  for  Rheumatic  Disorders: 
Salicylates 


KEEPING  CURRENT 


Does  a Definite  Diagnosis 
Help  Patients  Get  Better? 
Screening  for  Liver  Metastases 

Significance  of  Elevated 
Erythrocyte  Sedimentation  Rates 

Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondiabetic  Women 


Can  Obese  Type  II  Diabetic 
Patients  Use  Fructose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Psychiatric  Reactions  Caused 
by  Lidocaine  Toxicity 


CUMULATIVE  INDEX 
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REPORTS  OF  OFFICERS 


Report  of  the  President 

James  T.  Galyon,  M.D. 


This  year  has  been  a busy  one  for  your  president.  The 
officers  and  Board  have  worked  hard  on  your  behalf  in  many 
areas.  Our  Association  has  shown  continued  growth.  We  have 
tried  to  expand  our  appeal  and  service  to  Tennessee  physi- 
cians by  developing  TMA  sections  for  Hospital  Medical  Staffs 
and  Young  Physicians.  We  are  now  developing  a Medical 
Student  Section.  They  represent  our  future  and  judging  from 
their  number  and  interest,  the  future  is  bright.  I have  sup- 
ported these  activities  and  was  privileged  to  receive  recogni- 
tion by  the  AMA  in  Chicago  for  1 1 consecutive  years  of  AMA 
membership  growth. 

I have  represented  the  TMA  in  the  political  arena  locally 
with  the  Tennessee  Legislature  and  nationally  at  our  annual 
legislative  meeting  in  Washington  with  our  congressional  del- 
egation. One  of  my  major  concerns  with  government  bu- 
reaucracy was  the  same  as  yours — the  PRO.  We  have  estab- 
lished a good  communication  process  with  the  PRO  board 
and  medical  director.  Nationally  improvements  have  been 
made  in  the  way  physicians  are  treated.  We  are  committed 
in  our  efforts  to  keep  our  PRO  in  Tennessee  and  to  make 
the  best  of  a bad  law. 

Your  president  and  others  attended  the  AMA  National 
Leadership  Conference  in  Chicago  to  gain  insight  into  na- 
tional trends  and  developments. 

On  the  state  level  I have  participated  in  the  development 
of  regulations  concerning  health  care.  These  range  from  hos- 
pital transfers  (patient  dumping?)  to  the  development  of  a 
statewide  Trauma  Care  System. 

Just  as  soon  as  we  become  familiar  with  one  difficult  gov- 
ernment scheme,  it  will  surely  change.  Our  executive  director 
and  I attended  an  AMA  seminar  in  Chicago  to  learn  more 
about  the  new  Relative  Value  System.  This  has  been  pro- 
posed to  replace  the  unpopular  MAAC  system  of  reimburse- 
ment. We  will  just  have  to  wait  and  see  if  this  is  a good  swap. 

Our  annual  meeting  continues  to  grow.  We  have  increas- 
ing difficulty  in  providing  space  and  time  for  all  the  educa- 
tional meetings  presented  by  our  specialty  societies  and  other 
affiliated  programs. 

Politics,  bureaucracy  and  legal  matters  are  largely  foreign 
to  most  doctors.  We  are  uncomfortable  when  dealing  with 
these  matters,  yet  they  demand  more  and  more  of  our  time 
and  energy.  We  must  all  commit  some  of  our  resources  and 
time  to  organized  medicine  to  represent  us  in  these  areas.  I 
leave  this  office  convinced  we  must  have  a vigorous  and  via- 
ble medical  association  if  we  are  to  continue  to  practice  med- 
icine in  the  manner  we  desire. 

Finally,  I extend  my  thanks  to  the  many  members  and 
officers  who  assisted  me  this  year.  I particularly  extend  my 
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thanks  to  Mr.  Williams  and  his  staff  for  the  fine  support  they 
have  given  me  this  year. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
president,  expressed  its  appreciation  to  Dr.  Galyon  for  his 
leadership  in  this  time  of  a rapidly  changing  medical  environ- 
ment, and  recommended  that  the  report  be  filed. 


Report  of  the 
Board  of  Trustees 

Robert  W.  Ikard,  M.D.,  Chairman 

The  Board  of  Trustees  convened  on  five  occasions  during 
the  past  year.  The  Executive  Committee  met  two  additional 
times.  The  Association’s  expanding  business  continues  to  make 
heavy  demands  upon  the  time  of  the  trustees  and  officers.  In 
fulfilling  its  obligation  to  the  Association,  the  Board  and  Ex- 
ecutive Committee  acted  upon  151  separate  agenda  items  of 
business  during  the  year.  In  addition  there  were  numerous 
telephone  conferences,  and  mail  polls  were  also  taken.  Ab- 
stracted minutes  of  the  meetings  of  the  Board  of  Trustees 
have  been  highlighted  in  the  Journal  in  the  first  available  is- 
sue following  Board  meetings. 

The  Board  has  dealt  with  various  matters  arising  from  its 
responsibilities  or  brought  to  its  attention,  including  corre- 
spondence from  members,  component  societies,  the  AMA, 
and  allied  organizations.  Committees  of  the  Board  function 
in  the  areas  of  finance,  publications,  specialty  society  liaison, 
long  range  planning,  travel,  health  care  coalition  and  scien- 
tific affairs.  Major  health  issues  facing  Tennessee  physicians 
receive  the  Board's  attention  at  each  quarterly  meeting.  As 
the  Association's  policy-making  body  during  the  interim  be- 
tween sessions  of  the  House  of  Delegates,  the  Board  super- 
vises all  property,  financial  affairs,  and  personnel. 

Board  members  attended  various  state  and  national  meet- 
ings and  conferences  of  concern  to  TMA,  acted  upon  reports 
and  recommendations  of  committees,  maintained  liaison  with 
the  Tennessee  Hospital  Association  and  other  allied  organi- 
zations and  various  departments  of  state  government.  It  is 
the  desire  of  the  Board  to  maintain  close  contact  with  com- 
ponent medical  societies  in  order  to  keep  the  membership 
abreast  of  TMA  activities  and  to  bring  back  to  the  Board 
concerns  expressed  by  members  of  the  societies.  Grass  roots 
visits  by  officers  and  members  of  the  Board  are  encouraged, 
and  I urge  each  component  society  to  make  time  available 
for  visits  from  TMA  officers  and  members  of  the  Board  of 
Trustees. 
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Second  Quarter  Meeting — April  11,  1987 

The  Board: 

— Elected  Dr.  Robert  W.  Ikard,  Nashville,  chairman  of  the 
Board  for  1987-88  and  Dr.  Hays  Mitchell,  Cleveland,  vice 
chairman. 

— Elected  Dr.  Dee  J.  Canale,  Memphis,  secretary-treasurer 
for  1987-88  and  reelected  Mr.  L.  Hadley  Williams  assistant 
secretary-treasurer  for  1987-88. 

— Appointments  to  the  following  committees  of  the  Board 
were  made:  Executive  Committee,  Finance  Committee, 
Publications  Committee,  Committee  on  Exhibits,  Commit- 
tee on  Long  Range  Planning,  Travel  Committee,  Health 
Care  Coalition,  and  Medical  Practice  Committee. 

— Appointed  coordinators  for  TMA's  program  divisions. 

— Named  Board  members  to  serve  as  liaison  for  each  medi- 
cal specialty  organization  in  the  state. 

— Voted  to  support  the  candidacy  of  Michael  Valley  for 
nomination  to  the  AMA  Judicial  Council. 

— Received  a report  from  Dr.  Victor  Braren  regarding  reor- 
ganizational  plans  of  the  Board  of  Directors  of  IMPACT. 

— Determined  that  the  entire  Board  of  Trustees  would  serve 
as  a Task  Force  to  monitor  PRO  activities  of  the  Mid-South 
Foundation  for  Medical  Care. 

— Referred  Resolution  No.  29-87  to  the  Emergency  Medical 
Services  Committee  for  recommendation. 

— Referred  Resolution  No.  22-87  to  the  Executive  Commit- 
tee. 

— Referred  Resolution  No.  13-87  to  legal  counsel  for  rec- 
ommendation. 

— Directed  that  the  Board  of  Medical  Examiners  be  in- 
formed of  Resolution  No.  24-87. 

Executive  Committee  Meeting — May  27,  1987 

The  Committee: 

— Approved  a meeting  of  the  EMS  Committee  to  consider 
Resolution  No.  29-87. 

— Reappointed  the  Medical  Practice  Committee  as  currently 
constituted. 

— Approved  current  employee  personnel  policies  as  devel- 
oped and  recommended  by  Mr.  Williams. 

— Directed  that  the  chairman  of  the  PRO  be  requested  to 
attend  the  July  Board  meeting  to  discuss  problems  with 
physician  denials,  sanctions,  etc. 

— Reappointed  the  Board  of  Directors  of  the  TMA  Impaired 
Physician  Loan  Fund. 

— Directed  the  Committee  on  Constitution  and  Bylaws  to  de- 
velop a Bylaw  amendment  to  provide  for  a method  of  re- 
ducing the  AMA  delegate  and  alternate  delegate  numbers 
if  required  by  AMA. 

— Named  Dr.  George  H.  Wood,  Knoxville,  to  the  TMA 
Committee  on  Hospitals. 

— Named  members  of  the  Ad  Hoc  Committee  on  HIV  Infec- 
tion and  AIDS  to  serve  as  a special  committee  of  TMA. 

— Appointed  Drs.  James  R.  Royal,  Chattanooga,  Thomas  A. 
Currey,  Memphis,  and  John  W.  Lamb,  Nashville,  to  serve 
on  the  Board  of  the  IPA. 

— Determined  that  all  previous  TMA  members  between  the 
ages  of  65-69  be  exempt  from  paying  dues. 

— Voted  to  recommend  to  the  Tennessee  Medical  Founda- 
tion that  a loan  to  the  TMA/SEF  Fund  be  forgiven. 

— Nominated  Drs.  J.  T.  Layne,  Copperhill,  J.  Kelley  Avery, 
Brentwood,  and  Pope  B.  Holliday,  Jr.,  Chattanooga,  to 
fill  a position  on  the  state  Board  for  the  Licensing  of  Health 


Care  Facilities. 

— Nominated  Drs.  Glen  H.  Booth,  Jr..  Nashville,  and  Rob- 
ert H.  Creech,  Chattanooga,  to  fill  a position  on  the  state 
Board  of  Dietitian/Nutritionists. 

— Approved  a grant  of  $500  to  support  the  1987  Conference 
on  Prescription  Drug  Abuse  from  the  Impaired  Physician 
Program  funds. 

— Reviewed  policy  regarding  the  annual  trip  to  Washington , 
by  the  Committee  on  Legislation. 

Third  Quarter  Meeting — July  12,  1987 

The  Board: 

— Referred  Resolution  No.  28-87  to  the  Communications  and 
Public  Service  Committee  and  added  Dr.  Robert  E.  Bow- 
ers, Chattanooga,  to  serve  on  the  committee. 

— Received  reports  from  the  Division  on  Scientific  Affairs, 
Division  on  Legislation,  Division  on  Communications  and 
Public  Service,  and  the  Division  on  Health  Services  and 
Socioeconomics. 

— Approved  a change  in  the  name  of  the  Committee  on  Ru- 
ral Health  to  Committee  on  Rural  and  Community  Health. 

— Approved  an  expenditure  of  $750  plus  expenses  for  the 
1988  speaker  for  the  Medicine  and  Religion  Breakfast. 

— Heard  a report  from  Dr.  Kenneth  Phelps,  chairman  of  the 
Mid-South  Foundation  for  Medical  Care,  and  referred 
complaints  from  members  regarding  problems  of  the  PRO 
in  Tennessee  to  Dr.  Phelps. 

— Received  for  information  quarterly  reports  regarding  the 
activities  of  SVMIC,  IMPACT  and  the  Impaired  Physician 
Committee. 

— Appointed  Dr.  Paul  A.  Johnson,  Nashville,  to  the  Im- 
paired Physician  Committee. 

— Received  a report  from  Dr.  James  W.  Hays,  Nashville, 
chairman  of  the  TMA  Committee  on  Legislation,  regard- 
ing anticipated  legislative  proposals. 

— Approved  a recommendation  from  Dr.  James  W.  Hays  that 
the  officers  and  executive  director  arrange  a meeting  with 
a similar  group  from  the  Tennessee  Bar  Association  to  dis- 
cuss legislative  matters  of  mutual  interest. 

— Voted  to  urge  the  Board  of  Medical  Examiners  to  develop 
guidelines  for  dispensing  of  drugs  by  physicians  in  Tennes- 
see. 

— Received  an  update  from  Dr.  Hays  Mitchell,  Cleveland, 
regarding  Primary  Care  in  Tennessee. 

— Received  a report  from  Dr.  Hays  Mitchell  regarding  im- 
plementation of  Resolution  No.  27-87,  Medical  Home. 

— Received  a report  from  Dr.  Hays  Mitchell  regarding  activ- 
ities of  the  Primary  Care  Advisory  Board. 

— Received  a report  from  Dr.  Hays  Mitchell  regarding  activ- 
ities of  the  Perinatal  Advisory  Board. 

— Received  a report  from  Mr.  Ronald  E.  Gant  regarding 
progress  with  regard  to  establishing  a statewide  IPA. 

— Nominated  Drs.  Howard  L.  Salyer,  Nashville,  James 
Turner,  Memphis,  and  Robert  J.  Kaplan,  Memphis,  for  a 
position  on  the  state  Board  of  Electrolysis. 

— Reaffirmed  existing  policy  regarding  organizational  priori- 
ties for  meeting  space  during  annual  meetings  of  TMA. 

— Voted  to  conduct  the  1989  TMA  annual  meeting  in  Knox- 
ville. 

— Received  a report  regarding  Insurance  Workshops  being 
conducted  statewide  by  TMA  and  the  Tennessee  Society 
of  Medical  Assistants. 

— Appointed  an  Ad  Hoc  Committee  composed  of  Drs.  James 
C.  Fleming,  Memphis,  Ann  H.  Price,  Nashville,  and  Ger- 
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aid  L.  Mancebo,  Knoxville,  to  work  towards  establishing  a 
Young  Physician  Section  of  the  TMA  House  of  Delegates. 

— Voted  to  support  the  candidacy  of  Dr.  A.  Roy  Tyrer,  Jr., 
Memphis,  for  a position  on  the  AMA  Council  on  Long 
Range  Planning. 

—Received  a report  from  Mrs.  Gayanne  Burns,  president  of 
the  TMA  Auxiliary,  regarding  proposed  Teen  Health 
Workshops  in  Chattanooga  and  Memphis. 

— Nominated  Drs.  John  W.  Chambers,  Cleveland,  Robert  S. 
Sanders,  Murfreesboro,  and  George  M.  Ryan,  Memphis, 
to  serve  on  the  state  Advisory  Council  on  Resource  Ma- 
terials. 

— Received  and  approved  the  second  quarter  operating  re- 
port. 

— Voted  to  conduct  the  1988  July  Board  meeting  at  Fairfield 
Glade  Resort. 

Fourth  Quarter  Meeting — October  11,  1987 

The  Board: 

— Received  a report  from  Dr.  James  C.  Prose,  chairman  of 
the  TMA  Emergency  Medical  Services  Committee,  regard- 
ing the  need  for  the  establishment  of  a trauma  system  in 
Tennessee. 

— Received  a report  from  Dr.  Hays  Mitchell  regarding  im- 
plementation of  Resolution  No.  28-87,  Medical  Home. 

— Received  a report  from  the  Committee  on  Mental  Health 
and  accepted  seven  recommendations  from  the  committee, 
including  amendments  in  current  laws  pertaining  to  com- 
mitment of  the  seriously  ill  psychiatric  patient. 

— Received  a report  from  Dr.  Hays  Mitchell  regarding  the 
Primary  Care  Committee  and  meetings  with  the  state  Med- 
icaid Administration. 

— Received  a report  from  the  Interprofessional  Liaison  Com- 
mittee regarding  meetings  with  the  Tennessee  Pharmaceu- 
tical Association  and  voted  to  ask  TPA  to  consider  spon- 
soring a conference  on  drug  prescribing  environment. 

- — Received  a report  from  the  Rural  Health  Committee  on 
the  25th  annual  Rural  Health  Conference  held  Oct.  7-8 
with  491  persons  attending. 

— Received  a report  from  the  Committee  on  Hospitals  and 
its  joint  meeting  with  the  Tennessee  Hospital  Association. 

— Received  a report  from  the  Committee  on  Medical  Prac- 
tice and  its  meeting  with  staff  of  the  Tennessee  Depart- 
ment of  Human  Services. 

— Received  a report  from  the  Committee  on  Continuing 
Medical  Education  regarding  ACCME’s  Committee  on 
Review  and  Recognition  reaccreditation  survey  of  TMA’s 
program. 

— Received  a report  regarding  activities  of  State  Volunteer 
Mutual  Insurance  Company. 

— Heard  from  Dr.  Otis  Warr,  of  the  Mid-South  Foundation 
for  Medical  Care,  regarding  PRO  activities  in  Tennessee. 

— Voted  to  renew  the  contract  with  Dr.  David  T.  Dodd, 
Murfreesboro,  to  serve  as  medical  director  of  the  TMA 
Impaired  Physician  Program  in  1988. 

— Voted  to  support  the  concept  of  a state  Council  for  Pro- 
motion of  Health. 

— Received  a report  from  Dr.  Hays  Mitchell  regarding  the 
Governor’s  Indigent  Care  Cabinet  Council  and  Advisory 
Committee. 

— Approved  funding  of  a survey  of  young  physicians  in  the 
state. 

— Approved  survey  fees  for  accreditation  of  institutions  by 
the  Committee  on  Continuing  Medical  Education. 
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— Voted  to  provide  institutions,  upon  initial  CME  reaccredi- 
tation, with  some  type  of  permanent  recognition,  certifi- 
cate or  plaque  that  could  be  appropriately  displayed. 

— Received  a report  regarding  the  2nd  annual  TMA  Hospital 
Medical  Staff  Section  meeting  to  be  held  in  Nashville. 
March  6,  1988. 

— Voted  to  support  a request  from  the  TMA  Auxiliary  re- 
garding Bylaw  changes. 

— Voted  to  approve  recommendations  from  staff  regarding 
exhibits  at  the  1988  annual  meeting. 

— Voted  to  increase  TMA  reimbursement  of  appropriate  au- 
tomobile expenses  at  the  rate  of  22Vi<t  per  mile  effective 
Jan.  1,  1988. 

— Approved  recommendations  from  the  Scientific  Affairs 
Committee  regarding  policy  relating  to  evaluation  of  CME 
programs  at  the  TMA  annual  meeting. 

— Nominated  Drs.  Lewis  F.  Cosby.  Johnson  City.  Timothy 
W.  Thurston,  Maryville,  and  Robert  L.  Barnes,  III.  Knox- 
ville, for  appointment  to  the  state  Crippled  Children  Serv- 
ice Committee. 

— Nominated  Drs.  Edward  W.  Reed,  Memphis,  Luthur  A. 
Beazley,  Jr.,  Nashville,  and  Marvin  G.  Gregory,  Jr.,  Nash- 
ville, for  consideration  for  appointment  to  the  Medicaid 
Medical  Care  Advisory  Committee. 

— Nominated  Drs.  Stephen  Schillig.  Nashville,  Claude  H. 
Workman,  Jr.,  Memphis,  and  Cecil  E.  Russell,  Jr..  Pow- 
ell, for  consideration  for  appointment  to  the  state  Medi- 
caid Formulary  Advisory  Committee. 

— Approved  methods  of  nominating  physicians  to  serve  as 
the  state  chief  medical  officer  to  replace  Dr.  Fredia  S. 
Wadley,  who  resigned. 

— Received  and  approved  the  operating  report  for  the  first 
nine  months  of  1987. 

— Received  and  approved  a proposed  1988  budget  of 
$1,424,000. 

First  Quarter  Meeting — January  16-17,  1988 

The  Board: 

— Received  a report  regarding  the  selection  process  of  the 
state  chief  medical  officer. 

— Voted  to  approve  recommendations  from  the  Ad  Hoc 
Committee  to  form  a Young  Physician  Section. 

— Voted  to  express  disapproval  of  the  designation  determi- 
nation guidelines  for  a Trauma  System  in  Tennessee  as 
proposed;  approved  supporting  a three-level  trauma  sys- 
tem following  the  guidelines  of  the  American  College  of 
Surgeons;  and  voted  to  request  that  a rules  hearing  be  held 
by  the  Licensing  Board  for  Health  Care  Facilities  to  ac- 
complish these  changes. 

— Received  a report  regarding  a meeting  of  TMA  officers 
and  staff  with  a similar  group  from  the  Tennessee  Bar  As- 
sociation. 

— Received  a report  regarding  the  efforts  to  form  a statewide 
IPA  and  reorganizational  efforts  by  the  Tennessee  Health 
Trust. 

— Received  a report  from  Dr.  Hays  Mitchell  regarding  the 
Governor’s  Cabinet  Council  on  Indigent  Care. 

— Received  a report  from  Dr.  Hays  Mitchell  regarding  prog- 
ress of  the  Medical  Home  concept  statewide. 

— Indicated  support  of  the  Board  of  Medical  Examiners  in 
their  efforts  to  improve  ways  and  means  of  implementing 
laws  pertaining  to  medicine  and  those  licensed  to  practice 
in  Tennessee. 

— Appointed  physicians  to  serve  on  all  TMA  standing  and 
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special  committees  to  become  effective  following  the  April 
1988  annual  meeting. 

— Voted  to  abolish  the  Committees  on  Health  Planning,  Oc- 
cupational Health,  Rehabilitation,  and  Liaison  Committee 
to  Medical  Schools  in  Tennessee. 

— Nominated  Dr.  Ronald  C.  Pack,  Knoxville,  to  replace  Dr. 
John  H.  Burkhart,  Knoxville,  on  the  TMA/SEF  Board,  and 
renominated  Drs.  Robert  L.  Chalfant,  Nashville,  Charles 
E.  Allen,  Johnson  City,  and  Patrick  J.  Murphy,  Memphis, 
plus  the  addition  of  Drs.  William  L.  Hickerson,  Memphis, 
and  Nat  E.  Hyder,  Jr.,  Johnson  City,  to  the  TMA/SEF 
Board  of  Directors. 

— Named  Drs.  Charles  E.  Allen,  Johnson  City,  Hugh  Fran- 
cis, Jr.,  Memphis,  and  Thurman  L.  Pedigo,  McMinnville, 
to  serve  on  the  Board  of  Directors  of  the  Tennessee  Med- 
ical Foundation. 

— Appointed  Drs.  Duane  C.  Budd,  Johnson  City,  Pete  S. 
Soteres,  Chattanooga,  and  Robert  N.  Montgomery,  Knox- 
ville, to  the  Nominating  Committee  to  represent  East  Ten- 
nessee. 

— Appointed  Drs.  William  J.  Pedigo,  Jr.,  Clarksville,  James 
W.  Hays,  Nashville,  and  Charles  E.  Jordan,  Cookeville,  to 
the  Nominating  Committee  to  represent  Middle  Tennessee. 

— Appointed  Drs.  James  W.  Shore,  Martin,  Phillip  A.  Pedi- 
go, Memphis,  and  Charles  W.  White,  Lexington,  to  the 
Nominating  Committee  to  represent  West  Tennessee. 

— Named  Dr.  John  H.  Burkhart,  Knoxville,  as  a non-voting 
advisory  member  to  the  Nominating  Committee  represent- 
ing the  Committee  on  Constitution  and  Bylaws. 

— Referred  recommendations  from  the  TMA  Committee  on 
HIV  Infection  and  AIDS  to  the  Executive  Committee  for 
further  study. 

— Voted  to  request  the  Committee  on  Communications  and 
Public  Service  to  recommend  ways  and  means  of  imple- 
menting Resolution  No.  28-87. 

— Voted  to  award  honorariums  of  $100  to  physicians  to  serve 
on  site  visits  on  behalf  of  the  TMA  Committee  on  Contin- 
uing Medical  Education. 

— Received  a report  regarding  activities  of  State  Volunteer 
Mutual  Insurance  Company. 

— Approved  endorsement  of  the  Mid-South  Foundation  for 
Medical  Care  as  the  PRO  for  Tennessee. 

— Received  a report  from  Dr.  David  T.  Dodd  regarding  ac- 
tivities of  the  Impaired  Physician  Committee. 

— Voted  to  award  1988  Distinguished  Service  Awards  to  Drs. 
Robert  J.  Smith,  Jackson,  Thurman  L.  Pedigo,  Mc- 
Minnville, and  James  C.  Hunt,  Memphis. 

— Voted  to  award  1988  Community  Service  Awards  to  the 
Church  Health  Center  of  Memphis-Shelby  County,  Trudy 
Braun  of  Cumberland  County,  and  Mary  Ward  Allen  of 
Warren  County. 

— Received  a report  regarding  the  2nd  annual  TMA  Hospital 
Medical  Staff  Section  annual  meeting  to  be  held  March  6, 
1988  in  Nashville. 

— Reaffirmed  existing  policy  not  to  provide  legal  defense 
services  to  component  medical  societies. 

— Voted  to  recognize  retiring  Air  Force  Surgeon  General 
Murphy  Chesney,  M.D.,  a Tennessean,  at  the  April  1988 
TMA  annual  meeting. 

— Voted  to  reinstitute  the  officer  and  Board  member  visita- 
tion program  with  component  medical  societies. 

— Nominated  Drs.  James  N.  Sullivan,  Nashville,  William  M. 
Law,  Jr.,  Knoxville,  and  Judy  Spencer,  Memphis,  for  con- 
sideration for  appointment  to  the  state  Diabetes  Advisory 
Board. 


— Nominated  Dr.  William  D.  Johnston,  Nashville,  for  con- 
sideration for  appointment  to  the  state  Cancer  Reporting 
Advisory  Committee. 

— Received  a staff  report  regarding  progress  being  made  to- 
ward the  April  annual  meeting  in  Memphis. 

— Reviewed  each  resolution  adopted  in  1981  to  determine 
which,  if  any,  should  be  reaffirmed  and  which  should  be 
allowed  to  sunset. 

— Appointed  Charles  L.  Cornelius,  Jr.  as  TMA  legal  counsel 
for  1988. 

— Appointed  Robert  Bellenfant  as  TMA  auditor  for  1988. 

— Received  and  approved  the  preliminary  1987  financial 
statement  pending  receipt  of  the  final  audit. 

— Finalized  the  1988  budget. 

Executive  Committee  Meeting  (by  conference  call) — 
February  3,  1988 

The  Committee: 

— Approved  eight  recommendations  from  the  TMA  Commit- 
tee on  HIV  Infection  and  AIDS  as  TMA  policy,  and  di- 
rected that  these  policies  be  disseminated  to  the  TMA 
membership  as  well  as  the  general  public. 

— Approved  Board  sponsorship  of  a resolution  regarding  Rape 
of  the  Elderly  at  the  April  annual  meeting. 

— Nominated  Drs.  William  J.  Pedigo,  Jr.,  Clarksville,  Timo- 
thy W.  Thurston,  Maryville,  and  Harold  F.  Vann,  Clarks- 
ville, for  consideration  to  fill  the  unexpired  term  of  Dr. 
Hays  Mitchell,  Cleveland,  on  the  state  Medicaid  Medical 
Care  Advisory  Committee. 

I have  summarized  the  major  actions  of  the  Board  during 
the  past  year  in  its  attempt  to  represent  each  member  of  the 
Association.  The  workload  increases  annually,  and  members 
of  the  Board  give  unselfishly  of  their  time  and  talents.  It  has 
been  a distinct  privilege  to  serve  as  chairman  of  the  Board. 
Trustees  and  officers  of  the  Association  are  sincerely  dedi- 
cated to  the  efficient  performance  of  the  Tennessee  Medical 
Association  and  the  furtherance  of  its  educational  goals  and 
socio-political  policies.  That  effort  is  implemented  by  a ca- 
pable, interested,  and  alert  staff.  The  Board  extends  sincere 
gratitude  to  that  staff  for  truly  professional  work.  The  mem- 
bership is  urged  to  communicate  with  leadership  regarding 
problems  to  be  addressed  and  any  perceived  failures  in  per- 
formance by  the  Board. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Board  of  Trustees,  expressed  its  appreciation  to  Dr.  Ikard  and 
the  Board  for  their  accomplishments  on  behalf  of  the  Associ- 
ation this  past  year,  and  recommended  that  the  report  be  filed. 


Report  of  the 
Judicial  Council 

Howard  L.  Salyer,  M.D.,  Chairman 

The  Judicial  Council  of  the  Tennessee  Medical  Associa- 
tion addressed  several  matters  this  year.  All  were  either  re- 
ferred to  the  appropriate  component  society  for  resolution  or 
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to  the  state  Board  of  Medical  Examiners. 

Concerns  regarding  physician  advertising  were  referred  to 
the  Board  of  Medical  Examiners.  At  our  recommendation, 
that  Board  is  in  the  process  of  holding  hearings  and  promul- 
gating rules  to  govern  physician  advertising. 

A major  area  of  concern  is  potentially  misleading  use  of 
advertising  in  the  Yellow  Pages  with  respect  to  medical  spe- 
cialties. Physicians  are  reminded  that  state  law,  governing  such 
advertising  in  the  healing  arts  and  the  practice  of  medicine  in 
particular,  prohibits  “advertising  statements  of  a character 
tending  to  deceive  or  mislead  the  public  ...”  and  the  use  of 
any  “untrue  or  misleading  statements  . . [Tennessee  Code 
Annotated,  Sections  63-1-120(16)  and  63-6-214(8)]. 

Issues  pertaining  to  the  corporate  practice  of  medicine  and 
questions  of  fee  splitting  were  also  referred  to  the  Board  of 
Medical  Examiners.  The  Board  is  holding  hearings  and  hopes 
to  promulgate  rules  governing  the  corporate  practice  of  med- 
icine. 

The  report  of  the  Council  on  Ethical  and  Judicial  Affairs 
of  the  American  Medical  Association  (AMA),  “Ethical  Is- 
sues Involved  in  the  Growing  AIDS  Crisis,”  is  now  AMA 
policy.  (This  was  published  in  the  February  1988  issue  of  the 
Journal.) 

Before  the  House  of  Delegates  is  Resolution  No.  3-88  re- 
affirming the  “Guiding  Principles  Regarding  Delivery  of 
Medical  Care  Services.”  This  policy  was  originally  recom- 
mended by  the  Judicial  Council  in  1981. 

Several  other  items  came  to  the  attention  of  the  Judicial 
Council  and  were  referred  to  component  societies  for  reso- 
lution. As  usual,  our  component  societies  do  an  excellent  job 
of  interpreting  and  handling  ethical  issues  that  come  before 
them  regarding  their  membership. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Judicial  Council , expressed  its  appreciation  to  Dr.  Salyer  and 
members  of  the  Council  for  their  excellent  work  during  this 
past  year,  and  recommended  that  the  report  be  filed. 


Report  of  the 
Secretary-Treasurer 

Dee  J.  Canale,  M.D. 


The  annual  audit  for  the  fiscal  (and  calendar)  year  ending 
December  31,  1987  has  been  completed  and  is  available  for 
review.  The  customary  examination  of  Association  records 
was  conducted  by  Bellenfant  & Miles,  P.C.,  Certified  Public 
Accountants. 

The  attached  financial  reports  have  been  extracted  from 
the  complete  audit.  They  show  the  revenue  and  expenditures 
during  1987  as  well  as  the  assets,  liabilities,  and  fund  balance 
at  the  end  of  the  year.  The  operating  reserve,  based  upon 
projected  1988  expenditures,  is  approximately  14  months. 

An  operating  deficit  occurred  during  the  preceding  year 
of  $7,747.  Without  the  infusion  of  funds  from  the  recently 
formed  TMA  Physician  Services,  Inc.,  an  even  greater  deficit 
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would  have  been  recorded.  Investment  income,  a major  fac- 
tor in  previous  years  in  avoiding  deficits,  dropped  to  $122,680 
in  1987,  down  from  the  $139,247  amount  the  previous  year. 

The  current  $220  annual  TMA  dues  continues  to  be  among 
the  lowest  in  the  country  with  only  three  states — Oklahoma, 
Delaware,  and  Nevada — having  lower  state  association  dues 
in  1987. 

The  Association  remains  in  sound  financial  condition. 
Prudent  investment  management  and  operating  policies  are 
followed. 

I wish  to  express  my  appreciation  to  the  Board  of  Trust- 
ees for  allowing  me  to  serve  as  your  secretary-treasurer. 


TENNESSEE  MEDICAL  ASSOCIATION 
STATEMENT  OF  REVENUE,  EXPENSES  AND 
FUND  BALANCE 


Year  ended  December  31 
1987  1986 


REVENUE 

Membership  dues  (net  of  $78,552 
to  Journal  for  1987  and 


$77,424  for  1986) 

$ 997,588 

$ 742,591 

Annual  Meeting — Exhibits 

33,120 

37,245 

Annual  Meeting — Tickets 

6,738 

13,708 

Investment  Income 

122,680 

139,247 

AMA  Collection  Fees 

7,584 

8,813 

Impaired  Physician  Grant 

84,409 

84,502 

Specialty  Society  Administration 

16,299 

1,650 

Total  Revenue 

$1,268,418 

$1,027,756 

EXPENSES 

Administrative 

$ 466,576 

$ 437,886 

Administrative  Support  & Services  27,645 

19,930 

Travel — Staff 

33,344 

30,898 

Officers 

61,829 

62,197 

Impaired  Physician  Program 

157,734 

156,569 

Committee  Expense 

19,066 

16,292 

Legislative  Committee 

37,432 

38,456 

Other  Organizations 

9,990 

9,780 

Annual  Meeting 

42,834 

49,742 

Taxes 

29,714 

28,289 

Headquarters  Expense 

28,021 

26,888 

Student  Education  Fund 

123,663 

121,837 

Specialty  Society  Administration 

27,535 

Depreciation  Expense 

21,459 

20,599 

Contingencies 

10,193 

1,553 

Total  Expenses 

$1,097,035 

$1,020,916 

Excess  of  Revenue  Over 

Expenses  Before  Journal 

171,383 

6,840 

Excess  Journal  Expenses  ( 

Excess  of  Revenue  Over 

9,441) 

( 14,587) 

(Under)  Expenses 

FUND  BALANCE 

161,942 

(7,747) 

Beginning 

1,866,324 

1,874,071 

Ending 

$2,028,266 

$1,866,324 
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TENNESSEE  MEDICAL  ASSOCIATION 
BALANCE  SHEET 

Year  Ended  December  31 
1987  1986 


ASSETS 


Cash 

$ 390,710 

$ 74,871 

Investments 

1,782,139 

1,955,314 

Interfund  Notes  Receivable 

89,700 

89,700 

Accrued  Interest  Receivable 

52,476 

74,523 

Other  Receivables 

1,000 

1,000 

Total  Current  Assets 

$2,316,025 

$2,195,408 

Real  Estate  and  Equipment 
(net) 

252,400 

248,901 

Total  Assets 

$2,568,425 

$2,444,309 

LIABILITIES 

Accounts  Payable  and 
Accrued  Expenses 

$ 10,103 

$ 12,443 

Dues  Collection  Escrow 

530,056 

565,542 

Deferred  Revenue 

— 

— 

Total  Current  Liabilities 

540,159 

577,985 

FUND  BALANCE 

2,028,266 

1,866,324 

Total  Liabilities  and 
Fund  Balance 

$2,568,425 

$2,444,309 

TENNESSEE  MEDICAL  ASSOCIATION 
JOURNAL  INCOME  AND  EXPENSES 
Year  Ended  December  31,  1987 


INCOME 

Allocation  of  Dues 

Advertising 

Subscriptions 

Total 

$ 78,552 
71,507 
2,429 

Readership 

$78,552 

2,429 

Advertising 

$ — 
71,507 

Total  Income 

$152,488 

$80,981 

$71,507 

EXPENSES 

Clerical  Assistance 

$ 600 

$ 600 

$ — 

Clipping  Services 

2,207 

2,207 

— 

Editor  and  Board 

3,000 

3,000 

’ — 

Printing  and  Mailing 

102,879 

62,242 

40,637 

Fringe  Benefits 

3,912 

1,956 

1,956 

Payroll  Taxes 

1,625 

812 

812 

Salaries 

22,785 

11,393 

11,393 

Staff  Travel 

■ — 

— 

— 

Overhead 

24,921 

16,614 

8,307 

Total  Expenses 

$161,929 

$98,824 

$63,105 

JOURNAL  INCOME 

(Loss) 

($  9,441) 

($17,843) 

$ 8,402 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
secretary-treasurer,  thanked  Dr.  Canale  for  the  good  work  he 
has  done  during  the  past  year,  noted  that  it  is  pleased  with  the 
financial  management  of  the  Association,  and  recommended 
that  the  report  be  filed. 


Report  of  the 
Executive  Director 

Mr.  L.  Hadley  Williams 


In  my  report  to  this  House  in  April  1981,  I made  mention 
of  the  fact  that  the  Tennessee  Medical  Association  had 
achieved  a milestone  in  its  history  when  membership  in  the 
Association  would  surpass  5,000  for  the  first  time.  TMA  fin- 
ished the  year  1981  with  5,082  total  members. 

Now,  seven  years  later,  another  milestone  will  soon  be 
reached.  TMA  membership  stood  at  5,988  at  the  end  of  1987 
and  will  exceed  the  6,000  level  for  the  first  time  in  history  by 
the  end  of  the  year.  Also,  membership  by  TMA  members  in 
the  American  Medical  Association  continued  to  increase  and 
at  the  end  of  1987  stood  at  6,243  which  represents  79%  of 
the  TMA  membership  who  also  opt  for  belonging  to  AM  A. 
Of  the  non-unified  states,  only  two — Delaware  and  North 
Dakota — have  a higher  percentage  of  their  members  who  also 
belong  to  the  AM  A.  Tennessee  was  recognized  at  the  AMA’s 
annual  Leadership  Conference  in  February  for  having  ex- 
ceeded the  prior  year’s  AMA  membership  for  the  11th  con- 
secutive year,  a proud  accomplishment  for  the  Volunteer 
State. 

Reaching  all-time  highs  in  membership  will  not  result  in 
decreased  efforts  on  the  part  of  TMA  to  continually  improve 
our  membership  totals.  An  active  ongoing  program  of  re- 
cruitment exists  and  efforts  to  encourage  component  societies 
to  actively  solicit  members  from  the  student  classes  as  well  as 
residents  and  interns  continue  to  be  made.  Benefits  of  mem- 
bership in  the  federation  of  organized  medicine  must  be  made 
known  to  the  young  physician,  for  it  is  from  these  ranks  that 
medicine’s  leadership  of  tomorrow  will  emerge.  Component 
societies  are  being  urged  to  review  membership  categories 
and  requirements  in  order  to  eliminate  any  barriers  to  mem- 
bership that  may  exist. 

Increasing  membership  numbers  pays  dividends  in  many 
ways.  TMA  now  has  one  additional  delegate  and  alternate  to 
the  AMA  House  of  Delegates  as  a result  of  having  achieved 
over  75%  of  the  TMA  membership  as  AMA  members.  Ten- 
nessee’s eight  seats  in  the  AMA  House  is  exceeded  by  only 
ten  states.  Tennessee  tops  the  list  behind  the  large  populated 
states  of  California,  New  York,  Texas,  Florida,  Illinois, 
Michigan  and  Ohio  with  its  delegation  size. 

Annual  increases  in  membership  numbers  help  to  offset 
expected  increases  in  costs  to  provide  administrative  services 
to  the  membership.  Tennessee’s  dues  structure  continues  to 
be  one  of  the  lowest  in  the  nation  with  only  three  states — 
Nevada,  Delaware  and  Oklahoma — having  dues  lower  than 
Tennessee’s  $220  annual  figure. 

The  challenges  of  the  future  facing  the  medical  profession 
and  individual  practitioners  demand  a strong  and  unified  state 
medical  association  and  nationally,  the  American  Medical 
Association.  These  are  the  organizations  that  can  and  do  speak 
for  physicians  and  address  the  issues  on  behalf  of  all  practi- 
tioners. Competition  is  now  the  name  of  the  game.  Compe- 
tition between  physicians,  competition  between  physicians  and 
health  care  facilities,  and  competition  between  physicians  and 
ancillary  providers  continue  to  be  the  major  issues.  A grow- 
ing fight  over  the  control  of  patient  care  decisions  in  light  of 
cost  control  is  also  emerging. 
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TMA  MEMBERSHIP  REPORT 
As  of  December  31,  1987 


Dues  Paying  Active 

1987 

1986 

1985 

1984 

1983 

Members 

Dues  Paying  Resident 

4,981 

4,911  4,834 

4,772  4,714 

Members 

87 

71 

79 

71 

79 

Dues  Exempt  Member 
Veteran  Status.  . . .496 
Military,  Disabled 
and  Retired  . . . .237 
Student 187 

920 

830 

787 

751 

761 

TOTAL 

5,988 

5,812  5,700 

5,594  5,554 

Deaths 

43 

41 

34 

51 

43 

AMA  members  from  Tennessee  Medical  Association: 


Dues  Paying 

3,666 

Dues  Exempt 

625 

Direct  Members 

1,952 

TOTAL  AMA  MEMBERS 

6,243 

79%  of  dues  paying  TMA  members  are 
dues  paying  AMA  members 


Medicine  must  look  at  its  image  so  vividly  reflected  in 
major  public  attitude  surveys.  The  following  summarizes  some 
of  the  results  of  recent  surveys: 

When  the  public  was  recently  asked,  “Do  you  think  phy- 
sicians are  really  interested  in  their  patients?”  40%  said  NO. 
This  was  a 6%  increase  over  the  previous  year.  In  response 
to  the  question,  “Do  you  think  physicians  act  like  they  are 
better  than  others?”  38%  said  YES,  an  increase  of  5%  over 
the  prior  year.  When  asked  if  physician  fees  were  reasonable, 
only  25%  said  they  were,  a decrease  of  15%  from  the  pre- 
vious year.  In  response  to  the  question,  “Are  physicians  pri- 
marily interested  in  money?”  one  out  of  three  said  YES.  When 
asked  whether  physicians  spend  enough  time  with  patients, 
60%  said  NO.  This  image  of  the  profession  establishes  an 
environment  where  proposals  not  in  the  best  interests  of  the 
profession  or  of  the  patients  receive  serious  consideration. 
Changes  in  the  public’s  perception  of  physicians  and  the 
medical  care  they  deliver  can  be  altered  only  by  the  individ- 
ual practitioner  in  his  own  practice  setting.  Large  amounts  of 
money  spent  on  public  relations  campaigns  will  not  substan- 
tially alter  attitudes  outlined  above.  Nothing  speaks  louder 
than  actions  and  patients  hold  to  their  attitudes  as  a result  of 
encounters  with  their  physicians  while  seeking  their  care,  not 
from  reading  or  watching  a public  service  announcement. 

The  advent  of  corporate  care  has  contributed  in  some  de- 
gree to  the  public’s  attitudes  and  will,  I believe,  continue  to 
do  so.  I am  of  the  opinion  that  the  vast  majority  of  the 
American  people  still  prefer  care  by  independent  practition- 
ers rather  than  by  those  employed  by  government  or  HMOs. 
There  is  a rather  convincing  bit  of  evidence  that  the  move- 


ment toward  HMOs,  including  IPAs,  PPOs,  and  so  forth, 
may  have  peaked.  Some  new  HMOs  are  being  established 
and  others  are  dropping  out  of  the  marketplace.  Some  of  the 
very  best  and  strongest  have  experienced  extreme  difficulties. 
I believe  the  downward  trend  in  the  public  attitude  towards 
the  profession  can  be  reversed  with  a renewed  public  percep- 
tion of  personal  concern  and  caring  by  physicians.  Other 
problems  may  exist,  including  quality  of  care  and  reimburse- 
ment costs  by  various  levels  of  government,  all  of  which  can 
be  overcome  by  a profession  that  has  the  backing  and  sup- 
port of  the  public.  Starting  immediately  to  seek  and  achieve 
such  patient  support  is  not  soon  enough. 

I would  like  to  commend  to  you  a dedicated  and  hard- 
working staff  of  men  and  women  who  strive  to  provide  the 
membership  with  the  services  they  expect  and  deserve.  I ap- 
preciate the  efforts  of  each  staff  member  and  having  person- 
ally reached  a milestone  of  my  own  some  ten  weeks  ago  when 
I celebrated  the  anniversary  of  my  25th  year  with  TMA,  I am 
grateful  to  be  associated  with  such  an  outstanding  group  as 
the  TMA  staff  and  thank  them  for  their  untiring  efforts. 

My  appreciation  is  also  extended  to  Dr.  Galyon,  who  has 
served  the  Association  in  a most  exemplary  manner  as  pres- 
ident during  the  past  year,  and  to  the  Board  of  Trustees  for 
the  work  they  perform,  much  of  which  is  unnoticed  and  un- 
appreciated by  the  average  TMA  member.  I look  forward  to 
working  with  Dr.  John  B.  Thomison  during  his  year  as  pres- 
ident which  will,  I am  confident,  produce  another  year  of 
progress  and  service  to  Tennessee  physicians. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
executive  director,  expressed  the  appreciation  of  the  TMA 
membership  to  Mr.  Williams  for  the  excellent  job  he  performs, 
and  recommended  that  the  report  be  filed. 


Committee  Reports 

The  following  standing  and  special  committees  made  an- 
nual reports  to  the  House  of  Delegates: 

— Committee  on  Scientific  Affairs 
— Committee  on  Legislation 
— Committee  on  Governmental  Medical  Services 
— Committee  on  Constitution  and  Bylaws 
— Committee  on  Hospitals 
— Peer  Review  Committee 

— Committee  on  Communications  and  Public  Service 
— Interprofessional  Liaison  Committee 
— Committee  on  Continuing  Medical  Education 
— Impaired  Physician  Peer  Review  Committee 
— Committee  on  Rural  Health 
— Committee  on  Emergency  Medical  Services 
— Advisory  Committee  to  TMA  Auxiliary 
— Committee  on  Mental  Health 
— Committee  on  Medicine  and  Religion 
— Primary  Care  Liaison  Committee 
— Geriatrics  Committee 
— Committee  on  Medical  Practice 
— Committee  on  HIV  Infection  and  AIDS 
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TMA  s Board  of  Trustees 

In  a moment  of  pique  over  some  personal  attack  or  other  during  a rather 
heated  debate  on  the  floor  of  the  AMA  House  of  Delegates,  one  of  its  trustees 
a few  years  back  retorted  that  it  was  remarkable  to  him  that  members  of  the 
House  elected  their  most  trusted  friends  to  the  Board,  whereupon  they  im- 
mediately became  mortal  enemies.  It  is  characteristic  of  constituencies  to  view 
their  trustees  as  insensitive  to  their  needs  and  desires — characteristic,  and  to 
some  extent  to  be  expected.  It  is  to  be  expected  not  because  the  Board 
members  are  insensitive — after  all,  their  needs  and  desires  are  by  and  large 
the  same  as  those  of  their  constituents — but  that  practicalities  supervene  which 
make  the  requested  action  fiscally  unsound  or  logistically  impossible.  The 
Board,  after  all,  is  charged  not  only  with  satisfying  your  wishes,  but  also  with 
protecting  the  best  interests  of  the  Association,  and  on  closer  examination 
that  may  be  inconsistent  with  some  of  the  requests  transmitted  to  it. 

When  a Board — TMA’s  or  any  other — receives  a formal  request  from  its 
parent  in  the  form  of  a resolution,  the  Board  does  not  ever  take  it  lightly  or  dismiss  it;  the  Board  does 
its  level  best  to  accede  to  the  wishes  of  the  House  in  the  most  practicable  manner  possible.  This  may 
sometimes  involve  assigning  a matter  to  an  existing  committee  instead  of  reinventing  the  wheel  by 
forming  a new  task  force  at  added  expense  to  the  membership  of  its  funds  and  volunteer  time  and  effort. 
Because  the  Board  sometimes  makes  a wrong  choice,  or  else  because  it  finds  its  instructions  impossible 
to  fulfil,  it  may  be  accused  of  insensitivity  or  downright  obstructionism. 

All  of  this  surfaced  in  a proposed  amendment  to  the  Constitution  of  the  TMA  that  would  require  the 
Board  to  acknowledge  its  accountability  and  demonstrate  its  stewardship  by  reporting  each  year  on  its 
response  to  instructions  from  the  House. 

As  many  have  found  out  to  their  discomfiture,  it  can  be  embarrassing,  sometimes  even  dangerous, 
to  speak  for  another,  and  especially  to  do  it  in  writing.  Nevertheless,  I think  I can  speak  for  all  of  the 
trustees  and  officers  of  this  Association  individually,  and  collectively  as  the  Board,  by  affirming  that  we 
consider  ourselves  privileged  and  honored  to  serve  our  colleagues  in  this  way,  and  that  we  take  most 
seriously  any  charge  given  us  by  the  House.  Previous  Boards  have  thought  themselves  responsive,  and 
have  considered  that  they  were  communicating  properly  with  the  membership.  Actions  of  the  Board  at 
its  quarterly  meetings  are,  after  all,  published  in  some  detail  in  a subsequent  issue  of  the  Journal.  The 
Board  is  therefore  unenthusiastic  about  the  proposed  amendment,  but  only  because  it  thinks  it  unnec- 
essary, believing  as  it  does  that  it,  like  previous  Boards,  is  already  doing  what  the  amendment  requires. 

In  addition  to  the  quarterly  summaries  of  the  Board  actions  published  in  the  Journal,  the  chairman 
of  the  Board  reports  directly  to  the  House  of  Delegates  annually.  This  past  year’s  report  outlined  actions 
taken  by  the  Board  during  the  past  12  months  on  151  separate  agenda  items,  including  action  and 
disposition  taken  on  nine  resolutions  referred  to  it  the  previous  year.  This  report  was  referred  to 
Reference  Committee  C,  where  any  member  could  appear  to  question  the  Board’s  action  or  non-action 
on  any  of  the  items  that  had  been  referred  to  the  Board. 

The  proper  functioning  of  any  organization  depends  upon  adequate  communication  between  the 
membership  and  its  governing  body  and  officers.  I hope  that  throughout  this  coming  year  you  will  share 
with  me  your  hopes,  your  wishes,  your  frustrations,  and  even,  if  you  feel  so  inclined,  your  innermost 
desires.  Though  I cannot  promise  to  fulfil  them  all,  or  even,  for  that  matter,  any  of  them,  I do  promise 
to  listen,  and  to  do  what  I can.  I think  I am  not  risking  much,  even  anything  at  all,  in  promising  the 
same  for  all  of  the  Board.  Though  the  practice  climate  does  not  auger  a tranquil  year,  it  is  apt  to  be  an 
exciting,  and  even  a challenging,  one,  and  I hope,  in  spite  of  everything,  a good  one  for  us  all. 


John  B.  Thomison 
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Ducks  in  a Row 

Strains  of  Winter  Solstace  floating  amidst 
flaming  azaleas  and  huge  oaks  that  were  old  when 
Memphis  was  new.  Audubon  Park,  disheveled 
but  still  aflame  with  chaotic  color.  The  Peabody, 
whose  roof  was  described  40  years  ago  by  a med 
school  classmate  of  mine  from  Ole  Miss  as  the 
closest  to  heaven  you  could  get  down  here, 
transformed  from  dowdy  dowager  to  its  former 


regal  status,  its  ducks  still  parading  to  Sousa 
marches  each  morning  from  penthouse  to  lobby 
fountain  and  each  evening  back  again.  Justine’s, 
as  good  as  over.  Dogwood  in  full  bloom,  wrapped 
in  glorious  sunlight  and  crowned  with  bright  blue 
skies.  And  everywhere  the  marvelous  people  who 
are  the  Tennessee  Medical  Association  and  Aux- 
iliary, their  spouses,  and  the  TMA  staff.  Those 
remain  as  mementos  of  the  153rd  annual  meeting 
of  the  Tennessee  Medical  Association  at  The 
Peabody  in  Memphis;  the  drudgery,  frustrations, 
fatigue,  and  lost  causes  quickly  fade. 

Though  those  are  the  mementos,  and  from  past 
experience  the  pleasant  moments  that  will  last 
when  all  else  we  did  is  displaced  by  new  pres- 
sures and  flurries  of  activity,  the  meeting  encom- 
passed a lot  of  flurries  of  activity  amidst  steady 
pressures.  We  did  a lot;  whether  we  accom- 
plished anything  of  lasting  value  only  time  will 
tell. 

This  issue  of  the  Journal  is  a gold  mine  of  in- 
formation, but  though  the  resolutions  will  some- 
times be  referred  to,  the  rest  of  it  will  be  quickly 
relegated  to  archive  status.  Before  you  toss  it 
aside,  though,  I would  sincerely  urge  you  to  read 
the  reports  that  are  enclosed.  I commend  partic- 
ularly to  your  attention  the  Report  of  the  Board 
of  Trustees,  which  summarizes  the  actions  of  your 
Board  during  the  past  year.  In  case  you  think 
your  leadership  inactive,  or  inattentive  to  your 
wishes  as  expressed  in  actions  taken  by  the  House 
of  Delegates,  this  report  will  dispel  any  such  no- 
tion. You  should  also  read  the  Report  of  the  Ex- 
ecutive Director,  which  presents  the  sound  status 
of  your  Association  under  a dedicated,  knowl- 
edgeable, hardworking  staff. 

Which  is  a good  place  to  report  to  you  action 
taken  by  the  House  of  Delegates  on  Saturday 
morning,  and  a presentation  made  on  the  pre- 
vious evening,  both  of  which  had  been  well-kept 
secrets.  Mr.  L.  Hadley  Williams  has  now  com- 
pleted 25  years  of  service  to  TMA,  12  of  them  as 
executive  director,  and  as  I reported  to  you  in 
these  columns  last  fall  is  currently  serving  as 
president  of  the  American  Association  of  Medi- 
cal Society  Executives  (/  Tenn  Med  Assoc  80:566, 
1987);  he  also  serves  on  the  advisory  panel  to  the 
executive  vice-president  of  the  AMA,  Dr.  James 
Sammons.  In  recognition  of  his  service  to  the 
Association,  which  includes  his  service  to  Medi- 
cine nationally,  the  Board,  on  Friday  evening,  on 
behalf  of  the  Association  and  many  of  the  for- 
mer officers  who  have  served  with  Hadley,  pre- 
sented him  and  Mrs.  Williams  with  an  INTRAV 
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trip  of  their  choice.  Then  on  Saturday  morning, 
on  nomination  by  the  Board,  the  House  voted 
Mr.  Williams  an  honorary  member  of  the  Ten- 
nessee Medical  Association,  the  first  such  action 
ever  taken  by  a TMA  House  of  Delegates.  The 
action  of  both  the  Board  and  the  House  was 
unanimous,  indicating  their  high  regard  for  both 
Mr.  Williams  and  his  work.  That  the  Association 
has  not  suffered  from  having  to  share  Hadley  with 
these  other  organizations  is  a tribute  not  only  to 
his  executive  ability  and  capacity  for  hard  work, 
but  also  to  his  staff  under  the  capable  leadership 
of  the  associate  executive  director,  Mr.  Don 
Alexander. 

As  I opine  here  each  year,  it  is  unfortunate 
that  space  limitations  prevent  publication  of 
committee  reports,  which  are  not  a part  of  the 
official  transactions  of  the  Association.  When 
there  is  some  spectacular  accomplishment  or  oth- 
er a committee  may  receive  acknowledgement  of 
it  in  some  way  or  other,  but  recognition  is  more 
by  serendipity  than  anything  else.  Mostly,  their 
hard  work  goes  unsung;  certainly  it  is  undercom- 
pensated, the  only  return  to  the  individual  being 
personal  satisfaction,  and  a share  in  whatever 
good  the  Association,  Medicine  generally,  or  so- 
ciety as  a whole  derives  from  it. 

When  some  member  asks  me  what  the  Asso- 
ciation is  doing  (they  usually  mean  “for  me” — 
and  sometimes  they  say  so — but  sometimes  they 
mean  just  what  are  they  doing)  I usually  tell  him, 
“I  don’t  know.  You’re  the  Association.  What  are 
you  doing?”  The  committee  reports  indicate  that 
a large  number  of  their — your — colleagues  are 
doing  a lot  for  all  of  us.  Some  of  it  is  of  consid- 
erable consequence,  and  some  of  it  of  little  con- 
sequence, but  almost  all  (I  hesitate  ever  to  say 
all)  of  it  is  necessary.  The  17-page  report  of  the 
Tennessee  Delegation  to  the  AMA  also  shows 
how  much  the  AMA  is  doing  for  you,  despite 
doubts  sometimes  expressed.  I intend  to  publish 
that  report,  or  at  least  some  of  it,  for  your  edifi- 
cation. 

In  1963 — 25  years  ago  for  those  of  you  who 
like  me  have  trouble  even  with  arithmetic — the 
TMA  Student  Education  Fund  became  opera- 
tional, and  made  four  loans  for  a total  of  $6,000. 
That  was  more  money  by  a lot  then  than  the  same 
number  of  dollars  is  now,  but  not  even  close  to 
the  59  loans  made  in  1987  totaling  just  over 
$200,000.  The  fund  has  come  under  fire  in  the 
past  because  of  what  has  been  perceived  as 
wholesale  welching  on  repayment.  Actually,  for 
a total  of  $1,072,822  in  loans  made  to  459  stu- 


dents over  the  25  years,  the  actual  loss  of  $6,000, 
which  figures  out  to  about  0.6%,  unless  my  cal- 
culator lies,  is  not  bad — even  less  than  one  should 
expect. 

The  chairman  of  the  Student  Education  Fund 
at  its  inception  was  John  H.  Burkhart,  M.D.;  he 
still  was  through  this  annual  meeting,  when  he 
stepped  down,  along  with  Robert  H.  Haralson, 
Jr.,  M.D.,  the  only  other  original  member  of  the 
SEF  Board.  The  two  of  them  were  honored  by  a 
special  presentation  citing  their  signal  service  to 
the  Association,  not  to  mention  to  all  those  young 
men. 

Before  closing,  it  is  my  privilege  to  recognize 
the  contribution  of  the  Auxiliary  to  the  TMA, 
who  grace  us  corporately  at  our  meetings  and  in- 
dividually day  by  day.  They  are  rapidly  making 
themselves  as  indispensible  in  the  former  office 
as  they  have  always  been  in  the  latter.  Under  the 
presidency  of  Gayanne  (Mrs.  Phillip)  Burns  of 
Signal  Mountain,  the  Auxiliary  had  a good  year, 
with  a number  of  innovations  that  will  continue 
over  into  the  tenure  of  the  present  president, 
Debbie  (Mrs.  Charles  W.)  Godwin  of  Knoxville. 
Not  the  least  of  their  contributions  was  the  rais- 
ing this  year  at  present  count  of  $157,350  for  the 
AMA  Education  and  Research  Fund;  also,  for 
the  first  time  they  achieved  participation  by  every 
county  in  the  state. 

The  Association  was  honored  to  have  Joseph 
Painter,  M.D.,  of  Houston,  a good  friend  of  the 
Tennessee  Delegation  to  the  AMA  and  a mem- 
ber of  the  AMA  Board  of  Trustees,  as  our  guest, 
and  to  have  him  address  the  House  at  its  closing 
session  on  Saturday  morning.  As  a member  of 
the  Executive  Committee,  and  AMA  Commis- 
sioner to  the  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations,  he  is  most  knowl- 
edgeable on  medical  affairs  nationally. 

At  the  annual  banquet  on  Friday  evening  in 
The  Peabody’s  beautiful  Memphis  Ballroom,  the 
133rd  president  of  the  Tennessee  Medical  Asso- 
ciation, James  T.  Galyon,  M.D.,  wound  up  a 
busy  and  successful  year  that  saw  the  Hospital 
Medical  Staff  Section  expand,  a Young  Physician 
Section  begin  to  organize,  and,  with  passage  of 
Constitutional  Amendment  No.  1-87,  the  Medi- 
cal Student  Section  become  a functional  entity. 
After  dinner,  Dr.  Galyon  passed  to  your  editor 
the  gavel,  with  the  privileges  and  burdens  that 
accompany  it.  I look  forward  to  the  former,  and 
know  that  I can  count  on  the  help  of  all  of  you 
and  our  superb  staff  to  bear  the  latter.  I am 
grateful  for  the  honor. 
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Thanks  to  daylight  savings  time  starting  a 
month  earlier  this  year,  the  long  spring  after- 
noon and  early  evening  afforded  a pleasant  and 
leisurely  drive  back  to  Nashville  along  an  inter- 
state lined  by  redbuds  and  dogwood  in  profu- 
sion, the  first  leg  of  the  long  trip  that  will  end  at 
Opryland  next  spring.  Memphis  put  on  a marvel- 
ous show  for  us.  What  will  this  column  have  to 
say  next  year?  Only  God  knows. 

J.B.T. 


Marines  and  Snails  and 
Puppy-Dog  Tails 

As  flies  to  wanton  boys,  are  we  to  the  gods; 

They  kill  us  for  their  sport. 

— Shakespeare 
King  Lear 

Little  fleas  have  lesser  fleas 
Upon  their  backs  to  bite  ’em. 

And  lesser  fleas  still  lesser  fleas. 

And  so  ad  infinitem 

— Ogden  Nash  (I  think) 

Richard  Wagner  was  not  nice.  Some  people 
would  say  the  same  for  his  operas.  Using  the 
Nordic  pantheon,  Wagner  created  a whole  new 
mythology  for  his  Ring  Cycle.  The  music  is  sub- 
lime (/  think)  and  the  story  line  superb.  Many  of 
the  characters,  though,  including,  maybe  partic- 
ularly, Wotan,  the  chief  god,  are.  like  Wagner, 
not  nice  people.  They  have  a tendency  to  prey 
on  the  poor  human  creatures,  and  being  a hero 
is  particularly  risky,  since  Wotan  has  given  or- 
ders to  the  Valkyries  to  bring  the  heroes  to  Val- 
halla to  fill  up  his  halls;  of  course  they  have  to 
be  dead  first,  so  their  adversaries,  and  not  they, 
get  protection. 

There  is  a well-established  pecking  order  in 
nature.  Contrary  to  what  some  people  would  have 
you  believe,  that  is  not  something  that  was  in- 
vented by  man.  Not  many  predators  are  vegetar- 
ians, and  a large  percentage  of  the  animal  king- 
dom, as  well  as  some  members  of  the  plant 
kingdom,  are  predators.  This  means  that  you  look 
for  something  smaller,  weaker,  and/or  slower  than 
yourself  to  eat. 

Except  for  those  of  the  Hindu  persuasion,  and 
perhaps  a few  others,  mankind  has  always  adopt- 
ed the  notion  that  all  lower  orders  are  present  on 

404 


earth  simply  for  the  good  of  man.  This  has  led  to 
excesses  on  occasion,  with  total  extinction  of 
some  species  for  no  better  reason  than  to  satisfy 
man’s  greed,  vanity,  or  lust  for  blood.  Thought- 
less (or  even  premeditated,  in  some  frightful  in- 
stances) cruelty  to  animals  led  to  the  formation 
of  various  Societies  for  the  Prevention  of  Cruelty 
to  Animals,  which  is  an  ennobling  pursuit.  Man- 
kind's penchant  for  excesses,  though,  is  putting 
medical  research  in  a bind. 

Though  there  are  some  exploitative  individu- 
als who  would  demur,  the  wanton  destruction  of 
life  of  any  kind  is  abhorrent,  and  to  cause  pain 
during  any  execution  is  unthinkable.  In  its  use  of 
animals  for  experimental  purposes,  therefore, 
medical  science,  and  I am  sure  other  branches  of 
science  as  well,  that  engage  in  animal  research, 
has  constructed  all  sorts  of  safeguards  to  ensure 
humane  treatment  of  experimental  animals.  This 
has  not  satisfied  some  individuals,  however,  such 
as  the  dowager  who.  when  asked  how  she  would 
have  proposed  testing  the  successful  vaccine 
against  poliomyelitis  rather  than  using  chimpan- 
zees, retorted,  “Use  the  Marines.”  Groups  of 
people  of  this  persuasion  have  turned  violent  on 
occasion,  advocating  the  taking  of  human  life  to 
protect  lower  forms  (which  I presume  they  do 
not  consider  lower),  and  have  resorted  to  threats 
to  attain  their  goals. 

The  legislative  lobby  against  the  use  of  ani- 
mals for  experimentation  is  powerful.  The  fruits 
of  its  labor  have  been,  first,  to  probably  improve 
the  lot  of  laboratory  animals  in  some  instances, 
which  is  indeed  laudable,  but  the  extremes  to 
which  such  protectionism  has  been  carried  are 
beginning  to  seriously  hamper  medical  research. 
Legislation  is  now  in  the  works  to  prevent  the 
use  of  pound  animals,  and  to  require  the  breed- 
ing of  animals  specifically  for  experimental  use. 
This  would  be  doubly  wasteful,  as  pound  animals 
are  destroyed  in  any  case,  and  would  be  unable 
to  make  their  contribution  to  society,  requiring 
instead  expensive  laboratory-bred  surrogates.  This 
would  increase  the  cost  of  medical  research  as- 
tronomically, and  likely  prohibit  much  of  it. 

I do  not  wish  to  be  viewed  as  advocating  cru- 
elty to  animals;  neither  am  I impugning  the  mo- 
tives of  those  in  the  ASPCA,  which  is  a highly 
motivated  group,  and  one  that  is  very  necessary 
in  our  society.  As  in  every  organization,  though, 
that  I have  ever  been  a party  to,  as  well  as  every 
other  one  that  I know  anything  about,  there  are 
those  that  get  carried  away  with  the  importance 
of  their  mission,  and  sometimes  indulge  in  ex- 
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cesses.  They  generally  have  louder,  more  stri- 
dent voices  and  a much  higher  profile  than  their 
fellows,  and  since  they  do.  are  often  the  spokes- 
men for  a group  that  may  be  more  moderate  in 
its  outlook  and  passions. 

We  need  regulation  to  ensure  the  welfare  of 
experimental  animals,  and  legislation  to  prevent 
extinction  of  both  animal  and  plant  species  in  the 
wild.  I want  them  protected.  The  Marines  are  at 
least  as  good  as  dogs  and  cats.  They  are  not  al- 
ways well  treated  either,  and  on  occasion  they 
have  been  an  endangered  species.  Let's  protect 
them  all. 

J.B.T. 


Jesse  P.  Cullum,  age  76.  Died  April  4,  1988.  Graduate 
of  University  of  Tennessee  College  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 


Walter  J.  Johnson , age  97.  Died  April  10.  1988.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Giles  County  Medical  Society. 

Telford  A.  Lowry , age  76.  Died  April  6.  1988.  Grad- 
uate of  University  of  Louisville  School  of  Medicine. 
Member  of  Monroe  County  Medical  Society. 


TMA  Members  Receive  AMA  Physician’s  Recognition  Award 


Sixtv-three  TMA  members  qualified  for  the  AMA  Physician's  Recognition  Award  during  March  1988. 
To  qualify  for  the  PRA.  a minimum  of  150  hours  of  continuing  medical  education  must  be  earned  over 
a three-year  period:  60  of  these  hours  must  be  Category  1. 

This  list  does  not  include  members  who  reside  in  other  states.  Names  of  additional  PRA  recipients  will 
be  published  as  they  are  received  from  AMA. 


William  M.  Adams,  Jr.,  M.D.,  Memphis 
George  E.  Allen , M.D.,  Chattanooga 
Robert  L.  Barnes,  111,  M.D.,  Knoxville 
Hugh  G.  Barnett,  II,  M.D.,  Jackson 
Ralph  I.  Barr,  M.D.,  Columbia 
William  R.  Bell,  III,  M.D.,  Knoxville 
John  M.  Bishop,  M.D.,  Somerville 
David  G.  Bowers,  Jr.,  M.D.,  Nashville 
Warner  L.  Clark,  M.D.,  Church  Hill 
David  B.  Coffey,  M.D.,  Oneida 
James  P.  Craig,  M.D.,  Elizabethton 
Teodorico  P.  Cruz,  Jr.,  M.D.,  Elizabethton 
Anh  H.  Dao,  M.D.,  Nashville 
Buford  P.  Davis.  Jr.,  M.D.,  Pulaski 
Joseph  C.  DeFiore,  Jr.,  M.D.,  Knoxville 
McCarthy  DeMere,  M.D.,  Memphis 
James  W.  Felch,  M.D.,  Franklin 
Thaddeus  H.  Ferrell,  M.D.,  Memphis 
Raymond  A.  Finney,  Jr.,  M.D.,  Maryville 
Albert  S.  Garrett,  Jr.,  M.D.,  Knoxville 
Hiranya  C.  K.  Gowda,  M.D.,  Nashville 
John  B.  Hackworth,  Jr.,  M.D.,  So.  Pittsburg 
Kevin  F.  Hagan,  M.D.,  Nashville 
David  F.  Hassell,  M.D.,  Knoxville 
Cauley  W.  Hayes,  Jr.,  M.D.,  Chattanooga 
Douglas  B.  Haynes.  M.D.,  McMinnville 
Richard  W.  Henderson,  M.D.,  Knoxville 
Douglas  C.  Henry,  M.D.,  Nashville 
Michael  T.  Hood,  M.D.,  Newport 
Christopher  L.  Ihle,  M.D.,  Franklin 
Robert  W.  Ikard,  M.D.,  Nashville 
Frank  L.  Jayakody,  M.D.,  Shelbyville 


Sherman  F.  Kahn,  M.D.,  Memphis 
Joo  T.  Kim,  M.D.,  Morristown 
Howard  S.  Kirshner,  M.D.,  Nashville 
Robert  E.  Knowling,  M.D.,  Knoxville 
Allen  D.  Lewis,  M.D.,  Chattanooga 
Jay  F.  Lewis,  II,  M.D.,  Chattanooga 
John  B.  Lynch,  M.D.,  Nashville 
Thomas  B.  McGinnis,  M.D.,  Johnson  City 
Herbert  J.  Michals,  M.D.,  Kingsport 
Kenneth  T.  Miller,  Jr.,  M.D.,  Oak  Ridge 
Harry  C.  Moss,  Jr.,  M.D.,  Johnson  City 
Patrick  J.  Murphy,  M.D.,  Memphis 
William  M.  Murphy,  M.D.,  Memphis 
Dewey  G.  Nemec,  M.D.,  Nashville 
Harry  K.  Ogden,  M.D..  Knoxville 
Thurman  L.  Pedigo,  Sr.,  M.D.,  McMinnville 
James  H.  Ragsdale,  M.D.,  Union  City 
Warren  C.  Ramer,  Sr.,  M.D.,  Lexington 
John  R.  Reynolds.  M.D.,  Chattanooga 
Charles  L.  Roach,  M.D..  Sevierville 
George  K.  Scholl,  M.D.,  Johnson  City 
Mitchell  K.  Schwaber,  M.D.,  Nashville 
Archibald  Y.  Smith,  III,  M.D.,  Signal  Mtn. 
Edward  L.  Tarpley,  M.D.,  Nashville 
Ronald  E.  Turk,  M.D.,  Greeneville 
Ronald  G.  Twilla,  M.D.,  Milan 
Joe  K.  Wallace,  M.D.,  Crossville 
John  O.  Williams,  Jr.,  M.D.,  Mt.  Pleasant 
Thomas  W.  Williams,  M.D.,  Etowah 
J.  Mack  Worthington,  M.D.,  Memphis 
David  R.  Yates.  M.D..  Hermitage 
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new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

COCKE  COUNTY  MEDICAL  SOCIETY 

McDonald  Gray,  M.D.,  Newport 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Richard  A.  Oberg,  M.D. , Jackson 
Russell  S.  Lents,  M.D.,  Jackson 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

Joseph  C.  Alder,  Jr.,  M.D.,  Rogersville 
Pauline  Gascon,  M.D.,  Rogersville 


O.  S.  Luton,  M.D.,  Clarksville,  has  been  certified  as 
an  “Addictionologist”  by  the  American  Medical  Soci- 
ety on  Alcoholism  and  Other  Drug  Dependencies,  the 
major  national  and  international  organization  for  phy- 
sicians who  treat  alcoholism  and  other  drug  depen- 
dence. 

G.  Patrick  Maxwell,  M.D.,  Nashville,  has  been  award- 
ed the  prestigious  Walter  Scott  Brown  Award  from  the 
American  Society  for  the  Aesthetic  Plastic  Surgery,  Inc. 
The  award  is  given  to  the  individual  presenting  the  best 
video/film  at  the  annual  meeting  of  the  Society. 


Announcement/ 


CALENDAR  OF  MEETINGS 


KNOXVILLE  ACADEMY  OF  MEDICINE 

Stephen  R.  Franklin,  M.D.,  Knoxville 
Stephen  K.  Patteson,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Benny  A.  Gardner,  M.D.,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Harold  F.  Moessner,  M.D.,  St.  Bethlehem 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Ann  Elizabeth  Van  Dyke,  M.D.,  Murfreesboro 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Steven  W.  Swann,  M.D.,  Brentwood 


NATIONAL 


July  1-3 

July  21-24 
July  30-Aug.  3 
Aug.  3-6 
Aug.  3-7 
Aug.  3-8 
Aug.  21-24 


North  Carolina  Medical  Society,  18th  An- 
nual Sports  Medicine  Symposium — Shell  Is- 
land Hotel,  Wrightsville  Beach.  N.C. 
American  Orthopaedic  Foot  and  Ankle  So- 
ciety— St.  Paul 

Association  of  Medical  Illustrators — Shera- 
ton on  Harbor  Island,  San  Diego 
Peruvian  American  Medical  Society — Wes- 
tin  Bonaventure  Hotel,  Los  Angeles 
National  Medical  and  Dental  Association — 
Cheyenne  Mountain  Inn,  Colorado  Springs 
International  Doctors  in  Alcoholics  Anony- 
mous— Stouffer  Hotel,  Baltimore 
American  Association  of  Tissue  Banks — 
Sheraton  on  Harbor  Island,  San  Diego 


per/onol  new/ 


Benjamin  F.  Byrd,  Jr.,  M.D.,  Nashville,  has  received 
the  Human  Relations  Award  from  the  National  Con- 
ference of  Christians  and  Jews — Nashville  chapter, 
recognizing  his  contributions  to  the  fight  against  breast 
cancer. 

Charles  S.  Fulk,  M.D.,  Morristown,  has  been  inducted 
as  a fellow  of  the  American  College  of  Physicians. 


MOVING?  Send  Us  Your  Address  ; 

Please  notify  us  six  weeks  in  advance.  ' 

Old  Address  J 

Name J 

Address . ! 

City/State/Zip j 

New  Address  1 

Address J 

City/State/Zip J 

Effective  Date  of  New  Address [ 

Send  to:  TMA,  112  Louise  Ave.,  Nashville,  TN  37203  j 

I I 


406 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


jowool  of  the 

tennc//ee 

mcdkol  as/ociotioA 

OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 

JULY,  1988 
VOL.  81,  NO.  7 


Waldenstrom's  Macroglobulinemia 
With  Pulmonary  Involvement 


JERRY  WILLIAMS,  M.D.;  GARY  CHIERICO,  M.D.;  JAMES  MYERS,  M.D.; 
RODOLFO  LAUCIRICA,  M.D.;  EDWARD  R.  FRIEDLANDER,  M.D.;  and 

WILLIAM  DRALLE,  M.D. 


Introduction 

Waldenstrom’s  macroglobulinemia  is  a slowly 
progressive  disease  characterized  by  a prolifera- 
tion of  malignant  monoclonal  IgM-secreting  plas- 
macytoid  lymphocytes.  The  incidence  of  pulmo- 
nary involvement  in  this  disease  is  low.  We 
describe  a patient  with  Waldenstrom’s  macro- 
globulinemia with  necropsy  proven  pulmonary 
involvement  and  a review  of  the  literature  on  this 
disease. 

Case  Report 

A 56-year-old  white  man  went  to  another  hospital  for 
evaluation  of  fever,  chills,  purulent  sputum,  and  left-sided 
pleuritic  chest  pain.  Chest  radiography  revealed  a left  pleural 
effusion,  and  thoracentesis  yielded  purulent  material  consist- 
ent with  an  empyema.  When  blood  cultures  were  positive  for 
Streptococcus  pneumoniae,  therapy  was  instituted  with  intra- 
venous penicillin  G.  Drainage  of  the  empyema  was  unsuc- 
cessful with  closed-tube  thoracostomy,  necessitating  transfer 
of  the  patient  on  March  27,  1986  to  the  Veterans  Administra- 
tion Medical  Center  for  further  evaluation. 


From  the  Divisions  of  Pulmonary  Medicine  and  Pathology.  De- 
partment of  Medicine,  Veterans  Administration  Medical  Center,  and 
the  Department  of  Internal  Medicine,  Quillen-Dishner  College  of 
Medicine,  East  Tennessee  State  University,  Johnson  City. 

Reprint  requests  to  Department  of  Medicine.  Veterans  Adminis- 
tration Medical  Center,  Mountain  Home.  TN  37684  (Dr.  Williams). 


On  physical  examination  there  was  dullness  with  de- 
creased breath  sounds  at  the  left  base,  the  liver  was  palpable 
4 cm  below  the  costal  margin,  and  there  was  proximal  muscle 
weakness  with  decreased  deep  tendon  reflexes  in  the  lower 
extremities. 

Laboratory  tests  showed  WBC  count  6,400/cu  mm,  hemo- 
globin 10.7  gm/dl,  total  serum  protein  9.3  gm/dl,  erythrocyte 
sedimentation  rate  (ESR)  118  mm/hr,  serum  iron  32  |xg/dl, 
total  iron  binding  capacity  (TIBC)  198  |x/dl,  ferritin  1,298  ng/ 
ml,  and  serum  and  urine  protein  electrophoresis  showed  a 
monoclonal  band  in  the  gamma  region,  composed  of  IgM 
kappa.  Quantitative  electrophoresis  revealed  an  IgG  of  598 
mg/dl,  IgA  83  mg/dl,  and  IgM  5,240  mg/dl.  The  urea  nitro- 
gen, creatinine,  and  SGOT  were  normal.  Chest  radiography 
revealed  loculated  pleural  fluid  in  the  left  lower  lung  field, 
and  ultrasound-guided  thoracentesis  yielded  purulent  mate- 
rial consistent  with  persistent  empyema.  Bone  marrow  aspi- 
rate and  biopsy  revealed  that  approximately  25%  of  the  mar- 
row cells  were  lymphocytes,  with  one-third  showing 
plasmacytoid  features,  findings  which  coupled  with  a mono- 
clonal IgM  serum  protein  spike  supported  a diagnosis  of  Wal- 
drenstrom’s  macroglobulinemia.  Serum  viscosity  was  2.4 
(normal  1.4  to  1.8). 

Attempts  at  eradication  of  the  empyema  with  broad-spec- 
trum antibiotics  and  closed-tube  thoracostomy  were  unsuc- 
cessful, necessitating  open  rib  resection  and  creation  of  an 
Eloesser  flap.  On  the  fifth  postoperative  day  the  patient  de- 
veloped dyspnea,  progressive  pulmonary  infiltrates,  and  acute 
respiratory  failure  requiring  intubation  and  mechanical  ven- 
tilation, but  the  pulmonary  infiltrates  persisted  despite  broad- 
spectrum  antibiotic  therapy.  Bronchoscopy  revealed  no  en- 
dobronchial lesions  or  mucosal  abnormalities,  and  bronchial 
washings  were  negative  for  carcinoma,  fungal  disease,  and 
acid-fast  bacilli;  PPD  was  negative,  with  positive  controls. 
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Rheumatoid  factor,  antinuclear  antibody,  angiotensin  con- 
verting enzyme,  serum  cryoglobulins,  and  antibody  to  human 
immunodeficiency  virus  were  not  present,  and  complement 
levels  (C3,  C4,  CH50)  were  normal.  Transbronchial  biopsy 
and  open  lung  biopsy  were  considered,  but  could  not  be  per- 
formed due  to  the  patient’s  clinical  condition. 

An  extensive  workup  was  performed  to  evaluate  the  pa- 
tient’s lower  extremity  weakness.  Creatinine  phosphokinase 
and  aldolase  values  were  normal.  EMG  and  NCV  studies  were 
consistent  with  a polyneuropathy.  CT  and  myelogram  of  the 
spine  were  normal,  and  lumbar  punctures  revealed  no  abnor- 
malities. Muscle  biopsy  revealed  type  2 atrophy,  without  any 
evidence  of  vasculitis.  Sural  nerve  biopsy  showed  normal 
morphology.  Screen  for  lead,  arsenic,  and  mercury  was  neg- 
ative. 

Chemotherapy  was  considered  but  was  obviated  by  the 
patient’s  clinical  condition  and  poor  Karnofsky  rating.  The 
patient  continued  to  have  unresolving  pulmonary  infiltrates 
accompanied  by  recurrent  episodes  of  presumed  pneumonia, 
with  chronic  respiratory  failure  resulting  in  ventilator  de- 
pendence. Despite  aggressive  antibiotic  therapy  and  pulmo- 
nary toilet,  the  patient  died  on  the  258th  hospital  day. 

At  autopsy,  gross  examination  of  both  lungs  revealed 
widespread  patchy  consolidation,  and  histologically,  the  pul- 
monary interstitium  and  alveoli  were  packed  with  tumor  cells 
(Figs.  1 and  2)  consisting  of  small  lymphocytes,  plasma  cells, 
and  plasmacytoid  cells  (Fig.  3).  Eosinophilic  deposits  of  pro- 
teinaceous materials  were  intermixed  among  these  cells  and 
within  Dutcher  bodies  (intranuclear  plasmacytoid  inclusions) 


Figure  1.  Interstitial  lymphocytic  infiltrate  (hematoxylin-eosin,  x 50). 
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(Fig.  4).  These  eosinophilic  masses  were  periodic  acid-Schiff 
positive,  but  failed  to  stain  for  amyloid.  Immunoperoxidase 
studies  positive  for  IgM  and  kappa  light  chains  demonstrated 
the  monoclonality  of  the  infiltrate.  There  was  also  evidence  of 
Waldenstrom’s  macroglobulinemia  in  the  bone  marrow,  lymph 
nodes,  spleen,  and  liver.  IgM  and  kappa  deposition  w'ere  dem- 
onstrated by  immunoperoxidase  stains  in  sections  of  peripheral 
nerves,  consistent  with  Waldenstrom’s  neuropathy. 

Discussion 

In  1944,  Waldenstrom  described  three  pa- 
tients with  anemia,  elevated  ESR,  lymphocytic 
infiltrates  in  the  bone  marrow,  and  abnormal  high 
molecular  weight  serum  globulins.1  Walden- 
strom’s macroglobulinemia,  now  recognized  as 
IgM,  usually  occurs  in  the  elderly.  Most  patients 
have  malaise,  anemia,  central  nervous  system 
depression,  or  mucous  membrane  bleeding  due 
to  plasma  hyperviscosity  caused  by  high  concen- 
trations of  IgM.  Manifestations  include  lymph- 
adenopathy,  hepatomegaly,  splenomegaly,  and 
anemia,  without  bone  lesions.2  Demonstration  of 
an  elevated  monoclonal  serum  IgM  and  a profu- 
sion of  abnormal  plasmacytoid  lymphocytes  infil- 
trating marrow  or  lymph  nodes  confirms  the  di- 
agnosis.3 


Figure  2.  Dense  alveolar  infiltrate  (hematoxylin-eosin,  x 50). 
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Pulmonary  complications  are  common,  and  are 
usually  due  to  concomitant  infection.4  Since  the 
first  report  of  pulmonary  involvement  in  Wal- 
denstrom’s macroglobulinemia  by  Noach,5  whose 
patient  had  generalized  disease  with  bone  mar- 
row infiltration,  the  occurrence  of  pulmonary  in- 
filtrates has  been  mentioned  by  others,211  though 
the  overall  incidence  of  pleuropulmonary  in- 
volvement has  been  reported  to  be  low  (0  to 
3%).6-n 

Radiographic  manifestations  of  Walden- 
strom’s macroglobulinemia  in  the  lung  include 
masses,  nodules,  infiltrates,  and  pleural  effu- 
sions.211 Pathology  of  pulmonary  involvement 
usually  reveals  lymphocytic  infiltrate  with  depos- 
its of  eosinophilic  proteinaceous  material.  This 
material  may  have  the  appearance  of  amyloid, 
which  has  been  reported  in  patients  with  Wal- 
denstrom’s macroglobulinemia.12  These  deposits 
are  also  found  in  Dutcher  bodies8-9  as  in  our  case; 
these  bodies  are  accumulations  of  immunoglob- 
ulins in  the  perinuclear  space,  which  then  ex- 
pands and  indents  the  nucleus.  Dutcher  bodies 
usually  contain  IgM  and  are  seen  in  many  well- 


differentiated  lymphocytic  lymphomas  with  plas- 
macytoid  features,  including  cases  of  Wal- 
denstrm’s  macroglobulinemia.8  Kobayashi9 
stressed  the  importance  of  immunologic  studies 
in  making  a diagnosis  of  pulmonary  Walden- 
strom’s macroglobulinemia.  Moreover,  it  is  very 
difficult  to  distinguish  reactive  lymphoid  lesions 
from  neoplastic  ones  of  the  lung,  especially  in  le- 
sions composed  predominantly  of  small  lympho- 
cytes like  those  in  Waldenstrom’s  macroglobuli- 
nemia.10 We  demonstrated  by  immunoperoxidase 
studies  the  monoclonality  of  the  lymphocytic  in- 
filtrate, as  the  cells  were  positive  for  IgM  and 
kappa  light  chains.  Immunoperoxidase  studies 
also  supported  the  clinical  impression  of  Walden- 
strom’s neuropathy  by  showing  deposition  of  the 
paraproteins  in  peripheral  nerve.  Typically,  the 
deposits  are  found  within  the  myelin  sheath  and 
rarely  in  the  endoneurium.13 

Confirmation  of  pulmonary  Waldenstrom’s 
macroglobulinemia  has  been  by  necropsy,  or  by 
examination  of  material  gathered  by  transbron- 
chial  biopsy,  open  lung  biopsy,  or  bronchoalveo- 
lar  lavage.7 


Figure  3.  Infiltrate  of  small  lymphocytes,  plasma  cells,  and  plasma- 
cytoid  cells  (hematoxylin-eosin,  x 500). 


Figure  4.  Dutcher  body  (intranuclear  plasmacytoid  inclusion)  period- 
ic acid-Schiff  stain,  x 500). 
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Recommendations  for  therapy  are  largely 
based  on  the  experience  of  those  who  have  treat- 
ed only  a small  number  of  patients,  and  since 
Waldrenstrom’s  macroglobulinemia  is  relatively 
rare,  there  has  been  no  prospective  clinical  trial 
as  to  the  effectiveness  of  antineoplastic  agents. 
Reports  of  response  to  chlorambucil  for  pulmo- 
nary involvement  have  been  documented.2-310 

In  summary,  pulmonary  involvement  should  be 
suspected  in  any  patient  with  Waldenstrom’s  ma- 
croglobulinemia who  develops  an  abnormal  chest 
roentgenogram.  The  diagnosis  can  be  confirmed 
by  immunologic  and  histologic  findings.  / T7 
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Multiple  Maternal  Isoimmunization 


MICHAEL  S.  CARDWELL,  M.D. 


Maternal  isoimmunization  as  a cause  of  peri- 
natal mortality  and  morbidity  has  rapidly  de- 
clined in  the  past  decade  with  the  advent  of  Rh- 
D immune  globulin;  isoimmunization  to  the  mi- 
nor blood  groups  and  other  Rh  subgroups  has 
therefore  proportionally  become  more  common. 
Most  cases  of  isoimmunization  to  the  minor  blood 
groups  are  a result  of  previous  blood  transfu- 
sions, and  it  is  not  uncommon  for  a patient  to 
have  one  or  two  different  antibodies  present.  We 
present  a case  in  which  the  mother  had  anti-Kell, 
anti-Duffy- A (FyA),  anti-E  and  anti-C  antibod- 
ies, all  known  causes  of  hemolytic  disease  of  the 
newborn  (HDN)  and  erythroblastosis  fetalis. 

Case  Report 

A 36-year-old  white  gravida  3,  para  1,  abortus  1.  blood 
type  B,  Rh-D  negative  was  first  evaluated  by  the  maternal- 
fetal  medicine  department  at  28  weeks'  gestation  for  elevated 
anti-Kell  and  anti-FyA  titers.  She  had  a long  history  of  ulcer- 
ative colitis  and  had  received  a blood  transfusion  19  years 
earlier  for  severe  rectal  bleeding.  She  denied  any  other  blood 
transfusions  or  receiving  any  other  blood  products  except  for 
Rh-D  immune  globulin. 

Her  first  pregnancy  resulted  in  a full-term  delivery  in  1979 
of  a female  infant  without  any  evidence  of  hemolytic  disease. 
Anti-Kell  and  anti-FyA  antibodies  in  titers  of  1:8  and  1:64  re- 
spectively were  identified  at  28  weeks’  gestation.  The  second 
pregnancy  ended  in  a spontaneous  first  trimester  abortion  in 
1984,  and  the  patient  received  Rh-D  immune  globulin  pro- 
phylactically. 

During  the  recent  pregnancy,  a positive  antibody  screen 
at  17  weeks’  gestation  identified  anti-Kell  and  anti-FyA  anti- 
bodies; the  anti-Kell  titer  was  1:8,  but  the  anti-FyA  antibody 
was  not  titered.  When  the  antibody  screen  was  repeated  at 
27  weeks  the  anti-Kell  titer  was  1:4  and  the  anti-FyA  titer 
1:256.  All  titers  were  performed  using  the  indirect  Coombs' 
technique.  The  patient  was  referred  to  the  maternal-fetal 
medicine  department  because  of  the  rising  titers. 

The  patient’s  blood  type  was  verified  to  be  B.  Rh-D  neg- 
ative, and  the  antibody  screen  revealed  anti-Kell,  anti-FyA. 
anti-C,  anti-E  and  anti-D  antibodies.  The  anti-D  titer  was  1:2 
and  was  secondary  to  antepartum  Rh-D  immune  globulin  ad- 
ministered to  the  patient  one  week  previously.  The  remaining 
titers  were  anti-Kell  1:4.  anti-FyA  1:256.  anti-C  1:2,  and  anti- 
E 1:2.  The  father's  blood  type  was  A,  Rh-D  positive.  Kell- 
negative, C-positive.  E-positive,  and  Duffy- A positive  (FyA). 

Obstetrical  ultrasound  studies  showed  a fetus  at  a gesta- 
tional age  of  28  to  29  weeks  with  an  estimated  weight  of  1.400 


From  the  Department  of  Maternal-Fetal  Medicine.  Baptist  Hos- 
pital.  Nashville. 

Reprint  requests  to  Department  of  Maternal-Fetal  Medicine.  Bap- 
tist Hospital.  2000  Church  St..  Nashville.  TN  37236  (Dr.  Cardwell). 


gm;  there  was  no  evidence  of  fetal  hydrops,  polyhydramnios, 
or  placentomegaly.  An  amniocentesis  to  assess  the  AOD450 
because  of  the  high  anti-FyA  titers  showed  it  to  be  0.251, 
placing  the  value  in  zone  3 of  Liley's  graph.  The  amniocen- 
tesis was  repeated  24  hours  later  to  verify  the  result;  the  sec- 
ond AOD450  was  0.290  (zone  3)  and  the  L/S  ratio  was  0.8 
with  absent  phosphatidylglycerol. 

An  intrauterine  transfusion  (IUT)  was  deemed  necessary 
because  of  the  severity  of  the  disease  and  the  absence  of  fetal 
pulmonary  maturity.  The  patient  was  admitted  to  the  ante- 
partum unit  in  anticipation  of  the  IUT.  A unit  of  O Rh-D 
negative.  Kell-negative.  FyA-negative.  E-negative,  C-negative 
blood  was  prepared  for  the  procedure.  The  unit  was  irradi- 
ated, washed  and  superpacked  to  a hematocrit  of  85%.  The 
IUT  was  performed  with  sonographic  guidance  and  the  cath- 
eter was  easily  inserted  into  the  fetal  abdomen.  After  7 cc  of 
blood  had  been  transfused,  the  fetus  developed  severe  bra- 
dycardia which  did  not  respond  to  all  usual  maneuvers.  The 
baby  was  delivered  by  emergency  cesarean  section  and  turned 
over  to  the  attending  neonatologist. 

The  neonate  was  a 1,390  gm.  blood  type  B.  Rh-D  positive 
girl  with  Apgars  of  2 and  5,  at  1 and  5 minutes  respectively. 
After  vigorous  resuscitation,  the  infant  was  transferred  to  the 
neonatal  intensive  care  unit  (NICU).  The  initial  hemogloblin 
and  hematocrit  were  8.4  mg/dl  and  25.6%  respectively,  the 
direct  Coombs’  test  was  positive,  and  the  bilirubin  was  4.0 
mg/dl.  Twenty-five  cubic  centimeters  of  the  blood  prepared 
for  the  IUT  were  given  during  the  resuscitation,  and  prophy- 
lactic phototherapy  at  200%  was  started  upon  arrival  to  the 
NICU.  The  peak  bilirubin  reached  5.9  mg/dl  at  three  days  of 
life.  Further  simple  transfusions  only  were  given,  since  the 
infant  did  not  require  any  exchange  transfusions. 

The  infant  was  discharged  on  day  66  of  life  from  the  NICU. 
Major  problems  remaining  were  grade  III  retinopathy  of  pre- 
maturity, a small  porencephalic  cyst  on  the  horn  of  the  left 
frontal  lobe,  and  mild  anemia.  The  mother  was  discharged 
four  days  after  delivery  in  good  condition.  Pathologic  exam- 
ination of  the  placenta  revealed  mild  edema  of  the  placental 
villi  and  an  increase  in  Hofbauer  cells;  the  umbilical  cord  was 
normal. 

Discussion 

Isoimmunization  during  pregnancy  may  result 
in  hemolytic  disease  of  the  newborn  and  ery- 
throblastosis fetalis.  Most  cases  of  isoimmuniza- 
tion are  still  the  result  of  Rh-D  sensitization 
though  the  number  is  declining  because  of 
administration  of  prophylactic  Rh-D  immune 
globulin.  Previous  blood  transfusions  account  for 
the  majority  of  isoimmunization  to  the  minor 
blood  groups;  our  patient  received  a blood  trans- 
fusion 19  years  earlier,  prior  to  her  first  pregnan- 
cy, and  apparently  became  sensitized  to  several 
of  the  minor  blood  groups,  including  the  Rh  sys- 
tem subgroups.  Sensitization  during  previous 
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pregnancies  is  less  likely  as  a cause  of  the  isoim- 
munization to  the  multiple  blood  groups. 

Though  antibodies  to  the  Kell  system  may  re- 
sult in  severe  HDN  and  erythroblastosis  fetalis,1 
the  father  was  Kell-negative.  The  anti-C  and  anti- 
E antibodies  are  directed  toward  minor  antigens 
of  the  Rh  blood  system;  they  are  also  known  to 
cause  HDN  and  erythroblastosis  fetalis,2  but  their 
titers  were  less  than  1:16,  the  critical  titer  for 
producing  severe  disease  in  the  fetus. 

Hemolytic  disease  of  the  newborn  due  to  Duf- 
fy-A  (FyA)  sensitization  was  first  reported  in 
1956. 3 Though  there  are  other  subgroups  in  the 
Duffy  system,  they  generally  do  not  cause  HDN. 
Greenwalt  and  associates4  found  no  correlation 
between  FyA  titers  and  severity  of  disease,  but 
when  the  titer  was  below  1:16  no  perinatal  deaths 
due  to  HDN  or  erythroblastosis  fetalis  resulted; 
amniocentesis  to  determine  the  AOD450  is  nec- 
essary if  the  titer  exceeds  1:16. 

In  spite  of  having  AOD450  values  in  zone  3 
of  Liley’s  graph  and  sensitization  to  several  anti- 
gens capable  of  causing  HDN,  the  neonate  had 
only  minor  difficulty  with  hemolysis  during  the 
first  days  of  life.  The  peak  bilirubin  (5.9%)  was 
much  below  the  level  capable  of  causing  CNS 
damage,  and  simple  transfusions  and  photother- 
apy were  the  only  therapy  necessary  to  treat  the 
HDN. 


The  histologic  examination  of  the  placenta  re- 
vealed mild  edema  of  the  placental  villi  and  in- 
creased Hofbauer  cells,  findings  consistent  with 
isoimmune  hemolytic  disease;  they  may  prestage 
the  development  of  erythroblastosis  fetalis.5  The 
umbilical  cord  did  not  show  any  staining  with  bile 
pigment,  and  the  amniotic  fluid  volume  was  es- 
timated to  be  normal. 

In  summary,  this  case  represents  a pregnancy 
complicated  by  severe  Duffy-A  (FyA)  isoimmu- 
nization and  sensitization  to  three  other  minor 
blood  group  antigens  (Kell,  C,  E)  known  to  cause 
HDN  and  erythroblastosis  fetalis.  The  manage- 
ment of  a pregnancy  complicated  by  isoimmuni- 
zation to  minor  blood  group  antigens  capable  of 
causing  severe  hemolytic  disease  involves  the 
same  protocol  as  that  used  with  Rh-D  isoimmu- 
nization. This  case  also  emphasizes  the  necessity 
of  screening  for  antibodies  to  the  minor  blood 
groups  even  in  Rh-D  positive  patients.  r ^ 
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Role  of  the  Medical  Director 
In  the  Nursing  Home 

JOSEPH  B.  MOON,  M.D. 


Introduction 

Prior  to  1975,  only  a few  long-term  care  facil- 
ities had  medical  directors,  but  by  the  1960s  and 
early  1970s  there  was  increasing  pressure  by  state 
and  federal  governments  as  well  as  by  national 
medical  organizations  to  embrace  the  “medical 
director  concept.”  This  was  in  part  to  satisfy  the 
need  for  physicians  to  care  for  patients  in  nursing 
homes. 

AMA  Recommendations 

In  an  effort  to  define  the  medical  director’s 
role  in  a long-term  care  facility,  the  “Guidelines 
for  the  Medical  Director  of  a Long-Term  Care 
Facility”  was  adopted  by  the  American  Medical 
Association’s  House  of  Delegates  in  1973.  To  help 
ensure  the  adequacy  and  appropriateness  of  the 
medical  care  provided  to  patients,  the  guidelines 
recommend  that  whenever  feasible  the  medical 
director  should: 

• Assist  in  arranging  continuous  physician  cov- 
erage for  medical  emergencies  and  in  devel- 
oping procedures  for  emergency  treatment  of 
patients. 

• Participate  in  development  of  a system  provid- 
ing for  each  patient  a medical  care  plan  that 
covers  medication,  nursing  care,  restorative 
services,  diet  and  other  services,  and,  if  appro- 
priate, a plan  for  discharge. 

• Be  the  medical  representative  of  the  facility  in 
the  community. 

• Develop  liaison  with  attending  staff  physicians 
in  efforts  to  ensure  effective  medical  care. 

• In  the  absence  of  an  organized  medical  staff,  be 
responsible  for  the  development  of  written  by- 


From  the  Department  of  Family  Medicine,  University  of  Tennes- 
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laws,  rules,  and  regulations  applicable  to  each 
physician  attending  patients  in  the  facility. 

• If  there  is  an  organized  medical  staff,  be  a 
member,  attend  meetings,  and  help  assure  ad- 
herence to  medical  staff  bylaws,  rules,  and 
regulations. 

• Participate  in  developing  written  policies  gov- 
erning medical,  nursing,  and  related  health 
services  provided  in  the  facility. 

• Participate  in  developing  patient  admission  and 
discharge  policies. 

• Participate  in  an  effective  program  of  long-term 
care  review. 

• Be  available  for  consultation  in  the  develop- 
ment and  maintenance  of  an  adequate  medical 
records  system. 

• Advise  the  administrator  as  to  the  adequacy  of 
the  facility’s  patient  care  services  and  medical 
equipment. 

• Be  available  for  consultation  with  the  admin- 
istrator and  the  director  of  nursing  in  evaluat- 
ing the  adequacy  of  the  nursing  staff  and  the 
facility  to  meet  the  psychosocial  as  well  as  the 
medical  and  physical  needs  of  patients. 

• Be  available  for  consultation  and  participation 
in  in-service  training  programs. 

• Advise  the  administration  on  employee  health 
policies. 

• Be  knowledgeable  concerning  policies  and 
programs  of  public  health  agencies  that  may 
affect  patient  care  programs  in  the  facility.1 

Federal  Law 

When  the  federal  law  was  promulgated,  it  was 
neither  as  inclusive  nor  as  specific  as  the  AMA 
guidelines.  The  law  as  embodied  in  section  405- 
1122  of  the  Code  of  Federal  Regulations  as 
amended  in  1974  (effective  December  1975) 
stands  today,  although  many  attempts  have  been 
made  to  change  it.  These  regulations  require  that 
nursing  homes  participating  in  Medicare  and 
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Medicaid  appoint  a medical  director  to  coordi- 
nate medical  services.  The  director’s  position  can 
be  part-time  or  full-time,  as  appropriate  to  meet 
the  needs  of  the  patients  and  the  facility.  If  the 
facility  has  an  organized  medical  staff,  a medical 
director  is  designated  by  the  medical  staff  with 
approval  of  the  facility’s  governing  body.  A phy- 
sician may  serve  as  director  of  more  than  one 
facility. 

The  medical  director  is  responsible  for  the  de- 
velopment of  written  institutional  bylaws,  poli- 
cies, and  procedures,  which  are  approved  by  the 
facility’s  governing  body.  These  documents  should 
delineate  the  responsibilities  of  attending  physi- 
cians. The  medical  director  is  responsible  for  co- 
ordination of  medical  care  within  the  facility  to 
ensure  the  adequacy  and  appropriateness  of 
medical  services  provided  to  patients.  This  in- 
cludes serving  as  a liaison  with  attending  physi- 
cians to  ensure  that  orders  are  written  promptly 
upon  admission  of  the  patient  to  the  nursing 
home.  Periodic  evaluation  of  the  adequacy  and 
appropriateness  of  the  health  care  delivered  by 
physicians,  allied  health  professionals,  support 
staff,  and  contract  services  is  also  the  responsi- 
bility of  the  medical  director. 

The  medical  director  is  responsible  for  surveil- 
lance of  the  health  status  of  the  facility’s  employ- 
ees. Incidents  and  accidents  that  occur  on  the 
premises  are  reviewed  by  the  medical  director  to 
identify  hazards  to  health  and  safety.  The  admin- 
istrator is  given  appropriate  information  to  help 
ensure  a safe  and  sanitary  environment  for  pa- 
tients and  personnel. 

The  medical  director  or  a registered  nurse  is 
designated,  in  writing,  to  be  responsible  for  the 
execution  of  patient  care  policies.  If  the  respon- 
sibility for  day-to-day  execution  of  patient  care 
policies  has  been  delegated  to  a registered  nurse, 
the  medical  director  serves  as  the  advisor  from 
whom  the  nurse  receives  medical  guidance.2 

Tennessee  Law 

The  1986  revised  nursing  home  rules  and  reg- 
ulations, published  by  the  State  of  Tennessee 
Department  of  Health  and  Environment,  state 
that  each  nursing  home  shall  retain  by  written 
agreement  a physician  licensed  to  practice  medi- 
cine in  the  state  of  Tennessee  to  serve  as  a med- 
ical consultant.  In  Tennessee  law,  the  term 
“medical  consultant”  is  used,  rather  than  “med- 
ical director.”  (In  this  paper  the  two  terms  are 
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used  interchangeably.)  The  medical  consultant 
shall  be  responsible  for  standards,  coordination, 
surveillance,  and  planning  for  improvements  of 
medical  care  in  the  nursing  home. 

The  minimum  responsibilities  of  the  medical 
consultant  are: 

• Delineating  the  responsibilities  of  and  com- 
municating with  attending  physicians  to  ensure 
that  the  physician  component  of  patient  care  is 
developed  and  implemented. 

• Ensuring  the  delivery  of  emergency  and  regu- 
lar physician  services  when  the  patient's  at- 
tending physician  or  his  designated  alternate  is 
not  available. 

• Reviewing  reports  of  all  accidents  or  unusual 
incidents  occurring  on  the  premises,  identify- 
ing hazards  to  health  and  safety,  and  recom- 
mending corrective  action  to  the  nursing  home 
administrator. 

• Making  periodic  visits  to  the  nursing  home  to 
evaluate  existing  conditions  and  the  adequacy 
of  nursing  and  dietary  care  furnished  to  the 
patients. 

• Reviewing  and  taking  appropriate  action  on 
reports  from  the  director  of  nursing  regarding 
significant  clinical  developments. 

• Monitoring  the  health  status  of  nursing  home 
personnel  to  ensure  that  no  health  conditions 
exist  which  would  adversely  affect  patients. 

• Advising  and  providing  consultation  on  mat- 
ters regarding  infection  control  and  isolation 
procedures.3 

The  State  of  Tennessee  SB  1095/HB  1097  (ef- 
fective July  1,  1987)  that  establishes  civil  penal- 
ties for  nursing  homes  makes  very  little  reference 
to  the  medical  director’s  duties.  The  only  two 
statements  related  to  medical  directors  are  quot- 
ed below: 

(XXIV)  The  nursing  home’s  medical  consultant 
shall  review  all  accidents  and  unusual 
incidents  occurring  on  the  premises, 
identify  hazards  to  health  and  safety, 
and  recommend  action  to  the  nursing 
home  administrator. 

(XXIX)  The  nursing  home  must  have  an  agree- 
ment with  a physician  and  a hospital  to 
care  for  a patient  who  does  not  have  a 
private  physician  or  hospital  of  choice.4 

Utilization  Review  Committee  as 
Defined  by  Law 

Federal  and  state  laws  mandate  that  nursing 
homes  have  a utilization  review  committee  (URC) 
with  physician  participation.  The  basic  responsi- 
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bility  of  the  URC  is  to  evaluate  and  document 
the  appropriateness  of  the  admission  and  stay  of 
each  patient.  The  URC  could  easily  expand  into 
a “quality  assurance”  committee  to  evaluate  and 
foster  quality  as  well  as  quantity  of  patient  care. 
It  seems  logical  that  the  medical  director  (who 
knows  the  medical  status  of  most  if  not  all  of  the 
patients  in  the  nursing  home  better  than  any  oth- 
er physician)  should  be  an  integral  part  of  the 
committee.  Contrary  to  this  thought,  in  a mem- 
orandum dated  February  1976,  the  Department 
of  HEW  prohibits  the  medical  director  from 
serving  on  the  URC  if  he  is  an  employee  of  the 
institution.5 

In  the  State  of  Tennessee  Skilled  Nursing  Fa- 
cility Manual  (revised  September  1987)  further 
restrictions  are  placed  on  the  URC.  It  states  that 
the  URC  may  not  include  any  individual  who  is 
directly  responsible  for  the  care  of  patients  whose 
care  is  being  reviewed,  is  employed  by  the  skilled 
nursing  facility,  or  has  financial  interest  in  any 
skilled  nursing  facility.6 

These  regulations  create  a significant  barrier 
to  the  medical  director’s  membership  on  the 
URC.  This  handicaps  the  committee  and  is  a dis- 
service to  the  medical  director  who  is  responsible 
for  the  quality  of  care  in  the  facility.7 

Beyond  the  Law 

Federal  and  state  laws  provide  a legal  basis  for 
the  medical  director's  role.  The  perspectives  and 
expectations  of  administrators,  directors  of  nurs- 
ing in  the  nursing  homes,  and  the  medical  direc- 
tors themselves  will  expand  the  role.  Although 
the  perspectives  and  expectations  of  these  groups 
differ,  there  is  general  agreement  that  the  medi- 
cal director  should  serve  as  a liaison  between 
practicing  physicians  and  the  nursing  home,  and 
ensure  compliance  with  regulations.  Most  also 
agree  that  the  medical  director  should  perform 
administrative  and  supervisory  activities  that  in- 
clude establishment  of  patient  care  policy,  at- 
tendance at  committee  meetings,  supervision  of 
medical  services,  and  service  as  resource  person 
for  the  entire  staff.  There  is  less  agreement  re- 
garding the  provision  of  direct  patient  care.5-8-9 

There  are  many  articles  concerning  the  re- 
sponsibilities of  the  medical  director  that  are  lit- 
tle more  than  opinion.  Such  literature,  however, 
should  not  be  ignored,  as  it  often  reflects  mature 
thinking  and  provides  hypothesis  for  further  test- 
ing, resulting  in  further  definition  of  the  medical 
director's  role.  For  example,  Birkett  maintains 
that  many  of  the  tasks  that  have  traditionally  been 


associated  with  the  medical  director,  such  as  en- 
vironmental and  infection  control,  can  and  should 
be  done  by  other  professionals.  He  contends  that 
the  term  medical  director  is  a misnomer. 

McKibbin1  suggested  some  additional  duties  for 
the  medical  director,  which  include: 

• Preview  of  all  consultants’  reports,  such  as  uti- 
lization review,  pharmacy,  infection  control, 
and  dietary. 

• Being  aware  of  any  complaints  from  family  or 
from  official  agencies. 

• Patient  and  medication  review  and  recertifica- 
tion. 

From  personal  experience  as  the  medical  di- 
rector of  a long-term  care  institution,  there  are 
additional  duties  that  I suggest  for  consideration: 

• Be  active  in  the  various  committees  of  the 
nursing  home. 

• Review,  through  the  appropriate  committees, 
the  institution's  bylaws  and  committee  policies 
yearly. 

• Be  aware  of  and  participate  in  the  state  in- 
spection of  the  institution. 

• Take  every  opportunity  to  talk  with  families. 

• Participate  in  weekly  staffing  conferences. 

• Be  aware  of  changes  in  federal  and  state  laws, 
rules,  and  regulations,  and  help  disperse  this 
information  to  the  medical  staff. 

• Be  positive  and  caring. 

The  physician  who  is  appointed  medical  direc- 
tor should  insist  upon  a written  agreement  with 
the  nursing  home.  This  agreement  may  be  with 
the  board  of  trustees  of  the  nursing  home  if  one 
exists,  or  with  the  owner  of  the  facility.  It  would 
appear  that  legally  the  medical  director  is  a sub- 
ordinate employee  of  the  nursing  home,  paid  by 
the  nursing  home.  Payment  is  not  mentioned  in 
federal  or  state  regulations,  and  is  determined  by 
nursing  home/phvsician  negotiation.  In  a sense, 
however,  payment  may  in  fact  be  determined  by 
the  state.  Most  reimbursements  to  nursing  homes 
come  from  Medicaid,  which  is  state  adminis- 
tered. Medicaid  reimbursement  is  commonly  “on 
cost,”  and  before  paying  nursing  homes,  the  state 
is  entitled  to  review  its  expenditures,  deciding 
what  is  reasonable.5 

Conclusions 

Even  though  there  are  federal  and  state  laws, 
guidelines  from  the  AMA,  and  suggestions  from 
various  authors,  the  medical  director's  tasks  must 
be  defined  and  tailored  to  fit  the  particular  nurs- 
ing home.  The  tasks  identified  must  reflect  the 
viewpoint  of  the  individual  physician  serving  as 
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medical  director,  the  administrator,  and  the  staff. 
Medical  directors  must  understand  that  unlike  the 
attending  physician  who  is  responsible  for  the 
health  care  of  individuals,  they  are  developing 
and  implementing  health  care  plans  for  groups  of 
individuals.1011 

The  medical  director  must  have  the  right  to 
review  patient  charts  and  interview  patients,  re- 
gardless of  who  the  attending  physician  may  be. 
The  medical  director,  however,  does  not  have  the 
right  to  examine  the  patient  or  to  write  any  com- 
ments or  orders  without  the  knowledge  and  con- 
sent of  both  the  patient  and  the  attending  physi- 
cian.12 

The  medical  director  must  become  a “special- 
ist” in  the  care  of  aged  and  disabled  patients.13 
He  should  then  communicate  this  knowledge, 
which  can  be  done  by  providing  in-service  train- 
ing programs,  serving  as  a resource  for  allied 
health  professionals,  teaching  medical  students 
and  residents,  or  teaching  by  example.5  Of  equal 
importance  is  the  dissemination  of  the  body  of 
knowledge  that  makes  up  geriatric  medicine  to 
practicing  physicians.  It  is  hoped  that  the  enthu- 
siasm generated  by  the  medical  director  for  ger- 
iatric care  will  be  contagious,  thereby  enticing 
more  physicians  to  this  area  of  care.14 

Finally,  even  though  the  medical  director  is 
bound  by  many  guidelines,  this  does  not  pre- 
clude creativity  in  the  approach  to  this  position.15 


The  medical  director  must  ensure  that  patients  in 
the  nursing  home  are  treated  as  though  the  facil- 
ity were  their  home.  The  individual's  quality  or 
joy  of  life  is  more  important  than  strict  enforce- 
ment of  the  rules  and  regulations  of  medical 
care.16  The  goal  of  the  medical  director  should  be 
to  help  each  nursing  home  resident  achieve  his 
optimal  level  of  function  by  assuring  the  quality 
and  appropriateness  of  the  resident’s  care.2 
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The  Annual  Meeting  of  the  American  Association  for  the  History  of  Medicine  will  be  in  Birming- 
ham, Ala.,  April  27-30,  1989.  The  deadline  for  receiving  abstracts  is  October  15,  1988. 

For  a copy  of  the  Call  For  Papers  and  more  information  on  the  meeting,  write  or  call  Bill  Weaver, 
Box  700,  University  of  Alabama,  Birmingham,  AL  35294.  Phone  (205)  934-2792. 
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Special  Item 


ChoiceCare:  Judgment  Day  for  an  IPA 

SYLVAN  LEE  WEINBERG,  M.D. 


Every  patient,  doctor  and  hospital  knows  that  what 
HMOs  like  least  is  paying  out  money.  For  “Choice- 
Care,”  Cincinnati’s  largest  HMO,  no  hospital  bill  or 
doctor  bill  will  ever  again  seem  large. 

On  March  14,  a federal  jury  ruled  against 
ChoiceCare  in  a class  action  suit  brought  by  1,800  doc- 
tors. According  to  the  Cincinnati  Enquirer  the  jury  de- 
cided that  ChoiceCare,  its  president,  Dr.  Stephen 
Hogg,  and  its  executive  officer,  Terry  Tarvin,  “had 
fixed  prices,  violated  securities  laws  and  engaged  in 
racketeering  or  pattern  of  illegal  activity.” 

The  jury  assessed  approximately  $34  million  in 
damages  against  ChoiceCare.  On  April  1,  ChoiceCare 
learned  that  the  jury  wasn’t  “fooling,”  when  U.S.  Dis- 
trict Court  Judge  Herman  J.  Weber  upheld  the  jury’s 
verdict  and  tripled  the  damage  to  almost  $102  million. 
This  is  said  to  be  the  largest  verdict  ever  rendered  for 
anti-trust  violations  in  the  health  care  field. 

In  this  issue  of  Dayton  Medicine,  Ted  Ramirez,  an 
attorney  with  a special  interest  in  health  care  and 
medical  legislative  law,  has  analyzed  the  action  of  the 
Cincinnati  Federal  Court. 

It  is  astounding  to  me  to  have  seen  no  mention  of 
the  ChoiceCare  decision  in  the  national  media.  If 
$102  million  had  been  assessed  in  an  anti-trust  action 
against  1,800  doctors,  would  Dan  Rather  ignore  it? 
Even  our  local  press  has  not  covered  the  ChoiceCare 
story.  The  issue  should  be  of  great  interest  in  Dayton 
since  there  are  striking  similarities  between  Choice- 
Care and  the  Western  Ohio  Health  Care  Plan.  Both 
are  HMOs  of  the  IPA  (Independent  Practice  Associ- 
ation) type  and  were  conceived  and  given  birth  by  their 
local  medical  societies  which  have  since  totally  disas- 
sociated themselves  from  these  HMOs. 

ChoiceCare  and  Western  Ohio  control  physician 
charges  and  withhold  large  portions  of  the  fees  al- 
lowed in  a contingency  fund  to  be  returned  if  the  IPA 
remains  financially  healthy.  The  withholding  ranged 
from  20%  to  40%  and  in  some  instances  is  higher.  Both 
impose  some  restrictions  on  where  services  can  be  per- 
formed. In  1987,  ChoiceCare  cut  the  number  of  hos- 
pitals its  subscribers  could  use  from  25  to  13.  Western 
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Ohio  limits  its  coverage  to  certain  hospitals  from  which 
it  requires  sharp  discounts — discounts  I’m  told  severe 
enough  to  be  burdensome  to  some  hospitals. 

ChoiceCare  and  Western  Ohio  continued  their  sim- 
ilarities in  deciding  to  move  from  non-profit  to  for- 
profit  status.  It  was  the  nature  of  this  conversion  which 
triggered  the  violent  response  of  Cincinnati’s  physi- 
cians against  ChoiceCare.  According  to  the  AM  A 
publication,  American  Medical  News,  Dr.  Hogg  and 
Mr.  Tarvin  received  21%  of  the  new  for-profit  corpo- 
ration while  all  1,800  participating  physicians  would  get 
51%  with  no  individual  having  more  than  1%.  An  at- 
torney for  the  physicians  is  quoted  saying  that 
ChoiceCare  might  have  a value  of  $50  million  to  $100 
million.  This  would  have  made  the  two  top  executives’ 
stock,  which  cost  them  $80,000  each,  worth  $10  mil- 
lion. The  attorney  is  quoted  further  that  the  defen- 
dents  did  not  disclose  a 1985  appraisal  of  $40  million 
to  $50  million  for  the  HMO,  but  told  the  physicians  it 
was  worth  only  $500,000.  The  federal  jury  found  that 
ChoiceCare  officials  had  committed  securities  fraud  and 
racketeering  by  either  misrepresenting  or  not  fully  dis- 
closing important  facts  related  to  the  conversion  to  a 
for-profit  company. 

The  major  part  of  the  judgment  involved  price  fix- 
ing, an  anti-trust  violation.  This  accounted  for  over 
$32  million,  $29  million  of  which  was  for  physician  fees 
unreturned.  The  racketeering  judgment  amounted  to 
$1.2  million  and  securities  fraud  to  $367,000.  These 
numbers  were  tripled  when  Judge  Weber  upheld  the 
jury  verdict. 

The  implications  of  the  Cincinnati  Federal  Court 
ruling  against  ChoiceCare  are  sweeping  and  far-reach- 
ing and  as  yet  not  fully  comprehended. 

Until  now,  the  spectre  of  anti-trust  violation  has  al- 
ways deterred  doctors  from  banding  together  to  resist 
the  onslaught  of  government,  industry  and  insurance 
companies  to  control  the  practice  of  medicine.  Now 
the  anti-trust  shoe  is  on  the  other  foot. 

Legal  analysts  are  still  sifting  through  the  details  of 
the  Cincinnati  verdict  but  suggest  that  the  anti-trust 
price  fixing  facets  of  the  decision  may  have  great  im- 
pact on  HMOs  and  the  entire  concept  of  managed  care. 
The  decision  will  bring  into  question  the  right  of  HMOs 
and  IPAs  to  set  fees.  The  whole  issue  of  withholding 
fees,  which  many  IPAs  seem  to  feel  is  necessary  to 
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maintain  financial  stability,  has  also  come  under  at- 
tack. 

Among  many  important  implications  in  the  Cincin- 
nati ChoiceCare  decision,  some  will  define  legal  prec- 
edents and  principles.  Others,  which  may  be  even  more 
important,  are  psychological.  It  is  unlikely  that  physi- 
cians in  the  future  will  be  so  passive  and  supine  when 
IPAs  and  HMOs  set  fees  and  limit  services.  I also  sus- 
pect that  from  now  on  every  conversion  from  a non- 
profit to  a for-profit  organization  will  come  under  close 
scrutiny  by  both  physicians  and  patients. 

After  all,  it  is  the  reduced  payment  to  physicians  and 
hospitals  and  the  limitations  of  their  diagnostic  and  thera- 
peutic options,  along  with  restricted  services  to  patients, 
which  fuel  the  profits  generated  by  IPAs  and  HMOs. 

I have  often  said  in  the  pages  of  Dayton  Medicine 
that  the  purpose  of  HMOs  and  IPAs  is  to  contain  costs 
and  not  to  provide  windfall  profits  for  entrepreneurs 
and  the  investment  community. 

If  ChoiceCare  and  similar  IPAs  and  HMOs  can  be 
valued  in  the  hundreds  of  millions  of  dollars  to  outside 
investors,  why  can’t  they  be  operated  in  such  a way 
that  these  profit  margins  would  be  passed  on  to  the 
consumer,  to  achieve  the  ultimate  goal — reducing 
health  care  costs. 

Medicine’s  great  advances  are  based  on  complex  and 
expensive  technology  which  will  inevitably  increase  the 
cost  of  medical  care,  even  as  they  control  and  cure 


conditions  untreatable  only  a few  years  ago.  Examples 
are  cardiac  transplantation,  the  use  of  lithotripsy  tech- 
niques to  dissolve  kidney  stones  and  gallstones,  and 
magnetic  resonance  imaging.  The  list  goes  on  and  on. 
Society  is  faced  with  exploding  costs  as  inventions  of 
high  technology  bring  better  health  care  to  increasing 
numbers  of  patients.  The  cost  of  providing  state-of- 
the-art  medicine  to  the  public  is  great  enough  without 
layering  on  huge  profits  by  the  machinations  of  health 
care  promoters. 

A Cincinnati  Enquirer  article,  comparing  the  for- 
profit  conversion  by  ChoiceCare  and  Western  Ohio, 
said  that  John  Monnett,  Western  Ohio’s  chief  financial 
officer,  “hesitated  at  comparing  his  company’s  conver- 
sion to  ChoiceCare  except  to  say  that  Western  Ohio 
was  ‘really  fortunate’  that  doctors  did  not  object  as 
they  did  in  Cincinnati.”  Perhaps  Dayton  doctors  and 
others  throughout  the  country  will  take  a lesson  from 
the  doctors  of  Cincinnati  and  stand  up  to  the  free- 
wheeling health  care  entrepreneurs  of  the  future.  Un- 
fortunately, as  in  the  case  of  ChoiceCare,  much  of  the 
damage  comes  from  physicians  themselves  who  be- 
come third  party  entrepreneurs. 

Of  course  the  federal  decision  will  be  appealed.  But 
the  HMO,  IPA  juggernaut  has  been  stalled — and  I 
predict  may  never  roll  over  patients,  physicians  and 
hospitals  with  quite  the  impunity  it  has  experienced  up 
to  now.  r ^ 


Now  Available 

The  Health  Policy  Agenda  for  the  American  People 


A Comprehensive 
Framework  for  the  Future 

The  Health  Policy  Agenda  for  the 
American  People  (HPA)  has  issued  its 
Summary  and  Final  Reports  recom- 
mending guidelines  for  the  future  of 
our  health  care  system.  This  landmark 
effort  covers  a wide  subject  area  and 
establishes  a comprehensive,  long-term 
framework  for  the  U.S.  health  policy 
into  the  21st  century. 

Representatives  of  the  health  profes- 
sions, insurers,  health  care  institutions, 
consumer  organizations,  business 
groups,  and  the  government  collabo- 
rated for  five  years  to  develop  recom- 
mendations. Learn  what  the  HPA  has 
recommended  on  your  behalf . . . and 
how  it  will  affect  your  future.  Order 
your  copies  of  the  HPA  Summary  and 
Final  Reports  now  and  join  in  the  part- 
nership for  a healthier  America.  Simply 
complete  the  coupon  or  call  toll-free 
1-800-621-8335.  In  Illinois  call  collect 
312/645-4987. 


Order  Form 

Please  send  me copies  of  Subtotal 

the  HPA  Summary  and  Final  Reports  Sales  tax  ( IL.  NY  residents) 

(OP-207)at$35forthetwovolumeset.  Total 

Return  form  with  payment  to:  The  Health  Policy  Agenda  for  the  American  People 
P.O.  Box  10946,  Chicago,  Illinois  60610-0946,  Order  No.  OP-207 


Name 

Address 

City 

Please  charge  my: 

State/Zip 

□ VISA  □ MASTERCARD 

Credit  Card  Number 

Expiration  Date 

Signature 

Phone 

Payment  must  accompany  order.  Please  allow  4-6  weeks  for  delivery. 
For  information  on  bulk  purchases,  please  call  312/280-7168. 
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You  know  how  it  goes  with 
insurance  claims.  Every  form  must 
be  filled  out  to  exact  specifications. 
All  the  Ts  appropriately  crossed, 
the  Ts  adequately  dotted — or  your 
claim  gets  rejected. 

And  you’re  further  away  from 
collecting  on  the  care  you  admin- 
istered weeks  ago. 

Stop  dealing  with  claims  rejec- 
tions and  start  collecting  payments 
on  time  with  the  MAI/Basic  Four 
Medical  Management  System  from 
DALCON. 

GO  FOR  SPEED  AND  ACCURACY 
Healthcare  professionals  designed 
this  computer  system  to  make  phy- 
sicians' offices  run  more  smoothly. 

With  this  system,  you’ll  know 
which  claims  lack  critical  informa- 
tion before  you  spend  time  process- 
ing the  claim.  When  a patient  has 
multiple  insurance  coverage,  the 
carriers  are  billed  accurately — in 
each  carrier’s  format — and  in 


proper  succession. 

The  system  also  maintains 
medical  records,  monitors  physician 
referrals,  provides  patient  demo- 
graphics, assists  in  efficient  schedul- 
ing, plus  much  more. 

IMPROVE  CASH  FLOW 

With  DALCON’s  MAI/Basic  Four 
system  your  office  procedures  will  be 
simplified.  Along  with  processing 
claims  easily,  you’ll  be  able  to  trans- 
fer claims  electronically  or  on  tape. 

All  these  features  lead  to  increased 
efficiency  which  leads  to  one  very 
important  outcome — improved 
cash  flow. 

CHOOSE  A WINNER 

The  oldest,  most  fully-staffed 
computer  systems  house  in  Middle 
Tennessee,  DALCON  is  uniquely 
qualified  to  provide  you  with  the 
MAI/Basic  Four  system.  In  fact, 
DALCON  consistently  ranks  among 
the  Top  MAI/Basic  Four  dealers 
in  the  country.  With  DALCON  you 


get  this  powerful  computer  system 
plus  individual  training,  custom 
programming,  and  24-hour  support 
and  service. 

You  can  depend  on  DALCON. 
Our  system  does  business  the  way 
you  do. 

SPEED  UP  CLAIMS  COLLECTIONS 

Get  your  insurance  claims  on 
the  road  to  recovery. 

Call  DALCON  and  ask  about  the 
MAI/Basic  Four  Medical  Manage- 
ment System  today. 


Computer  Systems 


1222  16th  Ave.  South  • Nashville,  TN  37212 

615/321-9000 


Trauma  Rounds 


Tracheo-lnnominate  Artery  Fistula: 

A Potentially  Fatal  Complication  of  Tracheostomy 

CHARLES  B.  ROSS,  M.D.  and  JOHN  A.  MORRIS,  JR.,  M.D. 


Tracheostomy  is  a common  surgical  procedure  that 
is  often  required  for  definitive  management  during  a 
trauma  patient’s  care  and  recovery.  Though  it  is  per- 
formed to  prevent  or  manage  a compromised  airway, 
26%  to  40%  of  patients  who  have  this  operation  de- 
velop complications  directly  related  to  it1;  one  of  the 
most  lethal  is  delayed  massive  hemorrhage  resulting 
from  a tracheo-innominate  artery  fistula,  which  devel- 
op in  approximately  0.7%  of  all  patients  with  tra- 
cheostomies and  have  been  fatal  in  more  than  75%  of 
reported  cases.2  Early  recognition  and  expeditious  op- 
erative management  are  essential  for  survival. 

Case  Report 

A 35-year-old  white  male  construction  worker  fell  ap- 
proximately 40  ft  from  a scaffolding.  His  spine  and  extremi- 
ties were  immobilized  at  the  scene,  and  he  was  transported 
within  20  minutes  to  the  Vanderbilt  University  Medical  Cen- 
ter emergency  department  by  air  ambulance.  His  blood  pres- 
sure was  140/78  mm  Hg,  pulse  110/min,  and  respirations  24/ 
min,  he  had  right  facial  swelling  and  ecchymosis,  and  his  right 
pupil  was  fixed  and  dilated;  his  left  pupil  was  dilated  but  slug- 
gishly reactive.  The  left  chest  wall  was  contused,  with  palpa- 
ble rib  fractures  and  a flail  segment,  equal  breath  sounds, 
and  left-sided  crepitus.  Abdominal  examination  demonstrat- 
ed diffuse  tenderness  with  guarding.  The  patient  followed 
simple  commands  and  had  no  focal  deficits,  but  was  agitated 
and  intermittently  combative.  Arterial  blood  gas  determina- 
tions prior  to  intubation  showed  pH  7.41,  Pco2  37  mm  Hg, 
and  Po2  50  mm  Hg.  The  hematocrit  was  41%.  Gross  hema- 
turia was  present.  When  a CT  scan  of  the  head  revealed  a 
large  left  epidural  hematoma,  it  was  evacuated  by  the  neu- 
rosurgical team.  Exploratory  laparotomy  revealed  a large  ret- 
roperitoneal hematoma  surrounding  the  right  kidney  and 
duodenum,  but  the  duodenum  was  kocherized  and  found  to 
be  uninjured.  Postoperative  arch  aortogram  was  normal. 

Over  the  next  24  hours,  the  patient  developed  marked 
respiratory  failure,  characterized  by  decreased  compliance 
requiring  high  levels  of  PEEP  and  an  Fio2  of  100%  to  main- 
tain the  arterial  Po2  above  100  mm  Hg.  The  patient  suffered 
repeated  episodes  of  hemodynamic  instability,  requiring  mul- 
tiple transfusions,  and  intra-abdominal  bleeding  due  to  the 
disseminated  intravascular  coagulopathy  (DIC)  of  closed  head 
injury  was  suspected.  At  laparotomy  approximately  5 L of 
blood  was  found  in  the  abdominal  cavity,  but  a specific 
bleeding  site  was  not  identified.  DIC  persisted,  complicating 
efforts  to  control  diffuse  non-arterial  bleeding.  The  abdomen 
was  packed,  and  over  the  next  48  hours  the  patient’s  condi- 
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tion  stabilized,  his  coagulopathy  was  corrected,  and  he  was 
returned  to  the  operating  room  where  a gastrostomy  tube  was 
placed  and  the  packs  removed. 

His  course  over  the  next  10  days  was  complicated  by  the 
development  of  adult  respiratory  distress  syndrome  (ARDS) 
and  Pseudomonas  sepsis.  He  was  maintained  on  mechanical 
ventilation,  with  high  levels  of  PEEP  adjusted  with  the  Fio2 
to  maintain  an  arterial  Po2  greater  than  100  mm  Hg.  Respi- 
ratory management  was  facilitated  by  pharmacologic  paraly- 
sis. The  patient  was  treated  with  broad-spectrum  antibiotics 
with  early  institution  of  total  parenteral  nutrition  followed  by 
enteral  nutrition  via  the  gastrostomy. 

The  patient’s  condition  stabilized  between  the  10th  and 
20th  hospital  days.  He  could  follow  complex  commands  and 
communicate  by  writing,  but  he  could  not  be  weaned  from 
the  ventilator,  and  on  the  22nd  hospital  day  underwent  tra- 
cheostomy. A No.  8 Shiley  tracheostomy  tube  was  placed  via 
a vertical  incision  that  crossed  the  third  tracheal  ring. 

The  patient  slowly  improved  over  the  next  10  days,  ulti- 
mately being  weaned  from  the  ventilator  to  a tracheostomy 
tent,  but  on  the  day  he  was  to  be  transferred  from  the  inten- 
sive care  unit  to  the  ward,  blood-tinged  sputum  was  noted 
coming  from  the  tracheostomy,  immediately  followed  by 
massive  hemorrhage.  An  endotracheal  tube  was  passed,  the 
tracheostomy  tube  removed,  and  direct  pressure  was  applied 
between  the  trachea  and  sternal  notch  through  the  tracheal 
incision,  controlling  the  hemorrhage.  Simultaneous  resusci- 
tation with  fluids  and  whole  blood  was  instituted,  but  the  pa- 
tient developed  decreased  pulmonary  compliance  and  hypox- 
ia, presumably  due  to  blood  in  small  airways,  which  could 
not  be  removed  by  suction.  An  idioventricular  rhythm  dete- 
riorated into  ventricular  fibrillation,  from  which  the  patient 
could  not  be  resuscitated. 

Discussion 

Since  Schlaepfer’s  review  in  1924  of  115  cases  of 
massive  hemorrhage  from  a variety  of  arteries  follow- 
ing tracheostomy,3  reports  of  tracheo-innominate  ar- 
tery fistula  have  been  well-documented  and  were  es- 
pecially prominent  in  the  1970s  and  early  1980s.24  The 
incidence  has  progressively  declined,  however,  for  a 
number  of  reasons.  There  is  increased  awareness  on 
the  part  of  physicians  and  respiratory  therapists  of  the 
potential  for  tracheal  necrosis  due  to  cuff  hyperinfla- 
tion, and  the  introduction  and  widespread  clinical  use 
of  low  pressure-high  compliance  cuffs,  such  as  the  Ka- 
men- Wilkinson  fome-cuff  tube;  better  mechanical  ven- 
tilation techniques,  such  as  longer  tubing,  reduce  torque 
reflected  from  machine  to  tracheostomy  tube,  and  there 
is  a willingness  to  allow  longer  periods  of  endotracheal 
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intubation  before  conversion  to  tracheostomy.  The  oc- 
currence of  tracheo-innominate  fistula  in  our  patient, 
whose  management  included  all  of  the  above  prac- 
tices, demonstrates  that  there  is  still  the  potential  for 
this  catastrophic  complication. 

A tracheo-innominate  artery  fistula  develops  with 
erosion  of  the  anterior  wall  of  the  trachea  and  poste- 
rior wall  of  the  overlying  innominate  artery,  which 
normally  crosses  the  anterolateral  surface  of  the  tra- 
chea at  the  level  of  the  upper  sternum.  Low  placement 
of  the  tracheal  stoma  and  hyperinflation  of  the  tube 
cuff  are  the  most  obvious  initiators  of  this  process  of 
inflammation  and  necrosis.  Placement  of  the  stoma  at 
or  below  the  level  of  the  fourth  tracheal  ring,  easily 
done  if  the  neck  is  hyperextended  at  operation,  is  re- 
peatedly noted  in  reviews  and  case  reports  as  predis- 
posing to  this  complication.4  Low  pressure-high  com- 
pliance tube  cuffs  may  still  be  overinflated,  and  cuff 
pressure  on  the  anterior  tracheal  wall  may  be  wors- 
ened by  a malfitting  tracheal  cannula  or  by  abnormal 
positioning  of  the  neck  by  a patient  with  neurologic 
damage.2  If  the  tracheal  stoma  is  placed  abnormally 
low,  or  if  the  innominate  artery  is  relatively  high  in 
the  neck,  the  anterior  or  concave  surface  of  the  tube 
itself  may  erode  the  artery,  with  minimal  tracheal  wall 
involvement.2-4  Factors  that  worsen  tracheal  wall  dam- 
age include  infection,  inadequate  or  rough  treatment 
during  aspiration  and  dressing  changes,  immobile  res- 
piratory tubing  which  translates  any  patient  movement 
to  the  tracheal  wall,  hypotension,  steroids,  and  pre- 
vious radiation  therapy  to  the  neck.2-4 

Early  diagnosis  of  a tracheo-innominate  artery  fis- 
tula requires  a high  index  of  suspicion.  Clinical  warn- 
ing signs,  though  relatively  rare,  include  suprasternal 
pain  with  an  irritable  cough,  pulsation  of  the  tube,  and 
minor,  transient  hemoptysis.  Flexible  bronchoscopy 
should  be  done  to  assess  the  trachea  for  evidence  of 
erosion  and  fistula  formation  if  any  of  these  signs  are 
noted.  Hemoptysis  is  the  most  important  sign.  Early 
hemorrhage  after  tracheostomy  is  usually  due  to  in- 
adequate hemostasis.  Tracheo-innominate  artery  fis- 
tulas most  frequently  develop  within  three  weeks  of 
tracheostomy  but  have  occurred  as  early  as  the  second 
postoperative  day.2  Until  proven  otherwise,  aspiration 
of  more  than  10  cc  of  blood  48  hours  after  tracheos- 
tomy signifies  erosion  into  a major  vessel.2  The  late 
development  of  minor  hemoptysis  days  or  weeks  fol- 
lowing tracheostomy  can  be  caused  by  aspiration  trau- 
ma or  tracheo-bronchitis  and  exacerbated  by  a coagu- 
lopathy, but  tracheo-innominate  artery  fistula  should 
still  be  considered  and  must  be  ruled  out  by  flexible 
bronchoscopic  examination. 

Unfortunately,  minor  or  “herald"  bleeding  prior  to 
uncontrolled  hemorrhage  occurs  in  less  than  40%  of 
patients.2  Physicians  and  nurses  are  more  commonly 
faced  with  massive  hemorrhage,  which  will  be  fatal 
unless  prompt,  definitive  action  is  taken.  First,  the 
tracheostomy  tube  cuff  should  be  hyperinflated,  which 
was  successful  in  29  of  34  cases  reviewed  by  Jones  et 


Figure  1.  Occlusion  of  innominate  artery  by  digital  pressure  against 
the  sternum,  requiring  blunt  dissection  of  artery  from  the  anterior  wall 
of  the  trachea. 

al.2  If  hyperinflation  of  the  cuff  fails  to  control  hem- 
orrhage, the  tracheostomy  tube  should  be  removed 
while  simultaneously  intubating  the  patient  endotra- 
cheally.  The  tracheostomy  incision  should  be  enlarged 
by  blunt  dissection  with  the  finger  until  the  innominate 
artery  can  be  directly  compressed  against  the  sternum 
(Fig.  I).5  Alternatively,  the  skin  at  the  jugular  notch 
is  incised  and  the  innominate  artery  compressed  by 
finger  pressure  against  the  sternum.6  All  other  mea- 
sures, such  as  packing  the  tracheostomy  site  with  gauze 
or  applying  nonspecific  pressure  in  the  tracheostomy 
w'ound,  will  fail  in  more  than  50%  of  cases;  nonoper- 
ative treatment  is  uniformly  fatal.2  Supplemental  high- 
flow  oxygen  should  be  administered,  and  the  trachea 
suctioned  as  needed  to  remove  blood.  Large-bore  in- 
travenous lines  are  established,  and  the  patient  resus- 
citated with  crystalloid  and  blood.  A broad-spectrum 
antibiotic  should  be  given.  These  measures  should  be 
instituted  while  moving  the  patient  to  the  operating 
room  as  expeditiously  as  possible  for  definitive  man- 
agement. 

Definitive  operative  management  requires  a medi- 
an sternotomy  through  which  the  aortic  arch  and  great 
vessels  are  rapidly  exposed.  The  involved  vessel,  the 
innominate  artery  in  80%  of  cases,4  is  identified  and 
controlled  distally.  The  patient’s  resuscitation  is  con- 
tinued until  hypotension  is  corrected,  and  the  vessel  is 
then  dissected  from  the  trachea  and  debrided  back  to 
healthy  vascular  tissue,  where  it  is  divided  and  over- 
sewn with  monofilament  suture.  To  prevent  refistuli- 
zation,  the  tracheal  defect  must  be  isolated  from  the 
vessel  stump  and  all  suture  lines.  Coverage  can  be  ob- 
tained by  interposing  a soft-tissue  flap.7  The  trachea 
may  be  primarily  repaired  in  most  circumstances,4  but 
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placement  of  a new  tracheal  cannula  with  its  cuff  po- 
sitioned below  the  defect  has  also  been  recommend- 
ed.2 The  wound  is  copiously  irrigated  with  antibiotic 
solution  and  widely  drained. 

Though  numerous  reports  document  that  the  ma- 
jority of  patients  tolerate  division  of  the  innominate 
artery  without  neurologic  complications,2-4  the  possi- 
bility of  stroke  is  always  present,  and  is  increased  by 
prolonged  hypotension  and/or  associated  atheroscler- 
otic cardiovascular  disease.  If  immediate  reconstruc- 
tion is  deemed  necessary,  it  should  be  done  using  an 
extra-anatomic  approach  that  bypasses  the  contami- 
nated area  of  the  fistula,  especially  if  prosthetic  graft 
material  is  used.  In  at  least  10%  of  individuals,  the  left 
common  carotid  artery  has  an  anomalous  origin  from 
the  innominate  artery.2  Bypass  is  necessary  if  debride- 
ment is  required  beyond  the  origin  of  the  left  common 
carotid  artery. 

Postoperative  management  requires  broad-spec- 
trum antibiotic  therapy,  maximal  nutritional  support, 
and  discontinuation  of  all  medications,  such  as  ste- 
roids, that  adversely  affect  wound  healing.  A protocol 
for  late  follow-up,  including  periodic  bronchoscopy,  is 
necessary  to  monitor  for  complications  such  as  tra- 
cheal stenosis.  Patients  treated  by  division  and  resec- 


tion of  the  innominate  artery  without  reconstruction 
must  be  assessed  for  late  development  of  subclavian 
steal  syndrome. 

The  best  treatment  for  tracheo-innominate  artery 
fistulas  is  prevention.  Despite  advances  in  tracheosto- 
my tubes  and  cuffs,  respiratory  therapy,  and  operative 
techniques,  tracheo-innominate  artery  fistulas  may  still 
develop.  All  personnel,  including  nursing  staff  and 
respiratory  therapists,  should  be  educated  to  recognize 
this  complication  and  to  institute  early  measures  to 
control  hemorrhage.  Proper  initial  management  in- 
cludes control  of  airway  and  hemorrhage,  rapid  resus- 
citation, and  definitive  operative  management. 

a 
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Vanderbilt  Morning  Report 


Asbestos  and  Lung  Disease 


Case  Report 

The  patient  was  a 63-year-old  man  with  a history  of  hy- 
pertension and  ischemic  heart  disease  admitted  to  Vanderbilt 
Hospital  for  evaluation  of  a mass  in  the  right  chest. 

The  patient  had  felt  well  until  six  months  earlier,  when 
he  noted  mild  shortness  of  breath.  Six  weeks  prior  to  admis- 
sion, he  developed  a persistent  cough  productive  of  foamy 
white  sputum,  but  he  denied  fever,  chills,  hemoptysis,  or  night 
sweats.  His  appetite  decreased  and  he  lost  15  lb,  and  he  also 
noted  intermittent  dysphagia,  primarily  for  solids  but  also  for 
liquids.  Four  days  prior  to  admission,  the  patient  developed 
sharp  right  chest  pain  that  radiated  to  his  right  shoulder.  When 
he  was  seen  by  his  local  physician,  a chest  x-ray  showed  a 
large  right  upper  posterior  lung  field  lesion  that  appeared 
pleura-based;  also  noted  was  right  hilar  adenopathy  and  mild 
tracheal  compression  (Fig.  1).  He  denied  exposure  to  tuber- 
culosis, but  had  smoked  heavily  and  had  been  heavily  ex- 
posed to  asbestos. 

The  patient  was  referred  to  Vanderbilt,  where  examina- 
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tion  showed  an  elderly  man  who  appeared  ill  and  was  slightly 
short  of  breath;  otherwise,  his  vital  signs  were  normal.  There 
was  no  lymphadenopathy.  Examination  of  his  lungs  revealed 
decreased  breath  sounds  and  diffuse  rales  on  the  right  side. 
The  remainder  of  his  physical  examination  was  normal.  Lab- 
oratory examination  revealed  a normal  SMA-6  and  SMA-12. 
The  hematocrit  was  25%  (normal  42%  to  50%),  a WBC  count 
was  18,000/cu  mm  (normal  5,000  to  10,000)  with  83%  seg- 
mented neutrophils,  7%  lymphocytes,  and  10%  monocytes. 
Platelet  count  was  389,000/cu  mm  (normal  150,000  to  400,000). 
Blood  gases  with  the  patient  inhaling  room  air  were  pH  7.41 
(normal  7.35  to  7.45),  a Pco2  of  30  mm  Hg  (normal  35  to  45) 
and  a Po2  of  83  mm  Hg  (normal  80  to  100).  Chest  x-ray  was 
as  above.  CT  scan  of  the  chest  revealed  a large  lobulated 
mass  surrounding  the  majority  of  the  right  lung  extending 
into  the  mediastinum. 

Given  the  patient’s  history  of  asbestos  exposure  and  his 
radiographic  findings,  bronchogenic  carcinoma  or  mesothe- 
lioma were  believed  to  be  the  most  likely  diagnoses.  On  the 
day  following  admission,  an  exploratory  thorectomy  revealed 
much  of  the  pleura  involved  with  tumor,  biopsy  of  which 
showed  a poorly  differentiated  sarcomatous  mesothelioma. 
The  patient  was  discharged,  as  no  further  therapy  was  be- 
lieved helpful. 


Figure  1.  PA  and  lateral  chest  x-ray  showing  a large  right  upper  lung  mass. 
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Discussion 

Asbestos  fibers  are  a frequent  cause  of  inorganic 
dust-related  diseases.  Asbestos  is  a term  applied  to 
several  different  mineral  silicates  widely  used  since  the 
1940s  in  the  construction  and  insulation  industries. 
Since  1975,  it  has  been  replaced  with  other  agents  such 
as  fiberglass.1  The  major  pathologic  sequelae  of  asbes- 
tosis  result  from  fiber  inhalation;  several  different  syn- 
dromes may  result  from  exposure. 

Asbestosis  is  a form  of  diffuse  interstitial  lung  fi- 
brosis related  in  severity  to  the  amount  and  duration 
of  asbestos  exposure.1-2  Ten  years  of  heavy  exposure  is 
considered  necessary  before  the  disease  becomes  ap- 
parent. Restrictive  changes  in  pulmonary  function  tests 
are  common.  Lung  damage  may  be  due  to  macro- 
phage release  of  lysosomal  contents  during  phagocy- 
tosis of  asbestos  fibers.1 

The  chest  x-ray  is  essential  in  diagnosing  cases  of 
asbestos  exposure.  Past  exposure  may  show  pleural 
placques  without  parenchymal  lung  involvement,  and 
asbestosis  may  initially  show  irregular  opacities  in  the 
lower  lung  fields  which  progress  to  involve  other  parts 


of  the  lung.1 3 In  such  cases,  asbestosis  is  indistinguish- 
able from  other  forms  of  pulmonary  fibrosis. 

Bronchogenic  cancer  is  the  cancer  most  frequently 
associated  with  asbestos.  Cigarette  smoking  acts  sy- 
nergistically  with  exposure  to  asbestos  in  increasing  the 
risk  of  bronchogenic  cancer.4  Mesotheliomas  of  the 
pleural  and  peritoneal  cavities  are  also  associated  with 
asbestos  inhalation.1  The  exposure  may  be  minimal. 
The  occurrence  of  tumor  is  most  frequent  three  dec- 
ades after  exposure  to  the  mineral  silicates.1  The  path- 
ogenesis is  unclear.  Although  the  lesion  may  metasta- 
size, death  is  usually  from  local  extension.  There  is  no 
effective  therapy,  although  a localized  tumor  may  be 
resected,  usually  without  long-term  benefit.4  r ^ 
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An  Unusual  Cause  of  Dyspnea 


Case  Report 

A 71-year-old  white  woman  admitted  to  St.  Thomas  Hos- 
pital for  evaluation  of  worsening  dyspnea  had  been  in  good 
health  until  one  year  prior  to  admission  when  she  began  no- 
ticing dyspnea  on  exertion  and  a nonproductive  cough.  This 
progressed  to  the  point  at  which  she  was  able  to  walk  no 
more  than  50  to  60  ft  before  stopping  to  catch  her  breath. 
She  received  several  courses  of  oral  antibiotics  and  cortico- 
steroids without  any  improvement.  She  denied  chest  pain, 
hemoptysis,  orthopnea,  paroxysmal  nocturnal  dyspnea,  ankle 
edema,  or  weight  loss;  she  had  never  smoked,  and  had  had 
no  exposure  to  tuberculosis.  She  had  had  no  skin  lesions. 

Physical  examination  revealed  an  elderly  woman  who  was 
mildly  tachypneic,  and  had  a blood  pressure  of  160/80  mm 
Hg,  pulse  78/min,  and  respiratory  rate  28/min.  She  had  no 
jugular  venous  distension.  Her  lungs  were  clear  to  ausculta- 
tion and  percussion,  and  cardiac  examination  revealed  no 
murmurs  or  gallops,  though  she  had  physiologic  splitting  of 
the  second  heart  sound.  Abdominal  examination  was  normal 
and  the  extremities  showed  no  clubbing  or  edema. 

Laboratory  examination  revealed  normal  serum  electro- 
lytes, white  count,  and  platelet  count;  her  hematocrit  was  41%. 
Arterial  blood  gas  on  room  air  showed  a pH  of  7.40  (normal 
7.35  to  7.45),  a Pco2  of  27  mm  Hg  (normal  35  to  45),  and  a 
Po2  of  60  mm  Hg  (normal  80  to  100);  on  100%  02  from  a 


Prepared  by  Joel  Landzberg,  M.D.,  chief  medical  resident,  St. 
Thomas  Hospital,  Nashville. 


nonrebreathing  mask,  her  Po2  increased  to  90  mm  Hg.  A chest 
radiograph  revealed  a chronic  patchy  infiltrate  in  her  left  up- 
per lung  field  and  a calcified  granuloma  in  the  left  lower  lung 
field.  Resting  electrocardiogram  and  pulmonary  function  tests 
were  normal.  CT  scan  of  the  thorax  showed  a serpiginous 
soft  tissue  mass  in  the  left  upper  lung  field  suggestive  of  a 
pulmonary  arteriovenous  malformation  (PAVM)  (Fig.  1). 
Ventilation/perfusion  lung  scan  performed  to  rule  out  chronic 
pulmonary  embolism  showed  it  to  be  of  low  probability.  In- 


Figure  1.  Computed  tomogram  of  the  chest  demonstrating  serpigi- 
nous character  of  the  left  upper  lung  field  mass  suggestive  of  a PAVM. 
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and  fourth  decades  of  life.  On  physical  examination, 
patients  may  have  telangiectasias,  cyanosis,  clubbing, 
and  pulmonary  vascular  bruits  that  increase  with  in- 
spiration. Chest  radiographs  are  often  abnormal.  A 
single  peripheral  noncalcified  lesion  is  the  most  com- 
mon finding.  Computed  tomography  can  demonstrate 
the  vessels  supplying  and  draining  the  PAVM.  An- 
giography remains  the  standard  for  anatomic  defini- 
tion.2 

The  natural  history  of  PAVM  is  not  fully  defined, 
but  patients  have  an  increased  risk  of  death  from 
bleeding  and  infection.  Surgery  should  be  considered 
when  PAVM  is  symptomatic,  increasing  in  size,  or  is 
supplied  by  a systemic  artery.3 

Coil  and  balloon  embolotherapy  have  been  per- 
formed with  success,  and  currently  in  many  institu- 
tions embolotherapy  is  the  treatment  of  choice.4 

dZP 


Figure  2.  Pulmonary  arteriogram  demonstrating  the  AVM  with  prom- 
inent arterial  and  venous  channels  coursing  from  the  left  hilum. 


terestingly,  her  kidneys  were  noted  during  the  perfusion  scan, 
which  was  suggestive  of  a right-to-left  shunt.  Pulmonary  ar- 
teriogram demonstrated  a left  upper  lobe  arteriovenous  mal- 
formation approximately  4 x 6 cm  in  size  (Fig.  2).  Pulmo- 
nary artery  pressure  was  normal  (25/8  mm  Hg). 

A left  upper  lobectomy  improved  her  symptoms  and 
oxygenation;  her  Po2  postoperatively  on  100%  02  was  321 
mm  Hg. 

Discussion 

The  clue  to  this  patient’s  diagnosis  was  her  Po2  of 
90  mm  Hg  breathing  100%  02  from  a nonrebreathing 
mask,  indicating  a right-to-left  shunt.  There  was  no 
murmur  or  fixed  splitting  of  her  second  heart  sound  to 
suggest  an  intracardiac  shunt,  and  her  ventilation  per- 
fusion scan  was  low  probability  for  pulmonary  embo- 
lism. These  findings  suggested  an  intrapulmonary  shunt 
that  was  demonstrated  by  computed  tomography  and 
confirmed  by  pulmonary  angiography. 

Abnormal  communications  between  the  pulmonary 
arteries  and  veins  may  be  either  congenital  or  ac- 
quired. Congenital  PAVM  may  be  associated  with  he- 
reditary hemorrhagic  telangiectasias  (Osler-Weber- 
Rondu  disease)  or  may  be  an  isolated  anomaly.  The 
presence  of  epistaxis,  gastrointestinal  bleeding,  hema- 
turia, or  neurologic  symptoms  should  raise  the  possi- 
bility of  Osier- Weber-Rondu  disease.  Acquired  PAVM 
is  rare  and  can  be  secondary  to  trauma,  schistosomia- 
sis, and  carcinoma.1 

Clinically,  the  extent  of  symptoms  depends  on  the 
magnitude  of  the  shunt.  Small  shunts  are  often  asymp- 
tomatic, while  large  shunts  may  cause  resting  hypoxia 
and  dyspnea,  cyanosis,  and  polycythemia.  Patients 
often  have  hemoptysis,  which  may  be  life-threatening 
in  rare  cases.  Cerebrovascular  accidents  and  brain  ab- 
scesses occur  secondary  to  paradoxical  emboli.  The 
onset  in  most  patients  with  PAVM  is  during  the  third 
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MRI  Case  of  the  Month 


MICHAEL  C.  GAROVICH,  M.D.;  EDWARD  M.  PRIEST,  M.D.;  and  TIMOTHY  A.  SCHOETTLE,  M.D. 


Case  Report 

The  patient  is  a 19-year-old  man  with  headaches  and 
diplopia,  but  no  history  of  trauma  or  coagulopathy.  The  ex- 
amination was  requested  to  rule  out  neoplasm. 

You  are  shown  two  images  from  a magnetic  resonance 
imaging  (MRI)  scan  of  the  brain.  Fig.  1 is  an  axial  image  and 
Fig.  2 is  a coronal  image.  Can  you  make  the  diagnosis? 

Findings:  There  is  a large  crescentic  area  of  increased  sig- 
nal intensity  in  the  right  subdural  space  extending  from  the 
vertex  to  the  base  of  the  brain  and  from  the  frontal  lobe  to 
the  occipital  lobe.  The  lesion  demonstrates  significant  mass 
effect  with  a right-to-left  shift,  resulting  in  compression  of  the 
right  lateral  ventricle  and  mild  dilatation  of  the  left.  There  is 
evidence  of  uncal  herniation  (arrow,  Fig.  2)  and  there  is  also 
an  elliptical  area  of  increased  signal  in  the  sphenoid  sinus,  an 
oval  area  of  abnormal  signal  hyperdensity  in  the  left  maxil- 
lary sinus,  and  focal  increase  in  signal  intensity  in  the  peri- 
ventricular white  matter  of  the  occipital  horn  of  the  left  lat- 
eral ventricle. 


From  the  Departments  of  Radiology  (Drs.  Garovich  and  Priest), 
and  Neurosurgery  (Dr.  Schoettle),  Park  View  Medical  Center, 
Nashville. 


Discussion 

The  MRIs  show  nicely  the  extra-axial  fluid  collec- 
tion whose  crescentic  shape  is  typical  of  a subdural  he- 
matoma (SDH).  Moderate  mass  effect  is  demonstrat- 
ed, showing  both  transfalcine  and  uncal  herniation. 
Upon  further  questioning,  the  patient,  who  suffered 
from  ethanol  abuse,  remembered  some  “incidental” 
head  trauma  at  about  the  time  of  onset  of  his  head- 
aches. He  had  also  suffered  from  “sinusitis”  for  sev- 
eral months,  which  may  account  for  the  area  of  in- 
creased signal  in  the  right  sphenoid  air  cells  (although 
hemorrhage  could  not  be  excluded).  The  area  of  in- 
creased signal  seen  adjacent  to  the  left  occipital  horn 
may  represent  secondary  ischemia  related  to  vascular 
compression  from  the  midline  shift.  A CT  scan  (Fig. 
3)  shows  the  mass  effect  and  midline  shift,  but  less 
dramatically  demonstrates  the  lesion  itself,  due  to  vol- 
ume averaging  and  lesion  isodensity  with  brain. 

MRI  demonstrates  subdural  hematomas  to  good 
advantage  because  its  ability  to  acquire  data  and  make 


Figure  1.  Axial  spin  echo  slice  image  of  the  brain  (TE  = 48TR  = 2000) 
taken  at  the  level  of  the  body  of  the  lateral  ventricles.  A curvilinear 
band  of  increased  signal  intensity  (white)  is  seen  in  right  subdural 
space  extending  from  frontal  to  occipital  area  of  cranium.  There  is 
marked  mass  effect  with  sulcal  effacement,  ventricular  compression, 
and  midline  shift. 


Figure  2.  Coronal  spin  echo  slice  image  of  the  brain  (TE  = 24TR  = 999) 
taken  at  the  level  of  the  external  auditory  canals.  Subdural  hematoma 
is  again  visible  as  a white  band  of  increased  signal  in  the  right  sub- 
dural space.  Mass  effect  is  again  demonstrated.  Impending  uncal 
herniation  (arrow)  is  seen  as  a notch  in  the  caudal  surface  of  the  right 
temporal  lobe  caused  by  the  unyielding  cerebellar  tent. 
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Figure  3.  Axial  CT  scan  of  the  brain  at  the  same  level  as  Fig.  1 . Mass 
effect  is  demonstrated  but  the  subdural  hematoma  is  not  directly  vis- 
ualized due  to  its  isodensity  with  brain. 


images  in  multiple  planes  allows  images  to  be  made 
perpendicular  to  the  long  axis  of  long  thin  lesions.  In 
this  case,  the  coronal  plane  was  the  most  informative. 
In  addition,  the  paramagnetic  properties  of  deoxy- 
hemoglobin (in  acute  SDH)  and  its  breakdown  prod- 
uct, methemoglobin  (in  subacute  SDH)  and  the  non- 
paramagnetic,  fluid-like  signal  of  hemichromes  (in 
chronic  SDH)  allow  discrimination  between  the  brain 
parenchyma  and  the  lesion  in  almost  all  cases,  inde- 
pendent of  mass  effect.13  CT  is  hampered  by  restric- 
tion to  the  axial  plane  in  most  cases  and  by  lesion  is- 
odensity with  brain  in  the  subacute  phase  (one  to  four 
weeks).  This  is  a particular  problem  when  bilateral  le- 
sions exist,  since  balanced  mass  effect  results,  negating 
the  most  important  CT  finding  in  subacute,  isodense 
lesions.3 

DIAGNOSIS:  Subacute  subdural  hematoma,  F F 
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Health  and  Environment  Report 


The  Medical  Melting  Pot  in  Tennessee: 

School  of  Graduation  of  M.D.s  According  to  Race,  1987 

ANN  HOGAN 


In  1987,  members  of  minority  race  groups  account- 
ed for  approximately  9%  of  actively  practicing  physi- 
cians in  Tennessee.  Nearly  40%  of  those  trained  at 
foreign  medical  schools;  among  those  who  trained  in 
the  United  States,  23.8%  were  graduates  of  Meharry 
Medical  College  in  Nashville. 

Table  1 displays  the  location  of  the  school  of  grad- 
uation of  medical  doctors  practicing  in  Tennessee  in 
1987.  Whites  constituted  87.4%  of  the  total,  and  92.7% 
of  whites  graduated  from  medical  schools  in  the  United 
States.  Over  70%  of  whites  graduated  from  southern 
colleges  and  universities,  mainly  in  Tennessee.  For  ex- 
ample, 40.8%  of  all  white  doctors  graduated  from  the 
University  of  Tennessee  in  Memphis,  and  an  addition- 
al 8.2%  from  Vanderbilt  University  in  Nashville. 

The  percentage  of  blacks  (92.4%)  who  were  U.S. 
medical  school  graduates  was  similar  to  that  of  whites; 
of  the  344  black  doctors  in  active  practice  in  Tennes- 


see, 180  (52.3%)  graduated  from  Meharry.  Almost 
70%  of  all  black  doctors  attended  southern  schools. 

There  were  only  nine  American  Indian  doctors 
practicing  in  Tennessee  in  1987.  Of  the  five  who  at- 
tended U.S.  schools,  two  graduated  from  schools  in 
Tennessee,  and  one  each  attended  schools  in  Louisi- 
ana, Illinois,  and  California. 

The  distribution  of  Asians  differed  from  that  of 
whites  and  blacks.  Over  two-thirds  (67.4%)  were  re- 
ported to  have  attended  foreign  medical  schools,  while 
only  7.8%  attended  U.S.  schools.  No  school  of  grad- 
uation was  recorded  for  almost  one-fourth  of  Asian 
doctors. 

Over  3%  of  all  doctors  reported  no  race  classifica- 
tion, and  4%  reported  no  school  of  graduation.  Better 
reporting  of  information  by  physicians  on  these  and 
other  variables,  such  as  age,  county  of  practice,  etc., 
would  facilitate  the  analysis  of  manpower  data. 

CH7 


TABLE  1 

SCHOOL  OF  GRADUATION  OF  MEDICAL  DOCTORS  ACTIVELY  PRACTICING 
IN  TENNESSEE,  BY  RACE,  1987 


Location  of  School  of  Graduation 


United  States 


Race 

Total 

Tennessee 

Other 

Foreign  Country 

Not  Reported 

White 

Number 

7,389 

3,666 

3,182 

310 

231 

Percent 

100.0 

49.6 

43.1 

4.2 

3.1 

Black 

Number 

344 

203 

115 

23 

3 

Percent 

100.0 

59.0 

33.4 

6.7 

0.9 

American  Indian 

Number 

9 

2 

3 

3 

1 

Percent 

100.0 

22.2 

33.3 

33.3 

11.1 

Asian  or  Pacific  Islander 

Number 

347 

6 

21 

234 

86 

Percent 

100.0 

1.7 

6.1 

67.4 

24.8 

Other 

Number 

78 

6 

13 

50 

9 

Percent 

100.0 

7.7 

16.7 

64.1 

11.5 

Not  Reported 

Number 

288 

151 

107 

18 

12 

Percent 

100.0 

52.4 

37.2 

6.2 

4.2 

From  the  Tennessee  Department  of  Health  and  Environment, 
Center  for  Health  Statistics,  Nashville. 
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Loss  Prevention  Case  of  the  Month 


Not  Him,  Again! 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 76-year-old  man  who  had  a history  of  alcohol  abuse 
had  been  seen  three  times  in  the  past  six  months  following 
minor  injuries  from  falling.  On  each  occasion  he  had  been 
treated  by  his  family  doctor  in  the  emergency  room  and  re- 
leased to  his  family. 

On  June  7,  the  same  patient  was  brought  to  the  physi- 
cian’s office  following  an  injury  sustained  when  he  fell  down 
the  steps  in  his  home.  His  son  gave  the  history  that  his  father 
had  “drunk  too  much  whiskey.”  The  injured  man  com- 
plained of  pain  in  his  anterior  right  chest,  his  low  back  and 
his  neck.  The  assessment  in  the  office  documented  the  pain 
and  “a  strong  odor  of  ETOH  on  his  breath.”  The  blood  pressure 
was  160/92  mm  Hg,  pulse  90/min,  and  respirations  14/min;  on  deep 
breathing  he  complained  of  the  sharp  pain  in  his  anterior  right 
chest  which  limited  the  depth  of  respirations.  The  physician’s  note 
further  recorded  orders  for  x-rays  of  the  chest,  low  back,  and 
neck,  for  which  the  patient  was  sent  in  the  company  of  his  son  to 
the  hospital  x-ray  department. 

In  this  community  hospital,  the  radiologist  was  present 
only  on  Tuesdays  and  Thursdays,  so  that,  since  the  injury 
occurred  on  Friday,  the  films  were  made  and  sent  in  their 
hospital  x-ray  jacket  to  the  physician’s  office.  The  doctor 
looked  at  the  films,  and  saw  no  abnormality  of  the  chest  or 
back.  He  made  no  note  on  his  office  records  about  the  films 
of  the  neck,  however,  and  later  stated  he  had  no  recollection 
of  having  seen  them.  He  did  not  deny  that  the  films  were  in 
the  jacket,  but  only  that  he  had  no  recollection  of  having 
seen  the  x-rays  of  the  cervical  spine. 

There  was  no  recorded  examination,  but  the  record  con- 
tained notes  of  “no  abnormality”  regarding  the  chest  and  the 
x-rays  of  the  back.  Some  Tylenol  No.  3 was  prescribed  for 
pain,  and  the  patient  was  sent  home  with  his  son.  There  was 
no  recorded  instruction  to  return. 

Two  days  later,  June  9,  the  man  was  brought  to  the  hos- 
pital emergency  room  still  complaining  of  pain  in  his  neck, 
and  approximately  two  hours  earlier  he  had  begun  to  expe- 
rience some  difficulty  moving  the  arms  and  legs.  The  emer- 
gency room  nurse  notes  stated  “unable  to  move  arms  or  legs.” 
The  patient  was  referred  to  the  medical  center,  where  the 
paralysis  was  confirmed  and  skeletal  traction  was  begun.  He 
was  admitted  to  the  neurological  ICU,  where  his  condition 
worsened,  and  he  died  from  a cardiorespiratory  arrest  two 
days  later.  Ironically  the  patient  died  the  same  day  the  ra- 
diologist returned  to  the  hospital,  read  the  films,  and  dictated 
the  report.  He  correctly  reported  a fracture  of  C-6  with  a 
subluxation  of  C-5  on  C-6  that  measured  slightly  over  5 mm. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


The  suit  that  was  filed  against  the  physician  and  the  hos- 
pital charged  negligence  in  the  failure  to  timely  make  a di- 
agnosis of  the  fracture  and  subluxation  of  C-5  on  C-6,  and  to 
begin  appropriate  treatment.  A large  settlement  was  neces- 
sary by  both  the  hospital  and  the  physician. 

Loss  Prevention  Comments 

To  be  called  upon  repeatedly  to  attend  to  a patient 
for  alcohol  abuse  is  extremely  frustrating,  and  it  is  very 
easy  to  become  so  resentful  toward  a patient  of  this 
kind  that  the  fundamentals  of  good  patient  care  are 
forgotten.  The  case  presented  could  have  developed 
because  of  these  complex  and  powerful  emotions.  This 
was  the  fourth  time  in  six  months  that  the  physician 
had  been  called  upon  to  interrupt  his  care  of  other 
patients  to  take  care  of  the  consequences  of  behavior 
that  might  have  been  avoided.  The  three  previous  ep- 
isodes resulted  in  very  minor  injuries.  This  one  was 
the  same  kind  of  episode,  and  probably  the  attitude  of 
the  physician  on  this  fourth  occasion  was  such  that  he 
was  less  than  completely  objective  and  thorough  in  his 
approach  to  the  patient. 

The  physician  had  ordered  x-ray  films  of  the  chest, 
and  the  cervical  and  lumbar  spine,  but  he  recorded 
seeing  only  the  chest  and  lumbar  spine  films.  Omitting 
or  ignoring  the  film  on  the  cervical  spine  was  certainly 
outside  an  acceptable  standard  of  care. 

What  is  the  position  of  the  hospital  that  offers  di- 
agnostic services  to  outpatients  but  only  to  the  extent 
as  outlined  in  the  hospital’s  contract  with  the  provider? 
Should  not  the  medical  staff  insist  on  some  system  that 
would  provide  the  more  prompt  reading  and  reporting 
on  diagnostic  x-rays?  Had  the  radiologist  seen  the  film 
on  the  day  of  the  injury,  he  would  certainly  have  called 
the  physician  and  reported  such  a significant  finding. 
Perhaps  in  such  situations  as  this,  courier  service  could 
be  used  to  transport  films  daily  to  the  specialist  with 
reports  dictated  over  the  telephone. 

1.  Every  patient,  even  the  very  distasteful  ones,  de- 
serves a careful  and  logical  evaluation  of  his  com- 
plaints. 

, 2.  Today’s  standards  would  require  prompt  report- 

ing of  diagnostic  tests. 

The  physician  and  the  hospital  both  failed  in  this 
case,  and  tragedy  occurred.  /~  ^ 


JULY,  1988 


455 


The  Tennessee  Medical  Associatio 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works  ^5*^ 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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IMPACT 

It  is  appropriate  on  Independence  Day  to  give  some  thought  to  how  we 
got  independent  and  how  we  remain  so,  if,  in  fact,  we  are  to.  Though  in- 
cursions into  our  freedom  as  a profession  and  as  doctors  individually  have 
sometimes  seemed  to  make  a mockery  of  the  whole  notion,  abridgment  of 
rights  started  almost  before  the  ink  was  dry  on  the  Constitution  and  its  Bill 
of  Rights.  It  is  therefore  no  new  thing.  The  Republic  has  continuously  had 
to  balance  off  the  needs  and  wants  of  the  one  group — any  group — against 
those  of  the  others.  It  is  actually  an  impossible  balancing  act,  and  although 
we  often  feel  suffocated  by  rules  and  regulations,  we  still  have  a degree  of 
freedom  unequaled  anywhere  else  in  the  world.  So  far. 

Having  been  won  by  force  of  arms,  freedom  was  and  is  maintained  in  the 
halls  of  the  legislative  and  judicial  branches  of  our  government.  This  re- 
quires that  the  citizens  not  sit  idly  by  and  watch.  Ours  is,  or  should  be — 
must  be — a participatory  form  of  government.  The  best  minds  on  the  con- 
tinent molded  our  nation.  We  seem  to  have  slipped  some,  maybe  a lot.  Such 
is  the  way  your  freedom  slips  away. 

I know  that  you  often  approach  your  polling  place  without  enthusiasm. 
But  I trust  you  do  approach  it,  and  approach  it  informed — every  time  it 
opens.  When  you  do  find  a candidate  to  your  liking,  I hope  you  give  him — 
or  her,  as  the  case  may  be  (and  the  best  choice  is  increasingly  “her”) — your 
support.  I hope,  win  or  lose,  you  continue  to  give  it,  as  today’s  loser  is  not  unlikely  to  be  tomorrow’s 
winner,  provided  you  lend  encouragement  in  defeat. 

I know  many  of  you,  like  me,  find  problems  with  political  action  committees  (PACs);  in  moments 
of  pique  at  some  action  by  ours  that  I consider  naive,  inappropriate,  irresponsible,  and/or  bordering 
onto  criminal  or  at  best  insensitive,  I have  sworn  on  occasion  never  to  give  it  another  sou.  I have 
always  repented,  though,  and  I hope  you  have,  too.  But  not  enough  of  you  have. 

By  their  very  nature,  which  is  to  try  to  please  every  one  of  their  contributors — a clearly  impossible 
task — PACs  usually  wind  up  sooner  or  later  alienating  everybody.  Their  effectiveness  depends  upon 
each  contributor  understanding  that,  and  ignoring  it  for  the  greater  good.  It  is  only  through  group 
action  that  other  powerful  lobbies  are  countered.  And  they  are  powerful. 

Tennesseans  have  a deplorable  record  of  support  for  American  Medicine’s  Political  Action  Com- 
mittee (AMP AC)  and  our  local  Independent  Medicine’s  Political  Action  Committee — Tennessee 
(IMPACT).  Tennessee  lags  far  behind  almost  all  of  the  other  states  in  both  numbers  and  percentage 
of  doctors  supporting  our  PACs.  Possibly  it  stems  from  the  very  independence  of  nature  that  made 
Tennessee  the  Volunteer  State;  I would  point  out,  though,  that  Texas,  whose  citizens  are  not  notably 
lacking  in  the  same  independent  spirit,  is  at  the  top. 

Unless  you  believe  you  have  everything  about  every  issue  and  every  candidate  well  in  hand,  and 
can  exert  your  maximum  pressure  precisely  at  the  point  where  it  will  be  the  most  effective — and  few 
of  us  can — you  should,  for  your  patient’s  sake  if  not  your  own,  become  a sustaining  member  of 
IMPACT/AMPAC.  They  can’t  always  do  everything  at  maximum  benefit,  either,  and  I guarantee 
they  will  make  you  mad.  But  they  are  like  democracy:  They  may  not  be  very  good,  but  they  are  way 
ahead  of  whatever  is  in  second  place. 
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editorial/ 


Celebrating  the  Fourth 

The  Fourth  of  July  is  appropriately  celebrated 
with  fireworks,  since  that  is  how  the  holiday  was 
born.  Officially  known  as  Independence  Day  be- 
cause of  the  independence  the  beleagured  Amer- 
ican colonists  hoped  to  gain,  and  finally  did,  one 
has  to  wonder  sometimes  why  we  continue  cele- 

462 


brating  it,  considering  progressive  loss  of  inde- 
pendence doctors  and  their  patients  have  suf- 
fered. All  of  the  fireworks  today  are  more  or  less 
of  the  original  sort,  and  we  seem  simply  to  have 
traded  a tyranny  in  London  for  one  in  Washing- 
ton. That  should  come  as  no  surprise,  since  bu- 
reaucracies, one  of  which  is  what  actually  gov- 
erns us,  instead  of  the  loudly  touted  democracy, 
are  by  nature  tyrannical.  They  can  afford  to  be, 
since  bureaucrats  are  firmly  entrenched,  and 
largely  answerable  only  to  each  other.  The  cur- 
rent drive  of  the  Congress,  abetted  by  the  bu- 
reaucracy, to  control  medical  practice  has  been 
succeeding,  and  it  has  been  succeeding  because 
of  the  unwillingness  of  the  public’s  representa- 
tives to  fund  the  increasingly  high  cost  of  medical 
care,  for  which  we  doctors  get  the  blame. 

The  high  cost  of  medical  care  has  been  laid  at 
our  feet  because  conventional  (read  congression- 
al) wisdom  has  it  that  doctors  control  access  to 
and  the  use  of  the  system,  and  that  therefore,  if 
one  can  control  the  charges,  ours  and  the  hospi- 
tals’, so  the  theory  goes,  one  can  reduce  the  costs 
of  care.  Hence  such  things  as  cost  caps,  HMOs, 
fee  freezes,  relative  value  studies,  and  so  on. 

With  all  due  respect,  conventional  wisdom  is 
wrong.  As  prices  are  controlled  (read  reduced), 
utilization  increases,  not  through  doctor  usage, 
but  through  public  demand,  and  even  though 
prices  fall,  costs  continue  rising.  The  other  factor 
in  the  equation  is  the  sophisticated,  costly  tech- 
nology now  widely  available,  and  much  in  de- 
mand. The  doctor  is  caught  in  between  increased 
costs  arising  from  increased  demand,  and  conse- 
quently, expense,  on  the  one  hand,  and  on  the 
other,  pressures  to  control  the  costs  over  which 
we  have  little  or  no  control.  Even  if  the  doctor’s 
income  were  reduced  to  zero,  costs  would  still 
continue  rising.  There  are  only  two  ways  in  which 
costs  can  be  controlled:  by  persuading  the  public 
that  they  need  to  reduce  demands  for  services 
(voluntary),  or  by  rationing  them  (compulsory). 

HMOs  remain  healthy  through  a process  of 
both  rationing  care  and  controlling  fees.  Some 
have  become  very  successful  at  it.  One 
(ChoiceCare  in  Cincinnati)  became  so  successful 
it  became  a for-profit  corporation.  It  made  so 
much  money  for  its  owners  that  1,800  doctors 
entered  a class  action  suit  against  it  for  skimming 
off  funds  at  the  expense  of  patient  care  and  phy- 
sician fees.  The  courts  have  awarded  the  doctors 
treble  damages  amounting  to  $102  million.  An 
account  of  the  skirmish  is  carried  elsewhere  in 
this  issue  of  the  Journal,  an  editorial  by  Sylvan 
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Weinberg,  M.D.,  reprinted  from  Dayton  [Ohio] 
Medicine.  The  federal  courts  ruled  that  the  fixing 
of  fees  by  the  HMO  was  in  violation  of  the  Sher- 
man Anti-Trust  Act.  The  legal  ramifications  of 
this  ruling  are  far-reaching,  and  at  the  moment 
have  only  just  begun  to  surface.  Dayton  Medi- 
cine also  printed  a legal  analysis  of  the  case,  which 
is  too  long  for  us  to  reprint  in  this  issue,  but  we 
will  carry  it  next  month. 

In  the  meantime,  the  judgment  gives  us  cause 
to  cling  to  the  hope  that  the  Declaration  of  In- 
dependence is  not  dead  yet,  and  that  we,  with 
other  Americans,  can  go  on  celebrating  the 
Fourth  of  July.  Perhaps  there  is  still  hope  that 
we  can  continue  giving  our  patients  the  care  we 
know  they  need,  and  not  what  some  penny- 
pinching  bureaucrat  decides  they  do.  It  appears 
the  fireworks  may  have  only  just  started. 

J.B.T. 


Sailing  the  Rainy  Hyades 

Summertime — 

An’  the  livin’  is  easy — 

— Ira  Gershwin 
Porgy  and  Bess 

The  observation  of  Sportin’  Life  quoted  above 
typifies  the  human  condition;  it  is  what  almost  all 
of  us  have  a hankering  for,  and  those  few  who 
don’t  have  the  hankering  think  those  who  do 
should  feel  guilty  about  it.  Adam  and  Eve  had  it 
and  blew  it,  and  ever  since  then  the  human 
struggle  has  been  to  regain  it.  Its  nature  is  such 
that  the  more  tenaceous  the  grasp  the  more  elu- 
sive the  target,  mostly  because  mankind  tends  to 
look  for  it  in  the  wrong  places.  The  easy  livin’ 
that  Adam  really  lost  had  nothing  to  do  with  the 
Garden  of  Eden  itself,  but  only  with  his  walk  with 
God  in  the  Garden  in  the  cool  of  the  evening. 
Neither  Adam  nor  his  children  has  ever  been  able 
to  see  it  that  way — at  least  not  many  have.  Most, 
like  Adam  fallen,  run  and  hide. 

Easy  livin’.  If  only  we  could  be  sure  about  the 
future.  Short  term  is  always  better  than  long 
term — say,  today.  Should  I bet  on  this  nag  (or 
stock,  or  babe,  or  whatever)  or  that  one?  The 
ancient  Romans  went  to  the  local  haruspex  and 
had  him  open  up  a goat  (or  a chicken,  if  one 
couldn’t  afford  a goat — yet;  but  just  wait  ’til  my 
haruspex  comes  in!)  and  look  at  his  insides.  Some 


others  used  (still  use)  tea  leaves,  others  cards, 
and  still  others  the  bumps  on  your  head.  Few,  if 
any,  use  goats  anymore. 

And  then  there  are  the  stars  (or  better,  since 
there  are  so  many  other  sorts  of  stars  these  days, 
the  planets,  which  are  the  more  useful  ones,  any- 
way). The  Babylonian  astronomers  found  the 
planets  exciting.  Planets  did  the  same  thing  over 
and  over  every  year,  like  clockwork.  (Since  they 
didn’t  have  clocks  yet,  they  probably  thought  in 
terms  of  sun-work — or  maybe  planet-work.) 
Planets  did  the  same  things  every  year — almost. 
It  was  the  almost  that  really  excited  the  astrono- 
mers. Failure  of  the  planets  to  act  as  they  had 
predicted  must  mean  something.  Soon  the  as- 
tronomers came  to  be  able  to  predict  when  the 
planets  would  act  unpredictably,  and  thus  invent- 
ed Astrology. 

Do  you  reckon  the  astrologers  were  able  to 
predict  their  own  current  notoriety?  Maybe  they 
were  able  to  read  the  guts  of  the  former  White 
House  chief  of  staff  (which  are  likely  currently — 
probably  even  previously — widely  hated)  and 
found  him  to  be  mean  spirited  and  untrustworthy 
and  a bearer  of  false  witness,  and  therefore  a 
likely  candidate  to  tootle  their  toot.  Mr.  Regan’s 
comment  that  he  already  has  enough  money,  and 
so  will  give  the  proceeds  of  his  expose  to  charity, 
should  tell  you  something  about  him.  Nobody 
ever  has  enough  money.  It’s  likely  he  is  just  afraid 
to  take  blood  money;  the  President’s  stars  (the 
ones  in  the  sky)  might  get  him. 

Mr.  Regan’s  story  makes  lurid  reading,  I guess. 
I haven’t  read  it  (but  then  neither  have  most  of 
the  other  people  who  have  been  commenting  on 
it.  After  all,  the  book  isn’t  out  yet).  Maybe  Mr. 
Reagan  (it’s  hard  to  keep  the  do-er’s  name  sep- 
arated from  that  of  the  do-ee)  was  influenced  by 
the  astrologers  (I  started  to  say  stars,  but  we 
know  that  isn’t  so)  and  maybe  he  wasn’t.  In  any 
case  that  is  likely  no  worse  a way  to  make  deci- 
sions than  a lot  of  the  other  ways  used  by  those 
in  high  places.  It  is  a lot  easier,  and  just  as  effec- 
tive, to  flip  a coin.  The  fact  that  both  are  ex- 
pressly forbidden  by  God  seems  to  have  no  bear- 
ing on  the  situation,  any  more  now  than  it  ever 
did.  That  is  only  one  of  the  many  broad  paths 
toward  (un)easy  livin’.  As  my  mother  used  to  say, 
eavesdroppers  never  hear  anything  good  about 
themselves — which  is  what  God  told  Israel  (an- 
cient, not  modern)  about  those  who  consult 
soothsayers.  Look  what  happened  to  King  Saul. 

A word  to  such  folks,  including  Mr.  and  Mrs. 
Reagan,  if  appropriate:  As  Confucius  might  have 
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said,  “Man  [generic]  who  walk  among  dogs  and 

keep  head  in  stars  apt  to  get on  feet.” 

(Supply  your  own  noun.) 

J.B.T. 


Gutenberg,  Eat  Your  Heart  Out 

I read  this  thing,  see,  in  USA  Today  about 
how  they  now  have  a publishing  scheme  that  is 
going  to  make  the  printing  press  obsolete.  You 
can  just  curl  up  with  a good  floppy  disk — as  if 
the  floppy  disk  by  itself  could  give  you  the  satis- 
faction of  a good  book.  It  takes  hardware.  Try 
lugging  that  to  your  little  sofa.  I laughed. 

Can  you  picture  a bunch  of  commuters  toting 
their  hardware  onto  the  morning  train  to  read 
the  Wall  Street  Journal  off  their  screens?  Of 
course,  they  do  make  them  small  (screens,  that 
is),  but  the  characters  have  to  be  big  enough  for 
aging  eyes  to  see.  But  then  a single  column  of 
type  isn’t  very  wide — could  use  a small  screen. 
Run  it  through  at  your  own  speed,  too,  maybe. 
Hard  on  your  eyes.  Have  to  be  beamed  into  the 
train  some  way,  too.  Could  probably  fix  that. 
Maybe  won’t  need  commuter  trains,  anyhow.  Just 
beam  me  up,  like  Mr.  Spock.  So  much  for  that. 

Well,  how  would  I look  up  something  in  my 
library?  I like  to  just  flip  past  the  books,  ruffle 
the  pages — you  know — peruse  a few  things — ah, 
there  it  is!  You  can’t  do  that  with  a computer,  I 
bet.  I bet  you  can.  Not  much  fun,  but  it  doesn’t 
take  long  to  run  a menu  past  the  screen.  On  the 
other  hand,  suppose  you  don’t  really  know  what 
you’re  looking  for — just  have  a vague  idea.  Aha! 
I think  I have  you  there.  They  haven’t  figured 
out  a way  to  read  your  mind — yet.  Somebody 
does  make  an  idea  index,  though.  Probably  work. 

And  what  about  pictures?  Who  wants  to  look 
at  a bunch  of  things  without  pictures?  It  takes  a 
long  time  to  read  the  thousand  words  a picture 
is  worth.  And  of  course  the  time  isn’t  the  main 
thing,  even.  It’s  the  joy  of  seeing  pictures.  Hol- 
ography, anyone?  Probably  project  the  picture 
right  in  front  of  you,  and  you  can  walk  around 
in  it.  Kind  of  hard  in  a coach  seat  in  an  airplane, 
though — or  a first  class  seat  either,  for  that  mat- 
ter. Cramped.  No  room  for  a hologram.  Beam 
me  up,  Mr.  Spock.  There’s  always  TV. 

I see  where  the  red  crested  crane,  Japan’s  bird 
of  happiness,  after  being  driven  by  hunters  and 
DDT  near  to  extinction,  is  making  a comeback, 
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but  it  may  not  last.  Cranes  need  marshes  for 
nesting,  and  marshes  make  great  places  for 
dumping  trash.  You  can  make  a fantastic  landfill 
that  way  as  a final  resting  place  for  both  horizon- 
tal and  vertical  slabs  of  cement  and  glass  (the 
glass  is  in  only  the  upright  slabs,  of  course).  Ex- 
cept for  a few  thousand  members  of  a newly 
formed  wildlife  protection  association,  most  of  the 
other  millions  of  Japanese  apparently  think  that, 
considering  the  crowded  conditions  on  their  is- 
lands, they  need  the  land  worse  than  they  need 
their  birds  of  happiness.  Welcome  to  the  club. 
You’re  getting  more  like  us  every  day.  Maybe 
you  can  project  a few  by  holography  when  you’re 
feeling  blue.  They  won’t  take  up  as  much  room 
that  way,  and  they  won’t  eat  much  food,  either. 
If  they  eat  any  at  all,  let  me  know  how. 

Come  to  think  of  it,  I could  make  four  offices 
out  of  the  one  I have  now.  All  that  needs  to  be 
in  it  is  me  and  a chair  and  a desk  with  micro- 
scope, a telephone,  a monitor,  and  a keyboard. 
Burn  your  libraries;  their  value  is  in  this  pile  of 
scrap  metal  and  glass.  Come  to  think  of  it,  I guess 
the  office  can  do  without  me  and  my  microscope, 
too.  “Hal”  will  probably  do  it  all — even  write 
these  editorials,  and  maybe  even  read  out  the 
surgicals. 

Gutenberg  and  I will  see  you  around.  I’ve 
stopped  laughing  and  gone  to  crying  instead.  My 
only  comfort  is  that  my  books  will  likely  outlive 
me. 

J.B.T. 


Tennessee  Geriatrics  Society 

To  the  Editor: 

The  Tennessee  Geriatrics  Society  was  founded  in 
December  1986  to  promote  geriatric  interest  in  our 
state.  In  October,  TGS  hosted  the  second  annual  sym- 
posium at  the  Downtown  Knoxville  Hilton:  Update  in 
Geriatrics.  The  spring  meeting  of  the  TGS  was  held  in 
April  in  conjunction  with  the  153rd  annual  meeting  of 
the  Tennessee  Medical  Association  and  the  Tennessee 
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Association  of  Long  Term  Care  Physicians.  The  next 
meeting  of  the  TGS  is  scheduled  for  Nov.  4-5  at  the 
Park  Vista  Hotel  in  Gatlinburg.  The  meeting  will  fol- 
low the  Tennessee  Association  of  Family  Physicians 
sessions  and  focus  on  the  terminal  care  issues.  A pos- 
ter session  is  planned  with  abstracts  to  be  solicited  from 
interested  TGS  members  as  well  as  residents  and  med- 
ical students. 

The  Tennessee  Geriatrics  Society  now  has  90  mem- 
bers. I urge  all  Tennessee  physicians  with  an  interest 
in  the  elderly  to  contact  me  and  join  in  support  of  the 
very  important  work  of  the  TGS. 

James  S.  Powers,  M.D. 
Geriatric  Section 
Nashville  VA  Hospital 
Nashville,  TN  37203 


Stanley  W.  Erwin,  age  43.  Died  May  14,  1988.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 

Elmer  W.  McKenzie,  Jr.,  age  42.  Died  May  14,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 

Laurence  Benjamin  Molloy,  age  68.  Died  April  24, 
1988.  Graduate  of  Vanderbilt  University  School  of 
Medicine.  Member  of  Lawrence  County  Medical  So- 
ciety. 

George  Stanley  Thompson,  age  40.  Died  May  14,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Campbell  County  Medical  Society. 

Charles  E.  Waldroup,  age  69.  Died  May  20,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Sevier  County  Medical  Society. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Jefferson  F.  Livermon,  Jr.,  M.D.,  Jackson 


CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Ronald  A.  MacBeth,  M.D.,  Chattanooga 
Richard  W.  Spore,  M.D.,  Chattanooga 

HARDIN  COUNTY  MEDICAL  SOCIETY 

Michael  L.  Smith,  M.D.,  Savannah 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Harvey  E.  Garrett,  Jr.,  M.D.,  Memphis 
Chris  L.  Gillespie,  M.D.,  Cordova 
James  Coker  Hall,  M.D.,  Memphis 
Mark  Hammond,  M.D.,  Germantown 
Victoria  A.  Kandalaft,  M.D.,  Memphis 
Timothy  Michael  Magee,  M.D.,  Memphis 
Lauren  N.  Meritt,  M.D.,  Memphis 
Wiley  Thomas  Robinson,  M.D.,  Memphis 
Van  Rushing,  M.D.,  Memphis 
Susie  Jane  Sargent,  M.D.,  Memphis 
William  David  Summers,  M.D.,  Memphis 
Jesus  Ortiz  Torpoco,  M.D.,  Memphis 
Guy  R.  Voeller,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Dennis  Gregory  Colbert,  M.D.,  Nashville 
Karla  J.  Johns,  M.D.,  Nashville 
Allen  Frederick  Meyer,  M.D.,  Brentwood 
Harrell  Odom,  II,  M.D.,  Nashville 
M.  Kathleen  Reilly,  M.D.,  Nashville 

(Student) 

Nels  Christian  Gunnarsen,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Donald  Newton  Lyerly,  M.D.,  Dyersburg 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Toney  B.  Hudson,  M.D.,  Cookeville 


per/oncil  new/ 


Ada  M.  Fisher,  M.D.,  the  occupational  medicine/in- 
dustrial physician  at  Martin  Marietta  Energy  Systems 
Inc.  in  Oak  Ridge,  has  been  named  Bronze  Woman 
of  1988  by  the  Alpha  Xi  chapter  of  Iota  Phi  Lambda 
Sorority,  a business  and  professional  organization.  The 
award  honors  women  who  have  made  an  outstanding 
contribution  to  the  community  through  their  profes- 
sional and  community  service  work. 

James  A.  Greene,  M.D.,  director  of  the  Center  for 
Health  and  Creative  Aging  in  Knoxville,  has  been 
elected  to  the  American  College  of  Psychiatrists. 

James  S.  Kennedy,  M.D.,  Franklin,  has  received  the 
Outstanding  Member  of  the  Year  Award  from  the 
Williamson  County  Chamber  of  Commerce. 
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TMfl  Members  Receive  AMA  Physician’s  Recognition  Award 


Fifty-five  TMA  members  qualifed  for  the  AMA  Physician’s  Recognition  Award  during  April  1988. 

To  qualify  for  the  PRA,  a minimum  of  150  hours  of  continuing  medical  education  must  be  earned  over 
a three-year  period;  60  of  these  hours  must  be  Category  1. 

This  list  does  not  include  members  who  reside  in  other  states.  Names  of  additional  PRA  recipients  will 
be  published  as  they  are  received  from  AMA. 


J.  Kelley  Avery,  M.D.,  Nashville 
Leroy  F.  Barden,  M.D.,  Linden 
Donald  H.  Bradley,  M.D.,  Sparta 
Hugh  P.  Brown,  M.D.,  Chattanooga 
Francis  H.  Cole,  M.D.,  Memphis 
Thomas  M.  Crenshaw,  M.D.,  Humboldt 
Thomas  C.  Duncan,  M.D.,  Nashville 
Larry  H.  Elkins,  M.D.,  Rogersville 
Roy  C.  Ellis,  M.D.,  Harrogate 
Saeed  Etezadi-Amoli,  M.D.,  Knoxville 
Starling  C.  Evins,  M.D.,  Franklin 
Raymond  A.  Finney,  Jr.,  M.D.,  Maryville 
Philip  E.  Fleming,  M.D.,  Nashville 
William  C.  Francis,  M.D.,  Cookeville 
Stuart  A.  Frank,  M.D.,  Chattanooga 
Maurice  S.  Goldman,  M.D.,  Cleveland 
William  M.  Goodman,  M.D.,  Madison 
Nicholas  Gotten,  Jr.,  M.D.,  Memphis 
Randal  O.  Graham,  M.D.,  Knoxville 
John  W.  Hammon,  Jr.,  M.D.,  Nashville 
Don  C.  Harting,  M.D.,  Cleveland 
Bruce  E.  Herron,  M.D.,  Jackson 
James  M.  Hudgins,  M.D.,  Hendersonville 
Orren  W.  Hyman,  Jr.,  M.D.,  Sweetwater 
Jeffrey  L.  Hymes,  M.D.,  Nashville 
Janet  K.  Johnson,  M.D.,  Cordova 
Carole  J.  Levy,  M.D.,  Lewisburg 
Josafina  Q.  Marcelo,  M.D.,  Linden 


George  W.  Marten,  M.D.,  Memphis 
Russell  W.  Mayfield,  M.D.,  Bells 
Howard  B.  McNeeley,  M.D.,  Norris 
James  O.  Miller,  Jr.,  M.D.,  Madison 
Tony  J.  Montgomery,  M.D.,  Clarksville 
William  M.  Murphy,  M.D.,  Memphis 
Roger  T.  Nelson,  M.D.,  Dunlap 
Homer  C.  Ogle,  M.D.,  Knoxville 
James  D.  Panzer,  M.D.,  Cookeville 
Braham  S.  Parsh,  M.D.,  Gallatin 
Richard  D.  Pinson,  M.D.,  Nashville 
Anilkumar  Potdar,  M.D.,  Chattanooga 
Eddie  J.  Reddick,  M.D.,  Brentwood 
John  F.  Schwerkoske,  M.D.,  Memphis 
Henry  W.  Scott,  Jr.,  M.D.,  Nashville 
Bradley  E.  Smith,  M.D.,  Nashville 
Thomas  A.  Smith,  M.D.,  Winchester 
John  B.  Standridge,  M.D.,  Cleveland 
Viktor  P.  Sulkowski,  M.D.,  Kingsport 
Jerry  S.  Sutton,  M.D.,  Nashville 
James  H.  Thomas,  M.D.,  Savannah 
Grafton  H.  Thurman,  M.D.,  Madison 
James  R.  Troutt,  M.D.,  Gallatin 
Dennis  K.  Wentz,  M.D.,  Nashville 
John  M.  Wilson,  M.D.,  Memphis 
John  D.  Witherspoon,  M.D.,  Nashville 
Kenneth  N.  Wyatt,  M.D.,  Hendersonville 


Sept.  23-30 

announcement/ 

Sept.  24 

Sept.  25-28 

CALENDAR  OF  MEETINGS 

Sept.  25-29 

NATIONAL 

Sept.  26-29 

Aug.  3-6 
Aug.  3-7 

Peruvian  American  Medical  Society — Wes- 
tin  Bonaventure  Hotel,  Los  Angeles 
National  Medical  and  Dental  Association — 

Sept.  28-Oct.  1 

Cheyenne  Mountain  Inn,  Colorado  Springs 

Sept.  28-Oct.  1 

Aug.  3-8 

International  Doctors  in  Alcoholics  Anony- 
mous— Stouffer  Hotel,  Baltimore 

Sept.  29-Oct.  1 

Aug.  21-24 

American  Association  of  Tissue  Banks — 
Sheraton  on  Harbor  Island,  San  Diego 

Sept.  29-Oct.  1 

Sept.  13-16 

American  Group  Practice  Association — San 
Diego  Marriott  Hotel 

Sept.  14-16 

American  College  of  Nutrition — Hotel 
Clarion,  New  Orleans 

Sept.  15-18 

American  College  of  Nuclear  Medicine — 
Harvey’s,  Lake  Tahoe,  Nev. 

Sept.  17-21 

American  Institute  of  Ultrasound  in  Medi- 
cine— Washington,  D.C. 

Aug.  26-27 

Sept.  22-24 

American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery — Willard  Hotel, 
Washington,  D.C. 

Sept.  10-11 

American  College  of  Radiology — Hyatt  Re- 
gency, Cincinnati 

American  Rhinologic  Society — Washington. 
DC. 

Society  of  Thoracic  Surgeons — Convention 
Center,  New  Orleans 

American  Academy  of  Otolaryngology-Head 
and  Neck  Surgery — Grand  Hyatt  & Con- 
vention Center,  Washington,  D.C. 
American  College  of  Emergency  Physi- 
cians— Convention  Center,  New  Orleans 
American  School  Health  Association — Walt 
Disney  Hilton,  Lake  Buena  Vista,  Fla. 
Cystic  Fibrosis  Foundation — Buena  Vista 
Palace  Hotel,  Orlando,  Fla. 

American  Academy  of  Otolaryngic  Aller- 
gy— Washington,  D.C. 

Association  of  American  Physicians  and 
Surgeons — Sheraton  Round  Barn,  Santa 
Rosa,  Cal. 


STATE 

Tennessee  Society  of  Anesthesiology.  Fall 
Scientific  Session — Holiday  Inn  Crowne 
Plaza,  Memphis 

Tennessee  Psychiatric  Association — Van- 
derbilt Plaza  Hotel,  Nashville 
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The  Families  of  Tennessee  in  the 
Southern  Surgical  Association 

WILLIAM  H.  EDWARDS,  M.D. 


When  the  Southern  Surgical  Association  cele- 
brated its  centennial  in  1987,  its  president  was 
John  L.  Sawyers,  who,  like  its  first  president, 
W.  D.  Haggard,  was  a member  from  the  state  of 
Tennessee. 

The  Southern  Surgical  and  Gynecological  As- 
sociation had  its  beginnings  in  Birmingham  in 
November  of  1886  in  the  office  of  the  Alabama 
Medical  and  Surgical  Society,  where  a few  prom- 
inent physicians  met  to  organize  the  Alabama 
Surgical  and  Gynecological  Association;  H.  N. 
Rosser  of  Birmingham  was  elected  president  and 
W.  E.  B.  Davis  secretary.  The  extension  of  the 
Alabama  Surgical  and  Gynecological  Association 
into  the  Southern  Surgical  and  Gynecological 
Association  was  due  entirely  to  Jerome  Cochran 
of  Alabama. 

Dr.  Cochran,  recognized  as  one  of  the  great- 
est medical  organizers  of  his  day,  had  devoted 
his  entire  time  to  the  Alabama  State  Medical  As- 
sociation, making  it  into  the  model  state  organi- 
zation. He  anticipated  trouble  from  the  new  Al- 
abama Surgical  and  Gynecological  Association, 
and  disarrayed  support  for  it  among  the  physi- 
cians of  Alabama.  W.  E.  B.  Davis  and  his  broth- 
er, J.  D.  S.  Davis,  who  had  previously  locked 
horns  with  Dr.  Cochran,  saw  that  their  state  so- 
ciety would  not  survive  without  the  support  of 
Dr.  Cochran. 


Reprint  requests  to  4230  Harding  Road.  Suite  205,  Nashville,  TN 
37205  (Dr.  Edwards). 


A letter  signed  by  the  president  and  the  sec- 
retary of  the  Alabama  Association  was  sent  to 
surgeons  throughout  the  South  inviting  them  to 
attend  its  approaching  meeting  with  a view  to 
forming  a Southern  Surgical  and  Gynecological 
Association.  The  reply  from  W.  D.  Haggard  of 
Nashville  was  enthusiastic,  and  on  Oct.  12,  1887 
at  its  initial  meeting  the  Southern  Surgical  and 
Gynecological  Association  unanimously  elected 
Dr.  Haggard  its  president.  The  first  scientific 
meeting  was  scheduled  to  be  held  in  Birmingham 
in  November  1888,  but  it  was  delayed  until  De- 
cember because  of  the  yellow  fever  epidemic. 

In  the  first  presidential  address  to  the  Associ- 
ation, Dr.  Haggard  spoke  with  prophetic  vision, 
and  voiced  his  hopes:  “The  most  capable  and  ar- 
dent among  us  fall  far  short  of  realizing  the  grand 
possibilities  which  await  us.  This  Association  did 
not  spring  voluntarily  into  existence  but  was  the 
outgrowth  of  necessity  and  is  the  embodiment  of 
unknown  power.  It  was  the  work  of  a few  ener- 
getic minds  and  hearts  that  saw  its  need  and 
seized  the  opportunity  to  give  it  form  and  being, 
which  was  accomplished  in  this  city  (Birming- 
ham) the  second  Tuesday  in  October,  1887,  at  a 
most  auspicious  moment  and  under  most  favor- 
able circumstances.” 

Dr.  Haggard  was  a member  of  the  Associa- 
tion’s council  for  the  first  ten  years,  and  helped 
shape  its  future  course.  W.  D.  Haggard  and  his 
son,  W.  D.  (Will)  Haggard,  were  undoubtedly  the 
two  most  influential  members  of  the  Southern 
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Surgical  Association  during  its  first  three  dec- 
ades, and  I will  later  discuss  their  role  in  greater 
detail. 

William  Thompson  Briggs  (Fig.  1)  of  Nash- 
ville was  one  of  the  eight  founders  of  the  South- 
ern Surgical  and  Gynecological  Association  from 
Tennessee.  Born  Dec.  4,  1829  at  Bowling  Green, 
Ky.,  he  attended  two  courses  of  lectures  at  the 
Medical  Department  of  Transylvania  University 
in  Lexington,  Ky.,  graduating  in  1850.  In  1851, 
he  was  elected  demonstrator  of  anatomy  in  the 
Medical  Department  of  the  University  of  Nash- 
ville. He  formed  a partnership  with  John  M. 
Watson,  professor  of  obstetrics,  and  on  Watson’s 
death  in  1866,  he  was  made  professor  of  obstet- 
rics as  well  as  professor  of  surgery;  he  held  these 
same  chairs  in  both  the  Medical  Department  of 
the  University  of  Nashville  and  Vanderbilt  Uni- 
versity until  his  death. 

Dr.  Briggs  was  a member  and  officer  of  most 
of  the  prestigious  associations  of  his  day.  He  was 
a prolific  writer  and  investigator,  devising  inno- 
vative and  lifesaving  surgical  operations,  notably 
ligation  of  the  internal  carotid  artery  for  trau- 
matic aneurysm,  removal  of  the  entire  upper  jaw 
for  gunshot  injury,  and  removal  of  the  lower  jaw 
for  gunshot  injury.  During  the  War  Between  the 
States,  Dr.  Briggs  declined  all  civil  offices  and 
medical  commissions,  attending  hospitals  of  both 
the  Confederate  and  Federal  armies. 

Dr.  Briggs  had  three  sons,  all  of  whom  be- 
came physicians.  Charles  S.  (Fig.  2)  and  Waldo 
both  became  members  of  the  Southern  Surgical 
and  Gynecological  Association  in  1892,  five  years 


after  its  founding.  This  is  the  only  occasion  in 
which  brothers  and  their  father  were  all 
members  of  the  Association  at  the  same  time. 
W.  T.  Briggs  died  in  Nashville  in  June  of  1894, 
one  month  after  the  death  of  his  wife,  Annie. 
Charles  S.  Briggs  died  in  1893,  one  year  after 
being  elected  to  membership,  and  his  brother 
Waldo  died  in  1906. 

W.  D.  Haggard  (Fig.  3)  was  born  in  Marion 
County,  Kentucky,  in  1826,  the  eldest  son  of  the 
fifth  generation  of  a family  that  came  to  America 
from  England  in  1698.  Early  in  life  he  desired  to 
become  a physician,  and  by  working  in  his  coun- 
ty he  was  able  to  give  himself  a medical  educa- 
tion at  the  Jefferson  Medical  College.  After 
graduation  in  1851,  he  moved  to  Gallatin,  Tenn., 
and  established  a surgical  practice;  he  was  noted 
for  being  progressive  and  keeping  abreast  of  his 
profession  by  studying  in  medical  centers. 

In  1875,  Dr.  Haggard  moved  his  practice  to 
Nashville,  where  he  was  chosen  to  fill  the  chair 
of  gynecology  and  diseases  of  children  at  the 
University  of  Tennessee.  In  this  teaching  role  his 
enthusiasm  and  natural  abilities  made  a lasting 
impression  on  hundreds  of  young  medical  men 
throughout  the  South.  He  was  the  author  of  many 
articles  on  gynecological  and  surgical  subjects;  his 
discussion  of  medical  subjects  was  bold  and 
forceful,  yet  courteous  and  convincing.  Dr.  Hag- 
gard died  peacefully  of  a cerebral  hemorrhage  in 
1901. 

Will  Haggard  (Fig.  4)  was  elected  to  member- 
ship in  the  Southern  Surgical  and  Gynecological 
Association  in  1896  at  the  age  of  24.  He  was  born 
in  Nashville  in  September  of  1872,  and  graduat- 
ed with  honors  from  the  University  of  Tennessee 


Figure  1 

William  T.  Briggs 


Figure  2 

Charles  S.  Briggs 


Figure  3 
W.  D.  Haggard 


Figure  4 

W.  D.  (Will)  Haggard 
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Medical  School  in  1893.  After  serving  a residen- 
cy in  the  Women's  Hospital  in  New  York,  he  re- 
turned to  Nashville  and  served  as  his  father’s  as- 
sistant until  his  father's  death  in  1901.  He  became 
professor  of  gynecology  and  abdominal  surgery 
at  the  University  of  Tennessee  in  1901,  and  in 
1912.  when  the  University  of  Tennessee  moved 
to  Memphis,  he  was  elected  professor  of  surgery 
and  clinical  surgery  in  the  Vanderbilt  University 
School  of  Medicine. 

To  recount  the  various  honors  received,  posi- 
tions held,  and  offices  performed  by  Dr.  Hag- 
gard is  but  to  assert  that  in  every  organization, 
institution,  and  establishment  with  which  he  was 
connected,  he  went  to  the  top.  His  capacity  for 
leadership,  for  executive  ability,  for  doing  his  own 
work  well  and  inducing  others  to  work  with  him, 
was  universally  acknowledged.  In  professional 
circles,  he  was  the  head  of  most  of  the  associa- 
tions to  which  he  belonged — city,  county,  state, 
interstate,  regional,  and  national,  including  the 
American  Medical  Association  and  American 
College  of  Surgeons. 

With  the  exception  of  the  vice-presidency,  he 
held  every  office  of  our  Association.  In  1900,  he 
served  as  treasurer  for  one  year,  filling  the  unex- 
pired term  of  A.  M.  Cartledge,  who  had  been 
elected  president.  In  1901,  Dr.  Haggard  was 
elected  secretary  and  continued  in  this  capacity 
until  1916,  a span  of  15  years,  three  years  longer 
than  that  of  Dr.  Davis,  whom  he  succeeded,  and 
five  years  longer  than  any  other  secretary.  It  was 
in  1916  that  the  Association  became  the  South- 
ern Surgical  Association,  the  same  year  that  Will 
Haggard  was  president.  Following  his  presiden- 
cy, he  was  chosen  a member  of  the  council  for  a 
five-year  term,  consummating  22  years  of  contin- 
uous service  as  an  official  of  the  Association,  a 
record  that  still  stands. 

Dr.  Haggard  was  a prolific  writer  and  speak- 
er. His  best  known  collections  are  The  Romance 
of  Medicine  and  Other  Addresses  and  Surgery, 
Queen  of  the  Arts,  and  Other  Papers,  both  head- 
ed by  his  presidential  addresses  delivered  before 
the  two  largest  professional  organizations  in 
America,  the  American  Medical  Association  and 
the  American  College  of  Surgeons.  In  addition, 
he  was  the  author  of  numerous  papers  dealing 
chiefly  with  goiter,  surgery  of  the  stomach  and 
colon,  and  appendicitis. 

As  a surgeon,  Dr.  Haggard  possessed  all  those 
attributes  that  make  for  success.  Cheerfulness, 
courage,  and  humanity  marked  every  step  of  his 
life.  He  showed  sound  judgment,  a tolerant  atti- 


tude. and  a progressive  disposition.  He  learned 
more  and  more  each  year  by  study  and  observa- 
tion, and  he  kept  up  aggressively  with  the  ad- 
vances in  surgery.  He  believed  in  the  unity  of 
medicine,  and  his  experience  made  him  well- 
rounded  in  his  views  of  every  situation  that  con- 
fronted him.  His  operative  skill  was  character- 
ized by  resourcefulness  and  quick  thinking;  he  had 
by  nature  a manual  dexterity  that  was  as  gentle 
and  graceful  as  it  was  effective.  His  one  idea  was 
to  cure  the  patient  by  the  safest  and  simplest 
method.  As  a clinical  teacher  he  was  unexcelled, 
what  with  his  aptitude  of  expression,  combined 
with  a wealth  of  illustrations  and  anecdotes. 

After  the  death  of  W.  E.  B.  Davis  of  Ala- 
bama in  1903,  Will  Haggard  was  the  Southern 
Surgical  Association;  he  carried  its  torch,  he  pre- 
served its  traditions,  he  nurtured  it.  sustained  it, 
and  perfected  it,  and  he  was  instrumental  in  its 
reaching  this  centennial  as  an  Association  with  a 
proud  heritage. 

Dr.  Haggard  died  in  his  sleep  at  the  Breakers 
Hotel  in  Palm  Beach  in  1940.  He  had  a daughter 
and  two  sons,  none  of  whom  chose  medicine  as 
their  life  work,  and  thus  the  Haggards'  53  years 
of  leadership  in  the  Southern  Surgical  Associa- 
tion came  to  an  end. 

At  the  meeting  of  the  Association  at  the 
Homestead  in  Hot  Springs,  Va.,  in  December 
1940,  Hubert  Royster  of  North  Carolina  gave 
what  was  only  the  second  address  upon  the  life 
and  service  of  a fellow  of  the  Association,  in 
which  he  paid  tribute  to  the  life  of  Will  Haggard 
and  his  contributions  to  the  Southern  Surgical 
Association. 

Duncan  Eve.  Sr.  (Fig.  5)  was  a founder  of  the 
Southern  Surgical  and  Gynecological  Associa- 


Figure  5 Figure  6 

Duncan  Eve,  Sr.  Duncan  Eve,  Jr. 


AUGUST,  1988 


499 


SOUTHERN  SURGICAL  ASSOCIATION/Edwards 

tion.  He  was  descended  from  a long  and  illus- 
trious line  of  physicians  and  surgeons,  his  father 
and  grandfather  having  been  notable  surgeons 
and  educators  in  the  South.  Dr.  Eve  was  the 
founder  of  the  Nashville  Medical  College,  of 
which  he  served  as  both  dean  and  professor  of 
surgery.  He  was  also  vice-president  and  later 
professor  of  surgery  of  the  School  of  Medicine  at 
Vanderbilt  University.  He  contributed  to  the  un- 
derstanding of  traumatic  surgery  and  was  noted 
for  his  teaching  in  the  medical  schools  of  his  day. 
He  died  in  Nashville  in  1899. 

Duncan  Eve,  Jr.  (Fig.  6)  was  born  in  Nash- 
ville in  July  of  1880.  The  long  line  of  distin- 
guished physicians  in  his  family  made  it  natural 
for  him  to  follow  the  same  course,  and  he  joined 
his  father  in  the  practice  of  surgery  in  the  Eve 
Infirmary  in  Nashville.  Dr.  Eve  accumulated  a 
vast  experience  in  traumatic  surgery  as  he  served 
as  chief  surgeon  for  the  Nashville,  Chattanooga 
and  St.  Louis  Railroad,  and  district  surgeon  for 
the  Louisville  and  Nashville  Railroad.  He  died  in 
Nashville  in  1963. 

Frank  D.  Smythe  (Fig.  7)  was  born  in  Attala 
County,  Mississippi,  in  1867,  and  was  graduated 
from  Tulane  Medical  School  in  1891.  In  1896,  he 
moved  to  Memphis,  where  he  established  a prac- 
tice with  William  B.  Rogers,  a founding  member 
of  the  Southern  Surgical  and  Gynecological  As- 
sociation. In  1896,  he  was  elected  to  membership 
in  the  Association,  presenting  a thesis  entitled 
“Vesical  Calculi  in  Children.”  Dr.  Smythe  began 
his  teaching  career  in  the  old  Memphis  Hospital 
Medical  College,  later  becoming  professor  of 
gynecology  in  the  College  of  Medicine  of  the 
University  of  Tennessee. 

When  America  entered  the  World  War  in 
1917,  Dr.  Smythe  was  authorized  by  the  Surgeon 
General  to  organize  a hospital,  and  with  it  went 
to  France  in  July  of  1918.  He  remained  in  France 
for  only  six  months,  however,  resigning  from  the 
army  in  December  of  1918  because  of  poor  health 
and  the  death  of  his  wife. 

Frank  Ward  Smythe  (Fig.  8)  was  born  to  Frank 
David  and  Sallie  Smythe  in  Kosciusko,  Miss.,  in 
1891,  and  was  the  third  generation  of  physicians 
in  his  family.  He  was  graduated  from  the  College 
of  Medicine  of  the  University  of  Tennessee  with 
honors  in  1917,  and  after  serving  in  the  army  of 
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France  in  1917,  returned  to  Memphis  to  become 
a member  of  the  Department  of  Gynecology  of 
the  University  of  Tennessee  College  of  Medi- 
cine; he  later  founded  the  university’s  tumor  clin- 
ic. In  1932,  Dr.  Smythe  became  a member  of  the 
Southern  Surgical  Association,  joining  the  “sec- 
ond generation”  of  fellows  in  the  Association. 

In  1906,  Lucius  Edward  Burch  (Fig.  9)  was 
elected  to  fellowship  in  the  Southern  Surgical 
Association.  He  was  born  in  Nashville  in  1874, 
and  received  his  medical  degree  from  Vanderbilt 
University  School  of  Medicine;  he  served  as  chief 
surgeon  of  Base  Hospital  63  during  the  First 
World  War. 

On  his  return  to  Nashville  after  the  war,  the 
single  most  significant  contribution  of  the  re- 
mainder of  his  professional  career  was  in  his  as- 
sociation with  Vanderbilt  University,  which 
opened  its  doors  for  classes  in  the  year  of  his 
birth;  a portion  of  the  grounds  on  which  it  stood 
were  given  to  the  university  in  1873  by  Colonel 
Burch,  his  father.  Taking  up  his  role  in  the  uni- 
versity as  a student,  “Dr.  Lucius”  was  an  out- 
standing left  guard  on  the  football  teams  of  1893- 
94-95.  He  entered  into  an  active  teaching  posi- 
tion upon  his  return  from  study  in  Europe,  and 
in  1901  was  named  adjunct  professor  of  gynecol- 
ogy and  physician  to  the  dispensary.  After  three 
years  he  was  named  professor  of  gynecology,  a 
position  he  held  until  1945,  when  he  was  named 
emeritus  professor  of  obstetrics  and  gynecology. 
Dr.  Burch  assumed  the  responsibilities  of  secre- 
tary of  the  faculty  of  the  School  of  Medicine  in 
1910,  and  in  1914  he  was  selected  as  the  dean  of 
the  School  of  Medicine,  a position  he  filled,  with 
time  out  for  military  service,  until  1924.  During 
this  period  the  Flexner  report  was  published  and 
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Vanderbilt  was  selected  as  being  worthy  of  spe- 
cial help  in  filling  its  place  in  southern  medical 
education. 

In  1927,  Dr.  Burch  served  as  vice-president  of 
the  Southern  Surgical  Association,  and  in  1929 
became  its  president.  In  1933,  he  proudly  escort- 
ed his  son,  John  C.  Burch,  to  the  rostrum  to  be 
received  as  a fellow  of  the  Association.  Dr.  Burch 
died  in  October  of  1959. 

John  Christopher  Burch  (Fig.  10)  served  as  the 
67th  president  of  the  Southern  Surgical  Associa- 
tion, the  second  father/son  president  to  be  elect- 
ed from  Nashville.  “Dr.  John”  was  born  in 
Nashville,  and  was  graduated  from  Vanderbilt 
Medical  School  in  1923,  receiving  the  Founder’s 
Medal  for  the  highest  academic  achievement  for 
the  four  years  in  the  School  of  Medicine.  He 
served  a residency  in  the  Free  Hospital  for 
Women  in  Brookline,  Mass.,  and  in  Bellevue 
Hospital  in  New  York.  He  returned  to  Nashville 
to  practice  in  the  Burch  Clinic  until  his  death  of 
a cerebrovascular  accident  in  1977. 

Dr.  Burch’s  principal  interest  other  than  the 
university  hospital  and  School  of  Medicine  was 
St.  Thomas  Hospital,  where  he  had  an  intimate 
role  in  the  training  of  residents  and  maintained 
an  active  surgical  practice.  Those  experiences  led 
him  to  produce  his  own  book,  Hysterectomy, 
which  was  a classic  in  its  field.  He  also  prepared 
numerous  films  for  professional  education  and 
also  for  many  years  the  gynecological  section  of 
Christopher’s  Surgery.  Dr.  Burch  served  on  var- 
ious editorial  boards,  and  his  advice  was  sought 
by  many  of  the  younger  members  of  the  univer- 
sity faculty  in  the  preparation  of  their  own  pub- 
lications. 

The  members  of  the  Southern  Surgical  Asso- 


ciation were  all  enriched  by  the  graciousness  of 
Dr.  John  and  Miss  Frances  at  the  annual  meeting 
of  the  Association.  They  never  missed  an  oppor- 
tunity to  “trip  the  light  fantastic”  on  the  dance 
floor,  and  hosted  a Monday  noon  party  each  year. 
The  members  attending  relished  the  “Tennessee 
hams”  and  beaten  biscuits,  which  were  always 
delicious. 

Edward  T.  Newell  (Fig.  11)  was  born  in  New- 
ellton,  Tensas  Parish,  Louisiana  in  1876.  He  at- 
tended Louisiana  State  University  and  received 
his  medical  degree  from  Tulane  in  1899,  after 
which  he  practiced  medicine  in  St.  Joseph.  La., 
with  his  cousin,  E.  Dunbar  Newell.  In  1908,  both 
Newells  moved  to  Chattanooga,  where  they 
founded  the  Newell  Infirmary.  “Dr.  Ed"  became 
a member  of  the  Southern  Surgical  Association 
in  1930,  to  which  Dunbar  had  been  elected  in 
1916. 

In  1947,  E.  T.  Newell,  Jr.  (Fig.  12)  was  elect- 
ed to  membership  in  the  Southern  Surgical  As- 
sociation following  in  the  footsteps  of  his  father 
and  uncle.  He  has  practiced  surgery  in  Chatta- 
nooga in  the  Newell  Hospital,  and  has  been  very 
active  in  the  county  and  state  medical  societies, 
serving  as  president  of  the  state  society. 

Leonard  Wright  Edwards  (Fig.  13)  was  born 
in  Carroll  County,  Tennessee,  in  1888.  He  re- 
ceived his  medical  education  at  Vanderbilt  Uni- 
versity School  of  Medicine,  and  after  graduating 
in  1912  became  a demonstrator  in  surgical  anat- 
omy and  assistant  in  the  Department  of  Surgery. 
Shortly  thereafter  he  was  invited  to  join  Duncan 
Eve,  Sr.  and  Duncan  Eve,  Jr.  in  the  practice  of 
surgery  in  Nashville.  His  practice  was  interrupt- 
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ed  by  World  War  I,  in  which  he  served  as  an 
officer  in  the  medical  corps. 

In  1925,  when  the  Vanderbilt  Medical  School 
moved  to  its  current  location.  Dr.  Edwards  was 
appointed  clinical  instructor  in  the  Department 
of  Surgery  and  rose  to  become  its  first  clinical 
professor  of  surgery. 

Dr.  Edwards  was  a general  surgeon  in  the  true 
sense  of  the  word,  but  he  was  interested  mainly 
in  the  gastrointestinal  and  biliary  tracts.  He  pos- 
sessed keen  and  expert  judgment,  and  was  a 
master  technician.  He  enjoyed  operating  upon 
patients  with  complications,  and  doctors  and  their 
families  comprised  a sizable  portion  of  his  prac- 
tice. His  grasp  of  a surgical  problem  was  phe- 
nomenal, and  he  was  indeed  far  ahead  of  his  time 
in  his  surgical  thinking  and  exploits.  He  inspired 
both  students  and  residents,  and  his  surgical 
rounds  were  awaited  with  enthusiasm;  everyone 
also  looked  forward  to  his  discussions  with  Bar- 
ney Brooks  of  problem  cases.  These  two  outstanding 
surgeons  had  the  utmost  respect  for  each  other. 

In  January  1947,  Dr.  Edwards  performed  his 
first  truncal  vagotomy  and  antral  resection  for 
duodenal  ulcer,  unaware  at  the  time  that  Regin- 
ald Smithwick  had  performed  that  operation  for 
the  first  time  only  three  months  earlier.  Over  the 
ensuing  years  he  made  valuable  contributions  to 
the  literature  in  this  field,  and  through  his  efforts 
vagotomy-antrectomy  is  now  performed  all  over 
the  world. 

Aside  from  the  practice  and  teaching  of  sur- 
gery, Dr.  Edwards  gave  generously  of  his  time  to 
numerous  committees  and  governing  bodies  of 
both  county  and  state  medical  societies.  In  the 
1940s,  he  alone  was  responsible  for  the  establish- 


ment of  an  approved  residency  training  program 
in  surgery  at  St.  Thomas  Hospital.  He  was  pres- 
ident of  the  Nashville  Academy  of  Medicine  and 
the  Tennessee  State  Medical  Society  as  well  as 
president  of  the  Nashville  Surgical  Society.  He 
was  active  in  medical  legislation,  and  was  largely 
responsible  for  passage  of  the  Tennessee  basic 
science  law,  the  Tennessee  Hospital  Indigent  Act. 
and  the  pre-paid  voluntary  health  insurance  pro- 
gram for  the  state.  Perhaps  his  greatest  commu- 
nity contribution  was  his  leadership  in  restoring 
the  residency  training  program  at  the  Nashville 
General  Hospital  under  the  sponsorship  of  the 
Vanderbilt  University  School  of  Medicine;  until 
that  time  all  measures  to  bring  the  two  institu- 
tions together  had  failed,  and  Dr.  Edwards  was 
called  upon  to  solve  the  problem. 

In  1947,  “Lum”  Edwards  was  elected  to  fel- 
lowship in  the  Southern  Surgical  Association,  an 
honor  he  cherished;  he  always  looked  forward  to 
the  meetings  in  Virginia  or  Florida.  As  we,  his 
children,  reached  young  adulthood  and  chose 
medicine  as  a career,  he  proudly  invited  us  to 
attend  its  meetings  with  him. 

The  eldest  member  of  the  Edwards  family, 
Mary  Alene  (“Mamie”),  married  Lynwood  Her- 
rington (Fig.  14)  in  1943,  who  was  born  in 
Waynesboro,  Ga.,  in  November  of  1919.  He  was 
graduated  from  the  Vanderbilt  School  of  Medi- 
cine in  1945,  and  after  residency  training  in  sur- 
gery at  Vanderbilt  and  St.  Thomas  joined  my 
father,  L.  W.  Edwards,  in  the  practice  of  general 
surgery  in  the  Edwards-Eve  Clinic,  continuing  the 
early  work  on  the  role  of  vagotomy  and  antrec- 
tomy in  the  surgical  control  of  complications  of 
duodenal  ulcer.  He  is  recognized  as  a world  au- 
thority on  gastric  physiology,  the  role  of  the  va- 
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gus  nerves  in  the  etiology  of  duodenal  ulcer,  and 
the  current  modalities  of  treatment  for  duodenal 
ulcer.  He  has  been  active  in  the  training  program 
of  the  Vanderbilt  residents  at  St.  Thomas  Hos- 
pital. In  1958,  he  was  elected  to  fellowship  in  the 
Southern  Surgical  Association  and  was  its  vice- 
president  in  1984. 

The  youngest  sibling,  Julia,  received  her  med- 
ical degree  from  Vanderbilt  University  in  1957; 
in  1956  she  married  the  Association’s  current 
president,  John  Sawyers  (Fig.  15),  then  a resi- 
dent on  the  surgical  service  of  H.  William  Scott 
at  Vanderbilt.  Born  in  Centerville,  Iowa,  in  1925, 
Dr.  Sawyers  had  received  his  medical  degree  from 
Johns  Hopkins  in  1949  and  had  joined  the  resi- 
dent staff  at  Vanderbilt  in  1953.  After  a brief  tour 
of  duty  in  the  military  service,  he  returned  to 
complete  his  training  in  1958. 

He  joined  my  father  and  Dr.  Herrington  in 
the  practice  of  surgery  in  the  Edwards-Eve  Clin- 
ic, but  when  Dr.  Scott  needed  someone  to  take 
over  the  surgical  service  at  the  Nashville  General 
Hospital,  he  recruited  Dr.  Sawyers  for  the  posi- 
tion. He  served  in  that  capacity,  as  well  as  vice- 
chairman  of  the  Department  of  Surgery,  until  he 
assumed  the  role  of  chief  of  the  surgical  services 
at  the  St.  Thomas  Hospital,  one  of  the  four  hos- 
pitals in  the  Vanderbilt  residency  training  pro- 
gram. On  Dr.  Scott’s  retirement  in  1982,  the 
search  committee  appointed,  and  John  Camron 
of  Baltimore  accepted,  the  chairmanship  of  the 
Department  of  Surgery  at  Vanderbilt,  but  when 
personal  reasons  forced  him  to  resign  the  posi- 
tion, Dr.  Sawyers  was  appointed  acting  chairman 
in  1982,  and  he  became  chairman  in  January 
1983. 

I am  the  only  son  (Fig.  16)  and  the  second 
child  of  Leonard  and  Mary  Edwards.  I was  grad- 
uated from  Vanderbilt  Medical  School  in  1953 
and  was  appointed  an  intern  on  the  surgical  serv- 
ice at  Vanderbilt  to  serve  under  the  newly  ap- 


pointed chairman  of  the  department,  H.  William 
Scott.  I completed  my  residency  training  in  1959, 
having  spent  one  year  with  William  P.  Longmire 
at  the  University  of  California,  Los  Angeles.  In 
1959,  I served  a cardiovascular  fellowship  at  the 
Baylor  Medical  Center  in  Houston,  and  returned 
in  1960  to  Nashville  to  enter  the  private  practice 
of  general,  vascular,  and  thoracic  surgery  with  my 
father  and  brother-in-law.  In  1968,  I was  elected 
to  fellowship  in  the  Southern  Surgical  Associa- 
tion; unfortunately,  my  father  died  in  August  of 
1969  without  living  to  see  me  inducted  into  mem- 
bership. 

In  1969,  W.  Andrew  Dale  and  I formed  a vas- 
cular fellowship  at  the  St.  Thomas  Hospital.  This 
year  of  intensive,  specialized  training  in  vascular 
surgery  is  now  a Vanderbilt-St.  Thomas  fellow- 
ship within  the  surgical  residency  training  pro- 
gram of  Vanderbilt  and  its  affiliated  hospitals;  I 
currently  serve  as  the  director  of  this  fellowship 
at  St.  Thomas  and  head  of  the  Division  of  Vas- 
cular Surgery. 

Personal  correspondence  with  all  members  of 
the  Southern  Surgical  Association  from  Tennes- 
see failed  to  yield  any  other  family  relationships 
among  current  members  of  the  Association  than 
Drs.  Sawyers,  Herrington,  and  me. 

The  members  of  the  Southern  Surgical  Asso- 
ciation from  Tennessee  have  reason  to  be  proud 
of  families  that  have  been  members  and  have 
been  influential  in  shaping  the  history  of  the  As- 
sociation: from  the  Haggards  and  their  love  of 
the  Association  during  its  first  three  decades 
through  the  father/son  presidential  leadership  of 
the  Burches  to  John  Sawyers  and  his  “family” 
relationship  through  L.  W.  Edwards.  Ours  is  a 
prestigious  Association  that  can  look  with  pride 
on  its  heritage  and  with  enthusiasm  to  its  future. 

In  reviewing  the  families  of  Tennessee  in  the 
Southern  Surgical  Association,  it  was  a relatively 
easy  matter  to  research  father  and  son  members; 
more  difficult  and  probably  impossible  would  be 
the  detection  of  cousins,  uncles,  or  in-laws. 
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Use  of  Traction  for  Removing 
Transvenous  Pacing  Electrodes 
In  the  Presence  of  Infection 
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TERRI  QUINN,  M.D.;  and  IRA  THOMPSON,  M.D. 


Introduction 

Technologic  advances  have  resulted  in  a num- 
ber of  changes  in  the  configuration  of  transven- 
ous electrode  tips  designed  to  reduce  the  inci- 
dence of  dislodgment,  such  as  barbs,  hooks,  tines, 
and  screw-in  tips.  Tine-tipped  electrodes  current- 
ly are  the  most  widely  used  of  the  passive  fixa- 
tion leads,  and  have  reduced  the  dislodgment  rate 
to  less  than  5%.'  The  increasing  use  of  active  fix- 
ation electrodes  will  undoubtedly  reduce  the  dis- 
lodgment rate  even  more.  While  these  innova- 
tions have  been  very  effective  in  achieving  their 
primary  goal,  they  often  make  it  quite  difficult  to 
remove  the  tined  electrodes  in  patients  who  de- 
velop systemic  sepsis  and  in  whom  surgical  dog- 
ma dictates  complete  removal  of  the  entire  sys- 
tem. Bilgutay  et  al  reported  a technique  of  using 
orthopedic-type  traction  for  the  removal  of 
transvenous  endocardial  electrodes  in  the  pres- 
ence of  systemic  sepsis  in  1969,  and  subsequent 
reports  have  detailed  its  use  for  epicardial  elec- 
trodes as  well.2-3  Although  techniques  are  cur- 
rently being  perfected  for  the  nonsurgical  remov- 
al of  embedded  transvenous  electrodes  in  the 
presence  of  systemic  sepsis,  it  is  likely  that  these 
techniques  will  not  be  universally  available  for 
some  time.  It  is  therefore  possible  that  the  trac- 
tion technique  may  continue  to  have  clinical  rel- 
evance in  selected  patients  and  circumstances. 

In  this  series  of  four  patients  we  attempt  to 
establish  the  range  of  weights  to  be  used  and  over 
what  period  of  time  before  abandoning  the  tech- 
nique. We  also  review  the  complications  of  trac- 
tion and  discuss  temporary  and  permanent  pac- 
ing options  for  pacer-dependent  patients. 


From  the  Department  of  Thoracic  Surgery  (Drs.  Hoover,  Quinn, 
and  Thompson),  Meharry  Medical  College,  Nashville,  and  the  Brook- 
lyn Veterans  Administration  Medical  Center  (Drs.  Hsu  and  Topo- 
roff).  Brooklyn,  N.Y. 

Reprint  requests  to  Department  of  Surgery,  Meharry  Medical 
College,  1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208  (Dr.  Hoover). 
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Case  Reports 

Patient  1.  A 58-year-old  man  was  referred  with  a history 
of  three  separate  episodes  of  purulent  drainage  over  a six- 
month  period  from  a cervical  incision  used  for  electrode  in- 
sertion three  years  prior  to  admission.  His  first  pacemaker 
was  a VVI  unit  placed  eight  years  ago  using  a flange-tipped 
bipolar  electrode.  That  system  was  replaced  with  a DDD  sys- 
tem three  years  ago,  and  the  bipolar  lead  was  capped  and 
buried.  The  ventricular  lead  in  the  new  system  was  inserted 
into  the  internal  jugular  vein.  On  x-ray  there  was  a redun- 
dant loop  in  this  lead  above  the  clavicle  (Fig.  1),  and  the 
electrode  had  eroded  through  the  incision,  which  proved  to 
be  the  source  of  infection.  When  the  DDD  unit  was  discon- 
nected at  surgery,  the  patient  became  asystolic;  none  of  the 


Figure  1.  PA  chest  x-ray  (patient  1)  showing  a DDD  pacing  system 
with  multiple  electrodes  and  a redundant  supraclavicular  loop  in  one 
of  the  leads  (arrows). 
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three  electrodes  could  be  dislodged.  A temporary  pacing  wire 
was  inserted  in  the  right  femoral  vein,  and  the  three  elec- 
trodes were  placed  on  individual  traction  with  1-lb  weights  as 
shown  schematically  in  Fig.  2.  The  atrial  “J”  and  the  bipolar 
lead  became  dislodged  after  four  and  six  days  respectively. 
After  six  days  an  additional  1-lb  weight  was  placed  on  the 
remaining  lead  with  subsequent  dislodgment  on  the  eighth 
postoperative  day.  Chest  x-rays  revealed  that  the  two  ventric- 
ular electrodes  had  dislodged,  leaving  the  metallic  tips  of  the 
leads  still  embedded  in  the  endocardium  (Fig.  3). 

The  original  wound  and  blood  cultures  grew  Staphylococ- 
cus aureus,  and  the  patient  was  treated  with  systemic  anti- 
biotics and  local  wound  care.  All  cultures  were  negative  by 
the  13th  postoperative  day.  and  the  patient  underwent  place- 
ment of  a WI  unit  using  the  right  subclavian  vein;  the  post- 
operative course  was  benign.  Because  of  the  retained  seg- 
ments from  the  two  electrode  tips,  he  was  treated  with 
intravenous  antibiotics  for  four  weeks. 

Patient  2.  A 68-year-old  man  returned  14  months  follow- 
ing insertion  of  a VVI  unit  for  sick  sinus  syndrome  at  our 
institution,  with  fever,  chills,  elevated  white  blood  cell  count 
and  fluctuation  over  the  pacemaker  pocket.  Blood  cultures 
and  an  aspirate  of  the  pocket  grew  Staphylococcus  epidermi- 


dis.  After  disconnecting  the  electrode,  when  the  patient  was 
found  not  to  be  pacer-dependent,  we  planned  to  remove  the 
entire  system,  clear  the  infection  without  using  a temporary 
wire,  and  insert  a new  system  later.  The  lead  could  not  be 
removed,  however,  and  it  was  exteriorized  and  placed  on 
traction  with  a 1-lb  weight.  After  four  days  an  additional 
1-lb  weight  was  added,  and  the  lead  dislodged  two  days  later. 
The  wound  and  blood  cultures  w'ere  negative  on  the  15th  day, 
and  a new  system  was  placed  via  the  right  cephalic  vein.  Re- 
covery was  uneventful,  with  no  evidence  of  recurrent  infec- 
tion after  14  months  of  follow-up. 

Patient  3.  A 58-year-old  woman  was  referred  with  fever, 
chills,  elevated  white  blood  cell  count  and  fluctuation  over 
the  generator  pocket  nine  months  after  placement  of  a WI 
unit  for  complete  heart  block;  blood  and  subsequent  wound 
cultures  grew'  Staphylococcus  epidermidis.  At  surgery  the  pa- 
tient was  found  to  be  100%  pacer-dependent,  and  the  ven- 
tricular electrode  could  not  be  dislodged.  A temporary  pac- 
ing wire  was  placed  in  the  right  femoral  vein,  and  the 
permanent  lead  placed  on  traction  wdth  a 1-lb  weight.  After 
four  days,  an  additional  1-lb  weight  was  applied,  with  subse- 
quent lead  dislodgment  three  days  later.  After  obtaining  a 
sterile  w'ound  and  blood  cultures  the  temporary  wire  w?as  re- 
moved and  a replacement  unit  placed  on  the  opposite  side. 
The  patient  has  remained  free  of  infection  after  18  months  of 
follow-up. 


Figure  2.  Schematic  drawing  (patient  1)  of  method  of  applying  trac- 
tion to  exteriorized  electrodes. 


Figure  3.  Lateral  chest  x-ray  (patient  1)  showing  a newly  placed 
transvenous  lead  and  two  metallic  tips  retained  after  traction  (arrows). 
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Figure  4.  PA  chest  x-ray  (patient  4)  of  an  electrode  dislodged  from 
the  endocardium  after  traction,  but  which  could  not  be  completely  re- 
moved. The  lead  was  cut  under  tension  and  allowed  to  retract  into 
surrounding  soft  tissue  (black  arrow  = tip,  white  arrow  = cut  distal 
end). 


Patient  4.  A 50-year-old  man  had  a ten-day  history  of  fe- 
ver and  a vesicle  over  his  pacemaker  pocket  with  localized 
tenderness  and  erythema.  His  original  pacemaker  was  insert- 
ed six  years  prior  to  admission,  followed  by  a generator  change 
two  years  before  he  developed  the  infection.  On  examina- 
tion, pus  could  be  expressed  from  the  wound,  and  an  elec- 
trode was  visible  beneath  the  skin.  Blood  and  wound  cultures 
grew  Staphylococcus  epidermidis.  This  patient  had  four  sets 
of  electrodes  in  place,  and  at  surgery  none  could  be  dis- 
lodged. He  was  not  pacer-dependent,  so  that  the  generator 
was  removed  and  all  four  leads  exteriorized.  This  was  the  last 
patient  seen  in  this  series,  and  an  attempt  was  made  to  estab- 
lish the  optimal  amount  of  traction  by  beginning  with  1-,  V/2- 
, 2-,  and  3-lb  weights  applied  to  the  four  leads,  but  the  elec- 
trodes attached  to  the  IV2-  and  2-lb  weights  dislodged  after 
24  hours.  The  1-lb  weight  was  increased  to  2 lb  and  the  re- 
maining lead  left  at  3 lb.  There  was  no  movement  of  these 
two  after  seven  days.  At  this  point  manual  traction  was  ap- 
plied to  both  with  removal  of  the  one  affixed  to  the  2-lb  weight 
and  noticeable  movement  of  the  remaining  lead.  Although 
repeat  x-rays  showed  dislodgment  of  the  tip  from  the  endo- 
cardium, the  lead  could  not  be  removed  (Fig.  4).  It  was 
therefore  cut  under  tension  and  allowed  to  retract  into  the 
soft  tissue.  The  patient’s  temperature  remained  at  101°F  for 
two  days,  then  defervesced.  Intravenous  methicillin  was  con- 
tinued for  four  weeks.  He  was  discharged  with  a normal  sinus 
rhythm,  and  has  no  evidence  of  infection  after  three  months 
of  follow-up. 

Discussion 

Patients  with  permanent  pacemakers  may  de- 
velop local  or  systemic  pacer-related  infections 
many  months  after  insertion.  The  source  of  in- 
fection may  be  obvious  if  there  is  erosion  of  any 
of  the  hardware;  otherwise  it  may  be  difficult  to 
ascertain.  Criteria  for  infection  were  outlined  by 
Lewis  and  coworkers  in  19854  and  include  local 
inflammation  and  abscess  formation  in  the  gen- 
erator pocket,  secondary  infection  after  erosion 
of  hardware,  and  fever  with  positive  blood  cul- 
tures in  the  absence  of  infection  elsewhere.  Sur- 
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gical  dogma  dictates  complete  removal  of  the  ex- 
isting hardware  with  sterilization  of  the  blood  and 
local  tissue  prior  to  inserting  another  permanent 
unit.  In  the  Mayo  Clinic  report  by  Lewis  et  al,4 
conservative  treatment  for  patients  with  infected 
pacemaker  systems  was  attempted  in  32  of  75  pa- 
tients with  28  having  been  treated  initially  else- 
where. Ultimately  74  of  the  75  patients  required 
removal  of  the  entire  system  for  control  of  infec- 
tion. Twenty-six  of  the  75  patients  underwent  a 
two-stage  procedure  with  an  interim  period  of 
temporary  pacing. 

In  Bilgutay’s  report2  using  a pulley  type  trac- 
tion, one  lead  came  out  after  “a  few  minutes” 
with  a V2-lb.  weight.  The  second  patient  had  a 
temporary  lead  in  the  saphenous  vein  for  several 
days  which  was  extracted  after  “a  few  minutes” 
with  a 1-lb  weight  for  ten  minutes  followed  by  a 
2-lb  weight.  In  1970,  Wallace  et  al5  reported  the 
use  of  a pulley  traction  system  using  a 3A-\b  weight 
resulting  in  lead  extraction  in  “several  hours.” 
Others  have  employed  the  use  of  skin  traction 
using  clamps  in  which  the  leads  are  pulled  taut 
and  then  secured  to  the  skin  with  clamps,  safety 
pins,  or  tape.  In  1972,  Imparato  and  Kim6  used 
this  technique  in  three  of  six  patients  with  infect- 
ed leads.  They  put  traction  on  the  leads  until  the 
rhythmic  action  of  the  right  ventricle  was  felt,  and 
then  secured  the  lead  with  tape.  It  took  an  av- 
erage of  12  days  to  accomplish  lead  extraction. 
Using  a similar  technique  for  infected  epicardial 
leads,  Gosalbez3  reported  that  extraction  oc- 
curred in  less  than  two  months  in  four  patients 
and  2V2  months  in  another.  In  1982,  Peters  and 
coworkers7  reported  on  a patient  with  a tined  tip 
who  developed  an  infection  after  18  months;  they 
were  able  to  manually  extract  the  electrode  un- 
der fluoroscopy. 

Occasionally  one  simply  cannot  manually  re- 
move a chronically  implanted  electrode.  Lewis  et 
al4  were  unable  to  remove  transvenous  elec- 
trodes from  four  of  their  75  patients,  and  three 
of  these  underwent  thoracotomy  for  removal  of 
retained  segments  of  electrodes  which  fractured 
after  attempted  manual  removal. 

In  1968,  Furman  and  Escher8  reported  that 
transvenous  leads  evoke  a fibrous  reaction,  re- 
sulting in  trapping  of  the  tip  in  the  right  ventric- 
ular apex,  attachment  to  the  tricuspid  leaflets,  and 
encasement  of  the  lead  and  the  atrium  and  vena 
cava.  They  described  two  patients  from  whom  the 
leads  could  not  be  removed  due  to  the  inability 
of  the  enlarged  bulbous  tip  to  pass  through  the 
fibrous  ring  surrounding  the  lead  and  attaching  it 
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to  the  tricuspid  valve.  In  a 1969  autopsy  report 
of  seven  patients  by  Robboy  et  al,9  an  intense 
endocardial  reaction  was  observed,  including  a 
fibrin  sheath  surrounding  the  leads,  multiple 
points  of  attachment  of  the  sheath  to  the  endo- 
cardium, and  fibrosis  at  the  tip.  Four  patients  also 
had  adhesions  between  the  sheath  and  the  chor- 
dae tendineae  of  the  tricuspid  valve,  which  ex- 
plains the  mechanism  of  some  of  the  reported 
complications  of  this  technique.  In  1977,  Lee  and 
coworkers10  described  a patient  whose  lead  fell 
out  after  three  weeks  of  traction  with  a fragment 
of  tricuspid  valve  and  chordae  tendineae  at- 
tached. Fortunately  the  patient  did  well  without 
clinical  evidence  of  tricuspid  insufficiency. 
Furman11  reported  the  case  of  a patient  whose 
lead  came  out  with  a 3-cm  piece  of  right  ventric- 
ular muscle  resulting  from  traction,  the  type  trac- 
tion and  duration  of  which  were  not  described. 
In  terms  of  mechanical  force,  it  is  difficult  to 
quantitate  the  degree  of  traction  one  is  using 
when  attempting  to  dislodge  an  electrode.  The- 
oretically one  may  create  a rent  in  the  right  ven- 
tricle if  too  much  tension  is  exerted. 

Because  of  the  above  complications  we  have 
been  reluctant  to  exert  too  much  force  in  at- 
tempting to  remove  electrodes  that  have  been  in 
place  for  more  than  six  months.  When  traction 
begins  to  cause  inward  bowing  of  the  electrode- 
myocardial  interface  on  fluoroscopy,  or  if  the  pa- 
tient develops  PVCs,  we  discontinue  the  proce- 
dure and  institute  traction.  Furman’s  method  of 
beginning  traction  was  to  start  with  250  to  450 
gm  and  add  more  weights  until  PVCs  devel- 
oped.12 Although  we  began  with  a 1-lb  weight  in 
all  instances,  it  was  necessary  to  add  at  least  an 
additional  1-lb  weight  in  most  of  the  patients  in 
this  report.  Therefore  we  now  recommend  be- 
ginning with  a 1-lb  weight  for  one  hour  while 
monitoring  for  PVCs  then  adding  another  1-lb 
weight.  Although  we  have  no  data,  we  would  be 
reluctant  to  exceed  3 lb  of  traction  to  begin  with. 
One  of  the  complications  of  this  approach  is 
fragmentation  of  the  electrodes,  with  remnants 
being  left  in  the  heart;  there  were  two  such  oc- 
currences in  this  series.  In  patient  1 the  metallic 
tips  were  retained,  but  since  the  blood  and  wound 
cultures  remained  negative  for  seven  days,  a new 
transvenous  system  was  inserted  and  intravenous 
antibiotics  continued  for  four  weeks.  In  patient  4 
the  electrode  was  disengaged  from  the  endocar- 
dium but  could  not  be  withdrawn.  The  electrode 
was  cut  under  tension  and  allowed  to  retract  into 
the  surrounding  tissues.  Antibiotics  were  contin- 


ued for  four  weeks  and  both  patients  recovered 
uneventfully.  It  appears  that  the  retention  of  me- 
tallic tips  is  an  acceptable  sequela  of  this  tech- 
nique and  does  not  preclude  sterilizing  the 
bloodstream.  Otherwise,  the  fragments  must  be 
removed  surgically  and  may  require  cardiopul- 
monary bypass  as  reported  by  Yarnoz  et  al.13  If 
the  bloodstream  can  be  sterilized,  there  is  no 
contraindication  to  placing  another  transvenous 
unit  in  a timely  manner;  otherwise,  consideration 
should  be  given  to  implanting  an  epicardial  system. 

In  summary,  conservative  therapy  for  infected 
pacemaker  systems  is  inappropriate  and  destined 
to  fail.  All  of  the  hardware  should  be  removed 
and  temporary  pacing  begun  for  pacer-depend- 
ent patients.  In  the  event  of  chronically  implant- 
ed passive  fixation  electrodes  which  cannot  be 
manually  dislodged,  we  recommend  that  they  be 
exteriorized  and  placed  on  traction,  beginning 
with  a 1-lb  weight  for  one  hour  then  increasing 
to  2 lb.  If  they  have  not  dislodged  after  four  or 
five  days,  the  weight  should  be  increased  to  3 lb 
for  two  additional  days,  but  after  this  time  the 
technique  should  be  abandoned  and  the  leads 
surgically  removed  if  infection  persists.  Finally, 
it  is  important  during  pacemaker  insertion  to  cre- 
ate a generator  pocket  with  sufficient  subcuta- 
neous tissue  to  prevent  erosion  and  to  position 
redundant  loops  of  electrode  behind  the  genera- 
tor. Although  simplified,  nonsurgical  extraction 
devices  are  being  developed,  this  technique  may 
continue  to  be  useful  sometimes.  r ^ 
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ChoiceCare:  A Jury’s  View 

TED  L.  RAMIREZ 


On  Monday,  March  14,  1988,  a Cincinnati  federal 
jury  ended  a four-month  trial  and  delivered  a unani- 
mous verdict  against  the  city’s  largest  HMO  for  over 
$30  million,  an  award  which  was  tripled  by  the  judge 
to  almost  $102  million.  The  ChoiceCare  jury  found  in 
favor  of  1,800  Cincinnati  physicians  in  a class  action 
brought  against  ChoiceCare  (the  not-for-profit  HMO), 
ChoiceCare  Corporation  (the  for-profit  corporation 
which  management  hoped  would  assume  operations  as 
a result  of  a public  stock  offering),  otolaryngologist 
Stephen  P.  Hogg,  M.D.,  ChoiceCare’s  president,  and 
Mr.  Kerry  D.  Tarvin,  executive  director  of  Choice- 
Care. The  defendants  were  assessed  damages  for  ille- 
gal price-fixing,  securities  fraud  and  racketeering,  and 
found  to  have  created  a monopoly,  in  what  plaintiffs’ 
counsel  described  as  the  largest  jury  award  in  Hamil- 
ton County  history. 

Until  an  appellate  court  reviews  the  case  and  ren- 
ders an  opinion,  it  is  unwise  to  draw  any  legal  conclu- 
sions from  the  ChoiceCare  case.  Despite  legal  defense 
costs  already  exceeding  $1  million,  the  defendants  may 
have  little  choice  but  to  appeal  the  decision.  With  the 
sheer  complexity  of  the  issues,  facts,  and  law  forced 
upon  the  jury  for  consideration  (the  jury  instructions 
alone  were  over  150  pages  long)  some  relief  may  be 
extended  to  the  defendants  on  appeal. 

Since  the  verdict,  the  Ohio  Department  of  Insur- 
ance has  placed  ChoiceCare  under  “close  supervi- 
sion,” placing  examiners  at  ChoiceCare  offices.  The 
Department  has  also  delayed  state  approval  of 
ChoiceCare’s  plan  to  convert  to  “for-profit”  status.  In 
addition,  both  sides  to  the  lawsuit  seem  to  be  taking 
pains  not  to  further  aggravate  the  HMO’s  precarious 
financial  position;  according  to  one  of  the  plaintiff’s 
attorneys,  ChoiceCare’s  net  worth  is  only  about 
$8  million. 

Although  spokesmen  for  ChoiceCare  keep  issuing 
brave  statements  which  insist  these  grave  develop- 
ments won’t  affect  ChoiceCare’s  service  to  its  100,000 
subscribers,  no  one  has  yet  indicated  how  the  IPA/ 
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HMO  can  sail  along  with  such  a consistent  and  mas- 
sive drain  on  its  cash  and  management  energy.  In  fact, 
the  diversion  of  ChoiceCare’s  cash  for  non-medical 
purposes  related  to  administering  and  financing 
ChoiceCare’s  corporate  development  appears  to  have 
been  a key  factor  in  the  jury’s  outrage.  The  jury  ac- 
cepted allegations  that  ChoiceCare’s  mismanagement 
squandered  millions  of  dollars  of  physicians’  “reserve 
withhold.” 

Originally  born,  both  conceptually  and  financially, 
of  the  Academy  of  Medicine  of  Cincinnati,  Choice- 
Care has  long  spawned  controversy.  In  1984,  it  at- 
tempted a federal  demonstration  project  for  Medicare 
HMOs.  Later  that  same  year  ChoiceCare  began  plans 
to  convert  to  for-profit  status  through  a public  offer- 
ing. Estimates  from  time  to  time  of  its  conversion  val- 
ue in  such  an  offering  ranged  from  worthless  up  to 
$40  million.  Management’s  activities  have  taken 
ChoiceCare  from  capital  finance  planning  on  Wall 
Street,  to  attempting  a partnership  venture  in  Las  Ve- 
gas. Although  the  ChoiceCare  board  remained  physi- 
cian-dominated (40  of  the  60  trustees  were  doctors) 
the  HMO  eventually  lost  the  support  of  the  Academy 
in  1987.  This  loss  of  support  from  the  Academy  fol- 
lowed the  filing  of  the  lawsuit  by  the  plaintiffs  in  Au- 
gust, 1986. 

Price-Fixing 

By  far  the  most  devastating  portion  of  the 
ChoiceCare  award — $32.6  million — arose  under  the 
price-fixing  claims.  It  would  appear  that  the  jury  in- 
struction on  this  issue  may  have  been  confusing  and 
misleading  in  that  the  14-page  set  of  price-fixing  in- 
structions resulted  in  the  jury’s  finding  the  four  de- 
fendants culpable  of  price-fixing,  which  is  a per  se  vi- 
olation of  the  Sherman  federal  antitrust  law.  This  could 
result  in  the  extension  of  theories  of  illegal  price-fixing 
into  areas  of  HMO  planning  and  practice  hitherto  con- 
sidered safe  from  federal  violation. 

Section  1 of  the  Sherman  antitrust  law  makes  illegal 
any  “contract,  combination  . . .,  or  conspiracy,  in  re- 
straint of  trade”  in  interstate  commerce.  Although  the 
defendants  in  the  ChoiceCare  case  conceded  the  inter- 
state commerce  issue  in  view  of  the  tri-state  market 
which  characterizes  Cincinnati  medicine,  it  is  impor- 
tant to  note  that  the  scope  and  limits  of  applying  anti- 
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trust  laws  to  health  care  remain  in  a state  of  confusing 
evolution  in  the  courts.  It  will  be  years  before  truly 
dependable  rules  solidify  and  gain  broad  acceptance. 
Generally,  however,  there  exist  certain  patterns  of  be- 
havior which  courts  consider  per  se  violations  of  the 
Sherman  Act,  such  as  boycotts,  tying  arrangements 
where  certain  sellers  force  buyers  to  purchase  a relat- 
ed product,  monopolies  and  price-fixing.  Plaintiffs  can 
recover  triple  damages  if  they  prove  illegal  activity  and 
damages  by  defendants. 

As  noted,  the  major  portion  of  the  ChoiceCare 
award  related  to  price-fixing.  ChoiceCare’s  pricing 
structure,  or  “maximum  allowable  reimbursement 
amounts,”  was  set  to  lie,  generally,  within  the  75th  to 
90th  percentile  of  charges.  As  is  customary  for  man- 
aged care  plans,  regardless  of  how  much  the  HMO 
decided  to  pay  the  physician,  a reserve  was  withheld. 
ChoiceCare’s  reserve  percentage  was  frequently  20% 
of  reimbursement,  with  most  of  these  reserves  written 
off  annually.  The  ChoiceCare  plaintiffs  argued,  appar- 
ently successfully,  that  their  fees  had  been  cut  in  some 
instances  by  over  50%. 

ChoiceCare  claimed  that  its  physician  Board  mem- 
bers were  insulated  from  all  pricing  information,  even 
to  the  point  of  not  knowing  pricing  information  within 
their  own  specialties,  and  that  detailed  pricing  activi- 
ties were  conducted  by  administrative  staff.  Even  so, 
the  jury  may  have  reasoned  that: 

(a)  the  physician  Board  members  were  theoretically 
competitors  of  the  plaintiff  physicians; 

(b)  the  physician  Board  members  controlled  the 
ChoiceCare  Board  (40  of  60  trustees);  and 

(c)  the  ChoiceCare  Board  held  ultimate  authority  for 
implementing  the  pricing  structure. 

Based  upon  the  foregoing,  the  jury  held  that  the 
ChoiceCare  Board,  or  its  management  committees, 
took  “action  to  fix  the  prices  paid  to  plaintiffs  in  [vio- 
lation of]  Section  1 of  the  Sherman  Act.”  Further- 
more, the  jury  held  that  all  four  defendants  did  ille- 
gally “contract,  combine  or  conspire  to  fix  the  prices 
paid  to  plaintiffs.  . . .” 

The  price-fixing  award  seems  to  have  been  com- 
posed of  two  elements.  First,  approximately  $28  mil- 
lion of  the  award  represents  the  jury’s  determination 
that  the  plaintiffs  should  retrieve  all  of  the  “reserve 
withhold”  which  ChoiceCare  had  accumulated,  wast- 
ed, and  written  off.  Second,  the  jury  decided  that 
ChoiceCare  should  have  reimbursed  participating  phy- 
sicians at  the  90th  percentile  of  prevailing  charges  and, 
consequently,  the  jury  used  that  price  level  as  its 
standard  in  measuring  damages  suffered  by  the  plain- 
tiffs in  the  alleged  price-fixing  scheme.  The  jury  then 
accepted  the  testimony  of  an  expert  witness  who  pegged 
at  approximately  $4.6  million  the  combined  value  of: 

(a)  the  difference  between  the  90th  percentile  price 
standards  and  any  lower  reimbursements  to  par- 
ticipating physicians;  plus 

(b)  the  20%  “reserve  withhold”  related  to  that  differ- 
ence. 
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The  jury’s  reasoning  can  be  demonstrated  by  the  use 


of  the  following  example: 

(1)  Prevailing  Community  Charge  (PCC)  $500 

(2)  90%  of  PCC  $450 

(3)  ChoiceCare  Max.  Reimbursement  Amount  $400 

(4)  Actual  Doctor’s  Charge  $500 

(5)  Paid  to  Doctor  $320 

(6)  Reserve  Withhold  $ 80 


The  jury  decided  that  all  prices  less  than  column  2 
prices  were  illegal.  The  jury  assessed  the  first  level  of 
damages  as  being  equal  to  all  of  the  “reserve  with- 
hold”— $80.  Second,  the  jury  held  the  defendants  lia- 
ble for  the  difference  between  the  ChoiceCare  Maxi- 
mum Reimbursable  Amount  and  the  90th  percentile 
“standard” — $50  (column  2 minus  column  3) — plus  an 
amount  equal  to  the  “reserve  withhold’’  applicable  to 
the  difference  between  the  90th  percentile  standard  and 
the  ChoiceCare  Maximum  Reimbursible  Amount, 
which  the  jury  assumed  ChoiceCare  would  have  kept — 
$10  (20%  x [$450- $400]).  In  the  above  example,  then, 
the  jury  award  for  price-fixing  would  be  the  sum  of: 

(a)  $ 80 

(b)  + $ 50 

(c)  + $ 10 
TOTAF:  $140 

If  one  adds  the  amount  paid  to  a doctor  (column  5: 
$320)  to  the  price-fixing  award  in  the  above  example 
($140),  the  physician  receives  $460  for  a procedure 
which  the  jury  decided  could  fairly  be  priced  at  $450. 
Despite  the  questionable  result,  it  should  prove  chal- 
lenging for  ChoiceCare’s  lawyers  to  unravel  and  attack 
this  mystery  before  a court  of  appeals. 

Securities  Fraud 

The  federal  securities  laws  prohibit  any  person  from 
using  “any  means  or  instrumentality  of  interstate  com- 
merce,” such  as  telephone  or  mail  service, 

“(A)  to  employ  any  device,  scheme,  or  artifice  to  de- 
fraud, 

(B)  to  make  any  untrue  statement  of  a material  fact 
or  to  omit  to  state  a material  fact  necessary  in  order 
to  make  the  statements  made,  in  the  light  of  the  cir- 
cumstances under  which  they  were  made,  not  mislead- 
ing, or 

(C)  to  engage  in  any  act,  practice,  or  course  of  busi- 
ness which  operates  or  would  operate  as  a fraud  or 
deceit  upon  any  person,  in  connection  with  the  pur- 
chase or  sale  of  any  security.” 

It  is  difficult  at  this  stage  to  determine  the  specific 
acts  or  omissions  of  the  defendants  which  the  jury 
found  illegal.  It  would  appear,  however,  that  the 
$370,000  in  damages  assessed  against  the  defendants 
with  respect  to  securities  fraud  violations  stem  from 
the  defendants’  activities  or  representations,  perhaps 
in  the  prospectus,  that  were  connected  with  the  public 
offering  by  which  stock  in  ChoiceCare  for-profit  cor- 
poration was  sold  to  the  plaintiff-physicians.  The 
plaintiffs  alleged  that  the  stock  offering  in  fact  was  a 
scheme  by  Hogg  and  Tarvin  to  personally  profit  from 
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the  transaction  by  converting  their  $80,000  investment 
into  as  much  as  $10  million.  Published  reports  indicate 
that  the  plaintiffs’  lawyers  expect  their  clients  to  re- 
ceive full  reimbursement  for  amounts  paid  for 
ChoiceCare  stock. 

Civil  Racketeering 

The  federal  civil  racketeering  law  comprises  one  of 
the  most  complex  and  controversial  areas  of  the  law. 
Originally  enacted  to  assist  in  the  fight  against  orga- 
nized crime,  the  racketeering  law  has  become  a dar- 
ling of  plaintiffs’  lawyers  in  business  litigation.  Alle- 
gations of  racketeering  now  play  an  important  role  in 
a vast  array  of  civil  lawsuits  against  both  private  indi- 
viduals and  large  corporations.  Most  defendants  in 
business  lawsuits,  when  the  plaintiff’s  lawyer  happens 
to  think  of  alleging  racketeering  violations  among  the 
various  and  sundry  other  claims,  are  shocked  when  they 
read  the  complaint  to  learn  that  not  only  does  the 
plaintiff  seek  recovery  for  business  damages,  but  the 
plaintiff  also  claims  the  defendant  damaged  the  plain- 
tiff through  what  has  grown  to  be  a term  of  consider- 
able art:  “racketeering.” 

The  racketeering  provisions  permit  private  individ- 
uals or  businesses  to  sue  defendants  and  to  collect  tri- 
ple damages  if  the  defendant  is  proven  to  have: 

“(a)  . . . received  any  income  derived,  directly  or  in- 
directly, from  a pattern  of  racketeering  activity  . . ., 
[and]  usefd]  or  invested],  directly  or  indirectly,  any 
part  of  such  income,  or  the  proceeds  of  such  income, 
in  an  acquisition  of  any  interest  in,  or  the  establish- 
ment or  operation  of,  any  enterprise  which  engaged 
in,  or  the  activities  of  which  affect,  interstate  . . . 
commerce[;] 

(b)  . . . through  a pattern  of  racketeering  activity  . . . 
acquire[d]  or  maintained],  directly  or  indirectly,  any 
interest  in  or  control  of  any  enterprise  which  is  en- 
gaged in,  or  the  activities  of  which  affect  interstate  . . . 
commerce  [;  or] 

(c)  . . . [as  a]  person  employed  by  or  associated  with 
any  enterprise  engaged  in,  or  the  activities  of  which 
affect,  interstate  . . . commerce,  . . . conducted]  or 
participate^],  directly  or  indirectly,  in  the  conduct  of 
such  enterprise’s  affairs  through  a pattern  of  racke- 
teering activity.  ...” 

The  plaintiffs  accused  ChoiceCare’s  executives  of  a 
pattern  of  civil  racketeering  for  conspiring  to  misrepre- 
sent ChoiceCare  to  the  public  and  to  physicians.  The 
jury  assessed  racketeering  damages  against  both  the 
ChoiceCare  not-for-profit  organization  and  the  Choice- 
Care for-profit  corporation  in  the  combined  amount  of 
$470,000.  In  one  of  the  few  bright  spots  for  Mr.  Hogg 
and  Mr.  Tarvin,  the  jury  awarded  racketeering  dam- 
ages against  them  for  a lesser  sum — $225,000. 

Observations 

HMO  supporters  are  hoping  the  ChoiceCare  verdict 
represents  but  a social  phenomenon,  an  aberration  of  a 
single  jury.  Perhaps  this  is  a “last  hurrah”  before  man- 


aged care  of  the  future  is  permanently  entrenched  by 
rule-spouting  bureaucrats,  legislators  of  bankrupt  gov- 
ernments, and  health  care  administrators  feeling  the 
budget  crunch.  Perhaps  the  jurors  sensed  they  were  de- 
fending their  family  doctors  by  rejecting  the  basic  ele- 
ments of  managed  care.  Alternatively,  the  jury  may 
simply  have  wanted  the  plaintiff-doctors  to  receive  full 
compensation  for  the  work  they  performed. 

On  the  other  hand,  this  could  be  just  the  first  large 
example  of  a jury’s  fury  when  it  finds  mismanagement, 
waste,  and  diversions  of  cash  from  physicians,  which 
are  conducted  in  the  name  of  cost  containment.  It  is 
also  conceivable  that  the  ChoiceCare  facts  were  just 
too  racy  for  a conservative  Southern  Ohio  jury:  jun- 
kets to  New  York,  deals  in  Las  Vegas.  Perhaps  the 
individual  defendants,  Hogg  and  Tarvin,  didn’t  come 
across  to  the  jury  as  straight  shooters — just  not  the 
kind  of  honest  folk  the  jury  felt  should  be  in  charge  of 
a system  that,  in  their  minds,  oppresses  and  interferes 
with  their  doctors’  decisions,  and,  in  addition,  dis- 
counts the  doctors’  fees  and  wastes  the  cash. 

We  must  wait  months,  perhaps  years,  for  the  United 
States  Court  of  Appeals  for  the  Sixth  Circuit  to  en- 
lighten us  to  whether  judge  and  jury  ruled  properly  on 
these  issues.  Nevertheless,  the  ChoiceCare  verdict  will 
force  planners  to  reassess  and  think  perplexing  thoughts 
about  fundamental  issues  for  HMOs  and  other  man- 
aged care  ventures.  These  issues  will  most  surely  in- 
clude the  following: 

• Conventional  wisdom  has  held  that  the  use  of  con- 
sultants or  non-physician  administrative  staff  to 
handle  sensitive  pricing  information  will  insulate  the 
organization  and  its  controlling  people  from  price- 
fixing violations. 

• Although  not  germane  to  the  ChoiceCare  verdict, 
managed  care  ventures  present  additional  antitrust 
issues  that  are  just  as  troublesome  as  price-fixing, 
such  as  group  boycotts,  tying  arrangements,  and 
monopolies. 

• Difficult  issues  of  physician  acceptance  and  gover- 
nance have  caused  planners  to  struggle  with  various 
formulas  of  governing  board  representation  be- 
tween health  care  executives,  non-physician  inves- 
tors and  physicians. 

These  and  other  problems,  and  the  solutions  that 
planners  have  been  using  to  resolve  them,  must  be 
reexamined  now  in  light  of  the  ChoiceCare  case. 

Regardless  of  whether  the  ChoiceCare  verdict  is  right 
or  wrong,  the  case  and  its  outcome  stand  once  again 
for  the  proposition  that  Americans  still  largely  impute 
responsibility  for  the  destiny  of  medicine  to  appropri- 
ately lie  in  the  hands  of  physicians.  Often,  physicians 
fail  to  discharge  this  fiduciary  function,  and  abdicate 
due  process  and  planning  to  others.  In  many  cases, 
however,  in  which  physicians  come  down  out  of  the 
grandstand  and  enter  the  public  and  private  debates 
over  the  control  and  destiny  of  tomorrow’s  medicine, 
they  will  find  that  they  can  make  a profound  impact 
on  the  shaping  of  these  events.  ^ 
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Vanderbilt  Morning  Report 


Pancytopenia  in  an  Elderly  Woman 


Case  Report 

A 90-year-old  black  woman  was  admitted  to  Vanderbilt 
Hospital  for  evaluation  of  pancytopenia. 

Her  past  medical  history  was  unremarkable  except  for  os- 
teoarthritis and  hypertension.  Her  medications  included  iron 
sulfate,  furosemide,  and  propranolol,  with  prednisone  5 mg/ 
day  for  her  arthritis.  She  did  not  smoke  or  drink,  and  denied 
exposure  to  any  toxin.  Approximately  one  year  prior  to  ad- 
mission, the  patient  noted  increasing  lethargy  and  fatigue,  and 
though  she  also  had  anorexia,  she  had  not  lost  weight.  Two 
months  prior  to  admission,  she  was  seen  by  a physician  who 
discovered  her  hematocrit  to  be  25%  (normal  37  to  44).  One 
year  earlier,  it  had  been  35%.  Her  white  blood  count  and 
platelet  count  were  low  normal.  Stool  was  negative  for  occult 
blood.  Upper  and  lower  gastrointestinal  radiographic  studies 
were  normal.  The  patient  was  begun  on  iron  sulfate  because 
of  a concern  that  her  anemia  might,  in  part,  have  been  due 
to  iron  deficiency.  She  continued  to  feel  weak  and  was  seen 
again  one  day  before  admission.  CBC  then  revealed  a he- 
matocrit of  20%,  WBC  count  of  2,100/cu  mm  (normal  5,000 
to  10,000)  with  54%  segmented  neutrophils,  35%  lympho- 
cytes, 9%  monocytes,  and  1%  eosinophils.  Platelet  count  was 
25,000/cu  mm  (normal  150,000  to  350,000).  MCV  was  112 
cu  p.  (normal  82  to  100). 

She  was  referred  to  Vanderbilt  Hospital,  where  on  admis- 
sion, she  appeared  healthy  and  comfortable.  Vital  signs  were 
normal.  There  was  no  lymphadenopathy,  and  heart,  lung,  and 
abdominal  examination  was  negative.  There  was  no  hepato- 
splenomegaly,  and  no  blood  in  her  stool;  there  was  mild  de- 
generative joint  disease. 

Laboratory  examination  revealed  a normal  SMA-6  and 
SMA-12.  CBC  was  as  above,  and  the  reticulocyte  count  was 
1.0%  (normal  0.5  to  2).  Serum  iron  and  total  iron  binding 
capacity  were  normal.  Plasma  folate  was  9.4  ng/ml  (normal  2 
to  10)  and  B,2  785  pg/ml  (normal  220  to  749).  Serum  hapto- 
globin was  normal.  Coagulation  and  thyroid  function  studies 
were  normal.  Chest  x-ray  showed  clear  lung  fields  and  a nor- 
mal cardiac  silhouette. 

A bone  marrow  biopsy  and  aspirate  revealed  marked  hy- 
pocellularity  with  a decrease  in  the  myeloid,  erythroid,  and 
megakaryocytic  lines.  No  granulomas  or  tumor  were  present. 
The  patient  was  thus  believed  to  have  idiopathic  aplastic  ane- 
mia. Given  her  age  and  relatively  good  functional  status,  she 
was  treated  with  red  cell  transfusions  only,  which  markedly 
improved  her  weakness  and  lethargy. 

Discussion 

Aplastic  anemia  refers  to  conditions  in  which  an 
acellular  or  markedly  hypocellular  marrow  results  in 
pancytopenia.  It  is  thought  to  result  from  destruction 
or  injury  of  a common  pluripotential  stem  cell  that  af- 
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fects  the  production  of  all  subsequent  cell  popula- 
tions.1 Many  factors  have  been  associated  with  the  de- 
velopment of  aplastic  anemia,  including  drugs  and 
toxins  such  as  folate  antagonists,  alkylating  agents,  ni- 
trosoureas, benzene  derivatives,  and  chloramphenicol. 
Hepatitis  and  other  viral  infections  have  also  been  im- 
plicated, as  have  systemic  lupus  erythematosus  and 
other  collagen  vascular  diseases.2  Aplastic  anemia  is 
also  associated  with  Fanconi's  anemia.3  In  about  one- 
half  of  cases  in  the  United  States,  no  cause  is  identifi- 
able. 

Clinically,  aplastic  anemia  usually  has  an  insidious 
onset,1  with  weakness  and  fatigue  as  a result  of  the 
anemia.  Occasionally,  patients  may  present  them- 
selves with  a bacterial  infection  secondary  to  severe 
neutropenia.  The  patients  are  usually  pale;  lymphade- 
nopathy and  hepatosplenomegaly  are  absent.1 

Laboratory  studies  reveal  pancytopenia,  with  an 
anemia  that  may  be  normocytic  or  macrocytic.  Severe 
aplasia  is  defined  as  pancytopenia  with  at  least  two  of 
the  following  findings:  granulocytes  under  500/cu  mm, 
platelets  under  20,000/cu  mm,  and  anemia  with  cor- 
rected reticulocyte  count  less  than  1%.'  Bone  marrow 
biopsy  is  diagnostic,  and  shows  severe  hypoplasia  or 
aplasia. 

Treatment  is  based  on  the  severity  of  the  marrow 
aplasia,  which  in  turn  determines  the  course  and  prog- 
nosis of  the  illness.  Mild  hypoplasia  probably  needs  no 
treatment.  The  administration  of  androgens  may  be 
helpful.1  Transfusions  should  be  used  carefully  and 
given  only  in  serious  situations.  High  dose  corticoste- 
roids or  other  immunosuppressive  agents  may  yield  up 
to  a 50%  response,  but  complications  are  common.1 
Perhaps  the  most  hopeful  form  of  therapy  is  bone 
marrow  transplantation,  which  is  reserved  for  younger 
patients  with  severe  disease.  A recent  report  noted  a 
ten-year  actuarial  survival  of  82%. 4 
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A Case  of  Legionnaires’  Disease 


Case  Report 

A 38-year-old  man  was  admitted  to  the  Nashville  Veter- 
ans Administration  Hospital  with  fever,  malaise,  and  cough. 
He  had  been  in  good  health  until  four  days  earlier,  when  he 
experienced  the  sudden  onset  of  fever,  generalized  malaise, 
fatigue,  and  an  increase  in  his  usual  nonproductive  cough. 
The  following  day,  he  developed  nausea,  vomiting,  and  diar- 
rhea, for  which  he  was  seen  in  the  Nashville  Veterans 
Administration  clinic.  The  only  abnormality  noted  on  physi- 
cal examination  was  a temperature  of  103. 2°F.  His  chest 
roentgenogram  showed  right  mid-lung  scarring,  unchanged 
from  previous  studies.  He  was  believed  to  have  bronchitis 
and  was  treated  with  oral  ampicillin  without  improvement. 
Fever  and  anorexia  continued,  and  he  developed  a frontal 
headache.  Two  days  later,  he  returned  to  the  hospital  and 
was  admitted.  He  smoked  cigarettes  and  drank  alcohol  oc- 
casionally. His  occupation  was  cleaning  cooling  towers  at 
power  generating  plants. 

Physical  examination  showed  a healthy  appearing  man  with 
temperature  of  104. 2°F,  blood  pressure  120/80  mm  Hg,  pulse 
110/min,  and  respiratory  rate  18/min.  Examination  of  his  lungs 
revealed  a few  bibasilar  rales.  The  remainder  of  his  physical 
examination  was  negative. 

Laboratory  examination  revealed  a normal  SMA-6  and 
SMA-12.  WBC  count  was  13,200/cu  mm  (normal  4,800  to 
10,800)  with  a left  shift;  the  hematocrit  and  platelet  counts  were 
normal.  Chest  roentgenogram  revealed  an  interstitial  infiltrate 
in  the  superior  segment  of  the  left  lower  lobe;  a gram  stain  of  the 
sputum  revealed  white  cells  but  no  organisms. 

The  patient  was  believed  to  have  a bacterial  pneumonia 
and  treatment  with  cefazoiin  and  gentamicin  was  begun.  Blood 
and  sputum  cultures  returned  no  growth.  The  patient  re- 
mained febrile,  developed  increasing  tachypnea,  and  36  hours 
later  was  found  unresponsive  in  bed,  not  breathing,  and  with 
no  palpable  pulse.  He  did  not  respond  to  cardiopulmonary 
resuscitation. 

At  autopsy,  bilateral  lower  lobe  pneumonia  was  found; 
antibody  for  Legionella  pneumophilia  was  demonstrated  in 
the  lungs  by  direct  fluorescence,  and  cultures  from  the  lung 
tissue  grew  the  same  organism. 

Discussion 

Legionella  pneumophilia  is  a gram-negative  pleo- 
morphic bacillus  which  was  demonstrated  to  be  the 
causative  agent  in  an  epidemic  among  people  attending 
an  American  Legion  convention  in  Philadelphia  in  1976, 1 
hence  the  name  Legionnaires’  disease.  The  organism  is 
a common  inhabitant  of  fresh  water  lakes,  ponds,  and 
streams,  and  has  been  isolated  from  cooling  towers,  and 
from  air  conditioners  and  water  systems  in  hotels  and 
hospitals.  Infection  is  presumed  to  occur  through  inhal- 
ation of  contaminated  droplets.  Smoking  appears  to  in- 
crease the  risk  of  acquiring  the  illness.2  3 

Two  distinct  clinical  syndromes  result  from  infec- 
tion with  Legionella  pneumophilia:  Pontiac  fever  and 
Legionnaires’  disease.  It  is  unclear  why  patients  ex- 
posed to  the  agent  acquire  one  or  the  other  illness,  but 
in  epidemics  studied,  all  patients  in  a particular  out- 
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break  seem  to  develop  the  same  syndrome. 

Pontiac  fever  affects  the  general  adult  population, 
and  is  a flu-like  illness  manifested  by  fever,  chills, 
headache,  and  myalgia;  pneumonia  does  not  occur.  It 
is  self-limited,  and  does  not  require  treatment  beyond 
oral  fluids  and  antipyretics. 

Legionnaires’  disease,  on  the  other  hand,  affects 
predominantly  middle-aged  adults  with  a 3:1  male  pre- 
ponderance. Seventy  percent  of  patients  have  a smok- 
ing and/or  drinking  history.  It  has  an  incubation  peri- 
od of  two  to  ten  days,  and  is  manifested  by  high  fever 
(102°F  to  KMT),  chills,  nonproductive  cough,  and 
pleuritic  chest  pain.  Myalgias  occur  in  15%  of  pa- 
tients, and  headaches  in  75%;  tachypnea  is  common, 
and  confusion,  disorientation,  and  gastrointestinal 
symptoms  occur  in  15%  to  50%  of  patients.45 

Laboratory  studies  often  demonstrate  leukocytosis, 
mild  liver  function  abnormalities,  proteinuria,  and  hy- 
ponatremia; hypoxemia  is  common.5  Chest  roentgeno- 
graphic  findings  are  variable,  but  are  usually  those  of  a 
patchy,  nonsegmental  infiltrate  that  may  progress  de- 
spite appropriate  therapy.  Twenty  percent  of  patients  will 
have  effusions,  and  two-thirds  will  have  bilateral  pul- 
monary involvement  during  the  course  of  their  illness. 
Empyema  and  cavitation  are  rarely  observed.3  4 

The  key  to  recognizing  this  illness  is  a high  index 
of  suspicion  in  the  appropriate  clinical  situation,  par- 
ticularly when  fever  and  pulmonary  infiltrates  fail  to 
respond  to  conventional  antimicrobial  agents.  Diag- 
nosis is  best  made  by  demonstrating  the  organism  in 
lung  tissue  or  sputum  by  direct  fluorescent  antibody 
technique  or  by  culturing  the  organism.  Retrospec- 
tively, the  diagnosis  can  be  established  by  demonstrat- 
ing a four-fold  increase  of  indirect  fluorescent  anti- 
body titer5  between  acute  and  convalescent  serum. 

Erythromycin  is  the  therapy  of  choice.  Outpatient  oral 
therapy  is  adequate  in  patients  with  single  lobe  involve- 
ment without  underlying  disease,  but  inpatient  high  dose 
intravenous  therapy  is  indicated  for  more  ill  patients.2  3 

Prognosis  is  generally  good  in  the  cases  of  moder- 
ate disease  treated  appropriately.  In  one  retrospective 
study,  mortality  from  Legionnaires’  disease  was  35% 
in  hospitalized  patients  who  did  not  receive  erythro- 
mycin, as  against  6%  in  patients  who  did.6  /~  T 
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Trauma  Rounds 


Both-Column  Acetabular  Fracture  in  a 
Multiple  Trauma  Patient 

MICHAEL  R.  HENDERSON,  M.D.  and  PAUL  M.  APYAN,  M.D. 


Introduction 

Displaced  fractures  of  the  acetabulum  associated 
with  dislocation  of  the  femoral  head  comprise  a small 
percentage  of  lower  extremity  injuries,  but  they  can 
lead  to  serious  long-term  consequences  for  pain-free 
ambulation,  and  are  often  accompanied  by  other  life- 
threatening  injuries.1  The  work  of  Judet  and  Letournel 
over  the  past  25  years  has  led  to  a significant  improve- 
ment in  the  long-term  morbidity  of  these  patients.2 


(Fig.  2),  and  a vertical  fracture  through  the  foramina  of  the 
left  sacrum. 

The  patient  remained  hemodynamically  stable  until  he  was 
taken  to  the  operating  suite  for  initial  debridement  of  his  wrist 
fracture,  splinting  of  his  humerus  and  wrist  fractures,  and 
placement  of  a distal  femoral  traction  pin. 

On  the  second  day  of  admission,  the  cervical  spine  was 
cleared  with  a repeat  x-ray,  and  the  collar  was  removed.  By 
the  fifth  postoperative  day,  the  patient  had  active  bowel 


Case  Report 

A 24-year-old  white  male  laborer  fell  35  ft  from  a bill- 
board, impacting  the  left  side  of  his  body.  He  arrived  at  the 
emergency  room  alert  and  oriented  and  hemodynamically 
stable.  Physical  examination  showed  a large  abrasion  of  the 
left  supraorbital  area,  a non-tender  cervical  and  thoracic  spine, 
and  a non-tender  chest  with  symmetrical  excursion  and  equal 
breath  sounds  bilaterally.  The  abdomen  was  soft,  but  there 
was  guarding  of  the  left  lower  quadrant  and  few  bowel  sounds. 
There  was  sharp  pain  to  palpation  of  the  left  hemipelvis,  but 
the  skin  was  intact  over  the  left  pelvis  and  hip.  The  left  wrist 
showed  marked  deformity,  with  pinhole  wounds  on  its  volar 
aspect,  and  the  left  arm  was  painful  on  any  motion.  Neuro- 
vascular status  was  intact  in  all  four  extremities,  and  the  rec- 
tal examination  was  normal. 

The  patient  was  unable  to  void,  and  upon  insertion  of  a 
Foley  catheter,  the  urine  was  found  grossly  bloody,  but  an 
IVP  was  read  as  normal.  Multiple  radiographs  demonstrated 
a comminuted  both-column  central  fracture  dislocation  of  the 
left  acetabulum  (Fig.  1),  a 100%  displaced  two-part  left  hu- 
meral surgical  neck  fracture,  a comminuted  left  distal  radius 
fracture  with  dorsal  tilt  of  the  articular  surface,  and  fractures 
of  the  right  transverse  processes  of  L-3,  L-4,  and  L-5.  The 
cervical  spine  could  only  initially  be  cleared  through  C-6  be- 
cause of  pain,  and  the  patient  was  maintained  in  a hard  cer- 
vical collar. 

A retrograde  cystogram  showed  extrinsic  compression  from 
the  suspected  left  intrapelvic  hematoma,  but  no  extravasa- 
tion. After  a nasogastric  suction  tube  was  inserted,  the  pa- 
tient was  taken  for  CT  scan  of  the  pelvis,  which  demonstrat- 
ed a both-column  acetabular  fracture  of  the  left  hemipelvis 


From  the  Department  of  Orthopaedic  Surgery,  University  of  Ten- 
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Figure  1.  Preoperative  radiograph  of  left  hemipelvis. 
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sounds,  and  a high-calorie  and  protein  diet  was  started,  with 
additional  nutritional  supplement. 

On  hospital  day  ten,  he  was  returned  to  the  operating 
suite  where  open  reduction  and  internal  fixation  of  his  left 
acetabular  fracture  was  performed  through  a lateral  transtro- 
chanteric approach  (Fig.  3).  Blood  loss  was  approximately 
3,500  cc  and  was  replaced  with  six  units  of  blood  and  500  cc 


Figure  2.  Preoperative  CT  scan  at  dome  of  left  acetabulum. 


Figure  3.  Postoperative  radiograph  of  left  hemipelvis. 


of  colloid  suspension.  Postoperatively,  a sciatic  nerve  injury 
was  demonstrated  by  a lack  of  active  extension  of  the  left 
ankle  and  toes.  On  the  eighth  postoperative  day,  passive  range 
of  motion  of  the  left  hip  was  initiated.  On  the  16th  postop- 
erative day,  repeat  CT  scan  showed  congruence  of  the  ace- 
tabulum, with  the  femoral  head  remaining  under  the  weight- 
bearing dome  (Fig.  4).  Three  weeks  after  surgery,  ambula- 
tion was  started  with  non-weight-bearing  on  the  left  lower 
extremity.  At  two  weeks  follow-up,  the  patient  had  painless 
range  of  motion  of  the  left  hip  with  flexion  90°,  abduction 
30°,  adduction  10°,  external  rotation  20°  and  internal  rotation 
35°;  sensation  to  the  left  foot  was  improved,  and  the  patient 
was  now  able  to  extend  his  ankle  and  toes. 

Discussion 

The  high  incidence  of  associated  injuries  in  patients 
with  fractures  of  the  acetabulum  serves  to  compound 
the  treatment  difficulties  encountered  in  this  group  of 
trauma  victims.1  After  initial  resuscitation,  followed  by 
general  and  neurosurgical  procedures  as  indicated,  the 
problem  of  fracture  management  remains.  With  in- 
creasing experience,  a trend  toward  operative  treat- 
ment of  displaced  acetabular  fractures  can  be  noted  in 
the  literature.  Most  authors  recommend  that  surgery 
be  performed  between  3 and  14  days  after  injury.3  If 
the  goal  of  anatomic  reduction  and  articular  congru- 
ence is  achieved,  83%  of  patients  have  been  reported 
to  have  excellent  long-term  results.2 

Both-column  fractures  of  the  acetabulum  are  the 
most  difficult  type  in  which  to  achieve  these  goals,  as 
they  often  require  more  than  one  surgical  procedure 
for  adequate  exposure  and  internal  fixation.  They 
comprise  approximately  20%  of  Judet  and  Letournel’s 
series  of  over  700  acetabular  fractures.4  Restoration  of 
the  head  under  the  acetabular  weight-bearing  dome  has 
been  shown  to  be  very  important  in  the  long-term  re- 
sults. 

Evaluation  by  CT  scan  is  the  accepted  method  for 
preoperative  as  well  as  postoperative  assessment  of 
these  fractures.  Scans  frequently  demonstrate  occult 


Figure  4.  Postoperative  CT  scan  at  dome  of  left  acetabulum. 
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fractures  preoperatively  and  are  excellent  for  deter- 
mining acetabular  congruence  postoperatively.5 

The  incidence  of  postoperative  sciatic  nerve  injury 
is  reported  to  be  in  the  range  of  7%,  and  can  be  min- 
imized by  transcondylar  femoral  pin  traction  and 
maintenance  of  the  knee  in  flexion  during  the  opera- 
tive procedure.2  The  incidence  of  osteoarthrosis  in  those 
fractures  in  which  imperfect  reductions  are  obtained  is 
reported  to  be  30%,  with  one-third  being  asympto- 
matic at  up  to  20  years  follow-up.2  It  is  believed  that 
in  such  cases,  particularly  in  young  patients,  the  con- 
ditions for  late  salvage  procedures  such  as  arthrodesis 
or  hip  arthroplasty  are  improved  by  the  initial  attempt 
at  operative  reduction  and  fixation.6  /~  ^ 
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Chest  X-Ray  of  the  Month 


Fever,  Chest  Pain,  and  a Pleural-Based  Density 

ERIC  L.  DYER,  M.D.  and  R.  MICHAEL  RODRIGUEZ,  M.D. 


Case  Report 

A 42-year-old  female  dental  assistant  was  seen  in  August 
1986  with  fever  and  pleuritic  chest  pain.  She  had  right  lower 
lobe  “pneumonia”  with  pleurisy  in  1980  treated  with  intra- 
venous and  oral  antibiotics  for  three  weeks.  Six  months  later, 
when  she  developed  right  parasternal  chest  pain,  a “spot” 
was  present  on  chest  x-ray;  bronchoscopy  was  performed  and 
several  months  of  oral  clindamycin  therapy  was  prescribed. 
The  chest  pain  resolved  but  returned  two  weeks  after  stop- 
ping clindamycin.  In  1984,  a right  upper  lobectomy  was  done 
for  hemoptysis,  and  an  “actinomycosis  fungus  ball”  was  found. 
She  did  well  then  until  February  1986,  when  she  developed 
fever,  pain,  and  a cutaneous  “pone”  over  the  right  posterior 
chest.  She  was  treated  with  incision  and  drainage  for  a pre- 
sumed subcutaneous  abscess,  which  recurred  one  week  later. 
Incision  and  drainage  was  repeated,  and  she  received  oral 
penicillin  for  five  months.  Within  one  week  of  discontinuing 
penicillin,  right  parasternal  and  inframammary  pain  returned, 
and  she  developed  fever  to  103°F  orally.  The  pain  felt  “like 


Figure  1.  PA  chest  x-ray  showing  5 x 12-cm  right  pleural-based 
density  and  post-right  upper  lobectomy  changes. 


From  the  Division  of  Pulmonary  Medicine,  St.  Thomas  Hospital. 
Nashville. 


my  chest  ripping  open  when  I breathe”  and  required  narcot- 
ics for  relief.  At  St.  Thomas  Hospital,  a chest  x-ray  showed 
a 5 x 12-cm  pleural-based  density,  and  post-right  upper  lo- 
bectomy changes  (Fig.  1). 

On  examination  she  was  depressed  and  apprehensive,  and 
appeared  chronically  ill.  Respiratory  rate  was  18/min,  and  she 
splinted  the  right  side.  Breath  sounds  were  diminished  over 
the  right  lateral  chest.  The  right  parasternal  area  and  breast 
were  tender  to  touch,  but  no  mass  was  felt.  The  previous 
thoracotomy  and  drainage  sites  were  well  healed.  Dentition 
was  normal. 

A CT  scan  of  the  chest  (Fig.  2)  confirmed  a pleural-based, 
fluid-dense  lesion,  and  suggested  extrapleural  extension  un- 
der the  right  breast.  The  WBC  count  was  14,500/cu  mm,  the 
hematocrit  28%,  and  the  platelet  count  449,000/cu  mm.  A 
thoracentesis  revealed  grossly  purulent,  odorless  fluid,  gram 
stain  of  which  showed  gram-positive  filamentous  bacteria 
consistent  with  Actinomyces  spp.  A chest  tube  provided  ad- 
equate drainage  of  the  empyema  and  its  inframammary  ex- 
tension, and  after  being  given  intravenous  penicillin  for  three 
weeks,  she  began  a recommended  two-year  course  of  oral 
penicillin.  She  did  not  tolerate  the  oral  penicillin,  but  is  clin- 
ically and  radiographically  free  of  disease  after  18  months  of 
therapy  with  oral  tetracycline. 

Discussion 

This  case  illustrates  many  features  of  thoracic  acti- 
nomycosis: initial  pneumonia  with  pleurisy,  prominent 
pleural  involvement  with  associated  chest  wall  sinus 


Figure  2.  CT  scan  of  the  chest  illustrating  pleural-based  density  with 
submammary  extension. 
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tracts  or  abscesses,  tendency  to  relapse  with  inade- 
quate drainage  and  antibiotic  courses  of  only  a few 
weeks  or  months  duration,  and  typical  gram  stain 
characteristics  of  pleural  fluid . 14  Pleural  effusion, 
pleural  thickening,  or  empyema  is  present  in  more  than 
50%  of  documented  cases  of  thoracic  actinomycosis.5 
Empyema  necessitatis,  the  spontaneous  drainage  of  an 
empyema  through  the  chest  wall,  should  raise  suspi- 
cion of  actinomycosis. fi  Ultrasound  studies  may  be  use- 
ful in  demonstrating  a communication  between  a chest 
wall  abscess  and  an  empyema.7  The  advancing  actino- 
mycotic abscess  may  destroy  whatever  tissue  lies  in  its 
path,  including  bone1 2 and  brachial  plexus.8 

Both  Actinomyces  spp.  and  Nocardia  spp.  are  gram- 
positive, branching  filamentous  bacteria.  Actinomyces 
is  anaerobic,  whereas  Nocardia  is  aerobic,  and  all  em- 
pyemas should  be  cultured  accordingly.  The  culture 
plates  should  be  observed  for  at  least  one  week.  “Sul- 
fur granules”  in  sinus  tract  drainage  are  1-  to  2-mm 
clumps  of  radial  bacterial  filaments  and  are  more  com- 
monly present  in  actinomycosis  than  in  nocardiosis.1 2 

Treatment  of  thoracic  actinomycosis  consists  of  ad- 


equate drainage  of  any  collection  of  pus,  two  to  six 
weeks  of  high-dose  intravenous  antibiotics,  and  12  to 
24  months  of  oral  antibiotics.1 2 Penicillin  is  the  drug 
of  choice,  but  tetracycline,  erythromycin,  or  clinda- 
mycin are  effective  also;  cephalosporins  are  much  less 
effective. 

DIAGNOSIS:  Actinomycosis  empyema  necessitatis. 
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with  the  latest  computer  technologies  instead  of  those  of  your 
specialty?  Are  supply  and  equipment  problems  getting  you 
down?  Join  the  Air  Force  medical  team.  Concentrate  on  your 
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you've  gained  through  the  years  of  education;  to  stay  up  with 
new  methods  and  techniques;  and,  if  qualified,  to  specialize. 
Our  superior  employment  and  benefits  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice. 
Find  out  how  you  can  be  a part  of  the  Air  Force  health  care 
team.  Without  obligation,  call 
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Health  and  Environment  Report 


Tennessee  WIC  Infant  Formula  Rebate  Program: 

Excessive  Prescriptions  for  Non-Contract  Infant  Formula 

LEE  FLESHOOD,  Ph.D.,  M.P.A.;  JANE  BAXTER,  M.S.,  R.D.;  and  RICHARD  T.  LIGHT,  M.D. 


General  WIC  Program  Overview 

The  Special  Supplemental  Food  Program  for  Wom- 
en, Infants,  and  Children  (WIC)  provides  highly  nu- 
tritious foods,  health  screening,  and  nutrition  educa- 
tion to  low  income  pregnant  women,  infants,  and 
children  under  age  5.  In  February  1988,  WIC  served 
79,579  patients  in  Tennessee:  19,961  women,  25,449 
infants,  and  34,169  children. 

WIC  encourages  women  to  breastfeed  their  infants. 
For  non-breastfed  infants,  WIC  provides  up  to  31  thir- 
teen-ounce cans  of  iron-fortified  formula  per  month. 
The  WIC  Program  purchases  close  to  one-third  of  the 
$1.3  billion  in  formula  sold  nationwide  annually.  In- 
fant formula  purchases  are  approximately  30%  of  all 
WIC  food  costs,  and  are  estimated  to  be  $430  million 
this  year.  Three  major  manufacturers  produce  about 
99%  of  the  infant  formula  purchased  in  the  United 
States;  these  are  Mead  Johnson,  Ross  Laboratories, 
and  Wyeth  Laboratories.  Since  1981,  each  has  raised 
the  wholesale  price  of  their  iron-fortified  milk-based 
formula  eight  times.  Each  price  increase  has  been 
greater  than  inflation,  often  close  to  double  the  infla- 
tion rate. 

USDA  estimates  that  approximately  7.4  million 
women,  infants,  and  children  are  eligible  for  WIC  in 
the  50  states  and  the  District  of  Columbia.  In  Septem- 
ber 1987,  WIC  served  3.3  million  women,  infants,  and 
children  in  these  areas  or  only  about  45%  of  the  eli- 
gible population  nationally.  Currently,  Tennessee  WIC 
serves  only  46%  of  the  169,000  estimated  eligibles. 
Reducing  the  cost  of  infant  formula  is  a way  to  fund 
expansion  of  services  to  more  of  the  eligibles. 

State  and  Federal  Actions  to  Lower  Infant 
Formula  Costs  Prior  to  Rebate 

Contracting  for  a single  brand  of  infant  formula  has 
been  found  to  lower  infant  formula  costs.  Mississippi 
operates  a WIC  direct  distribution  system,  and  cur- 
rently a single  brand  of  infant  formula  is  purchased  for 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville. 


$0.61  per  can.  Vermont  uses  a home  delivery  system 
and  their  cost  is  $0.87  per  can.  In  the  Tennessee  coun- 
ties of  Shelby,  Davidson,  and  Dyer,  along  with  coun- 
ties in  13  other  states,  the  Commodity  Supplemental 
Food  Program  (CSFP)  provides  needed  services  (CSFP 
is  a USDA  warehouse  delivery  system).  Currently  the 
CSFP  contract  price  is  $0.77  per  can. 

It  is  important  to  note  that  during  ten  years  of  ex- 
perience in  a variety  of  states  and  cities,  neither  pro- 
gram administrators,  nor  recipients,  nor  the  medical 
communities  have  registered  or  reported  significant  in- 
tolerance due  to  the  use  of  a single  brand  of  infant 
formula.  Enfamil,  Similac,  and  SMA  are  very  similar 
in  composition,  and  are  of  equal  nutritional  value.  In- 
fant formula  products  are  now  uniformly  regulated 
through  the  Infant  Formula  Act,  so  that  there  is  no 
medical  advantage  in  using  one  company’s  product  over 
that  of  another. 

States  With  Sole  Source  Rebate  Program 

States  with  a WIC  voucher  delivery  system  have 
begun  to  pursue  sole  source  competitive  bids  for  WIC 
infant  formula,  in  which  formula  vouchers  are  re- 
deemed at  the  grocery  store  and  the  manufacturer  re- 
bates a contracted  amount  per  can.  Tennessee  was  the 
first  state  to  implement  (June  1987)  a sole  source  re- 
bate system.  Currently,  the  state  receives  $0.56  rebate 
per  can  of  SMA  (Wyeth  Laboratories),  for  an  annual 
savings  of  nearly  $4  million;  this  allows  8,000  addition- 
al eligible  patients  to  be  served.  Since  the  average  re- 
tail cost  is  $1.55  per  can  (February  1988),  this  means 
the  average  net  cost  is  approximately  $0.99  per  can  to 
the  Tennessee  WIC  Program.  Oregon  receives  a re- 
bate of  $0.60  per  can  on  SMA.  In  February  1988,  Mead 
Johnson  won  the  Texas  bid  with  a $0,995  rebate  on 
Enfamil.  In  April  1988,  Wyeth  won  the  Florida  bid 
with  a $1.01  rebate  on  SMA. 

Excessive  Prescriptions 

In  states  with  sole  source  contract  for  infant  for- 
mula, medical  professionals  can  prescribe  a different 
brand  of  formula  when  there  is  an  existing  medical 
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TABLE  1 


NUMBER  AND  PERCENT  OF  PRESCRIPTIONS  FOR 
NON-CONTRACT  WIC  INFANT  FORMULA* 
TENNESSEE,  JULY  1 987-FEBRU ARY  1988 


Month 


No.  (%)  of  Prescriptions 


Projected  Annual  Losses 

Loss  of  Funds*  Loss  in  Service  to  Eligibles* 


July  1987 

2,404  (13.2%) 

$504,400 

August  1987 

2,636  (14.7%) 

$552,600 

September  1987 

2,901  (15.6%) 

$608,700 

October  1987 

3,099  (16.6%) 

$650,200 

November  1987 

3,150  (17.5%) 

$661,000 

December  1 987 

2,311  (17.5%) 

$673,700 

January  1988 

4,065  (20.3%) 

$852,869 

February  1988 

4,440  (21.1%) 

$931 ,547 

1,008 

1,105 

1,217 

1,300 

1,321 

1,347 

1,705 

1,863 


*Non-contract  standard  WIC  formula.  Milk  or  soy-based  formula  comparable  to  the  current  contracted  brands,  SMA  or  Nursoy. 

tLoss  projected  by  multiplying  the  rebate  ($0.56  for  SMA  and  $0.58  for  Nursoy)  by  the  number  of  cans  for  non-contract  standard  WIC  formula. 

JLoss  projected  by  dividing  the  annual  loss  of  funds  by  $500.  This  amount  covers  the  cost  of  food  and  administration  for  one  patient  for  one  year. 


condition  requiring  the  change  for  an  infant.  In  most 
states,  medical  needs  for  non-contract  formula  account 
for  less  than  5%  of  formula  purchased. 

The  Tennessee  WIC  Program  keeps  a monthly  rec- 
ord of  the  number  and  percent  of  prescriptions  for  non- 
contract WIC  infant  formula.  As  shown  in  Table  1, 
the  program  is  experiencing  a steady  increase  in  the 
number  of  prescriptions.  These  excessive  prescriptions 
cut  into  the  success  of  the  Tennessee  rebate  contract 
in  lowering  infant  formula  costs  and  enabling  the  pro- 
gram to  serve  more  eligible  patients.  In  February  1988, 
4,400  prescriptions  for  non-contract  formula  were 
written.  If  that  number  remained  constant  over  the  next 
year,  it  would  represent  a loss  in  rebates  of  $931,547, 
which  represents  a potential  loss  of  service  to  an  ad- 
ditional 1,863  eligibles. 

The  major  problem  appears  that  prescriptions  are 
written  without  trying  the  infant  on  the  contract  for- 
mula. Compounding  the  problem  is  that  once  an  in- 
fant is  placed  on  a non-contract  formula,  usually  no 
attempt  is  made  to  try  the  contract  brand  when  the 
infant  is  older. 


Solving  the  Problem 

Physicians  and  other  medical  professionals  can  con- 
tribute to  serving  more  people  who  are  at  nutritional 
risk  by  lowering  the  cost  of  infant  formula  through 
these  steps.  First,  unless  there  is  a prohibitive  clinical 
condition  try  each  WIC  infant  on  the  contract  brand 
(milk  or  soy-based)  as  a newborn.  Secondly,  try  each 
WIC  infant  3 through  12  months  of  age  who  is  cur- 
rently on  a non-contract  brand  on  the  contract  milk  or 
soy-based  formulas.  Prescribe  a non-contract  brand 
only  when  medically  necessary. 

By  making  the  greatest  possible  savings  through  the 
rebate  program,  we  can  provide  WIC  services  to  the 
maximum  number  of  potentially  eligible  individuals. 
This  is  why  we  must  reduce  the  excessive  prescriptions 
for  non-contract  formula. 

The  TDHE  appreciates  the  cooperation  and  support 
for  the  rebate  program  provided  by  the  majority  of  phy- 
sicians, and  continues  to  seek  the  cooperation  of  other 
individual  physicians.  We  anticipate  achieving  the  full 
potential  of  increased  WIC  services  as  WIC  infants  are 
provided  the  contract  brand  of  infant  formula,  r ..  S 
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Loss  Prevention  Case  of  the  Month 


Not  My  Responsibility! 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 72-year-old  man  went  to  his  primary  care  physician  with 
a history  of  generalized  weakness.  These  “spells”  were  pro- 
longed, lasting  for  days.  There  were  no  precipitating  factors 
as  far  as  the  patient  or  the  family  could  recount.  The  pa- 
tient’s wife  had  died  some  years  before,  and  the  family  ini- 
tially attributed  the  “weakness”  to  depression  and  loneliness. 
The  family  further  told  of  memory  failure  and  gradual  devel- 
oping loss  of  mental  faculties  manifested  by  such  things  as 
losing  his  way  home  from  a neighborhood  grocery  and  for- 
getting to  eat  or  bathe. 

Past  history  also  included  previous  episodes  of  syncope 
which  had  been  found  to  be  due  to  heart  block  and  had  been 
treated  by  the  implantation  of  a pacemaker.  A physical  ex- 
amination including  basic  laboratory  work  revealed  no  expla- 
nation for  the  periods  of  “weakness.” 

The  patient  was  referred  by  his  primary  care  physician  to 
a neurologist  who  in  a telephone  call  to  his  specialist  friend 
described  the  period  of  “weakness,”  the  history  of  memory 
problem,  and  suggested  the  possible  diagnosis  of  Alzheimer’s 
disease.  The  neurologist  examined  the  patient  confirming  no 
objective  neurological  findings  that  would  explain  the  periods 
of  weakness.  He  ordered  magnetic  resonance  imaging  (MRI). 
The  magnetic  field  disabled  the  patient’s  pacemaker  resulting 
in  cardiac  arrest  and,  after  successful  CPR,  severe  brain  dam- 
age. He  lived  in  a vegetative  state  for  six  months  before  his 
death. 

Suit  was  filed  charging  negligence  in  the  performance  of 
an  MRI  on  a patient  dependent  on  a cardiac  pacemaker.  A 
settlement  was  negotiated  before  trial. 

Loss  Prevention  Comments 

The  questions  involved  in  this  case  are  commonly 
encountered  by  the  Claims  Review  Committee  of  our 
physician-owned  company,  SVMIC.  Does  the  primary 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


responsibility  lie  with  the  referring  physician,  who  gave 
a good  account  of  the  present  illness  of  his  patient  to 
the  consultant  neurologist,  but  did  not  think  to  elabo- 
rate on  the  past  history  of  heart  block  requiring  the 
permanent  pacemaker?  Where  does  the  consultant  get 
general  information  about  the  patient?  Does  he  rely 
solely  on  the  referring  physician’s  comments  regarding 
the  case,  or  does  he  repeat  the  history  and  physical 
already  done  by  the  primary  care  doctor? 

These  are  good  questions  that  frequently  have  phy- 
sicians blaming  each  other  in  cases  like  this.  Indeed,  if 
this  case  had  gone  to  trial,  the  legal  defense  of  each 
physician  could  have  been  based  on  emphasizing  the 
liability  of  the  other.  These  cases  seem  always  to  cost 
more  money  than  cases  where  the  liability  rests  only 
on  one  M.D. 

To  prevent  this  kind  of  bad  result,  good  communi- 
cation must  exist  between  the  physicians  involved.  Ex- 
cept in  case  of  emergency,  the  attending  physician 
should  supply  his  consultant  with  a written  request  for 
his  services  in  the  management  of  the  case.  This  writ- 
ten request  should  be  accompanied  by  a good  history 
and  physical  examination,  including  all  the  diagnostic 
tests  done  and  the  interpretation  of  those  tests. 

The  consultant  is  certainly  responsible  for  taking  a 
pertinent  history  and  doing  a physical  assessment  rel- 
ative to  the  appropriate  specialty.  The  consultant  would 
also  be  required  to  know  the  negative  aspects  of  any 
diagnostic  test  or  procedure  needed. 

In  all  probability,  both  the  primary  care  physician 
and  the  consultant  knew  that  a patient  dependent  on 
a pacemaker  would  be  in  danger  if  subjected  to  an 
MRI.  Each  expected  the  other  to  protect  the  patient 
from  this  danger.  Both  had  that  responsibility,  and  both 
were  negligent. 
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Disability  Update 


A Painful  Experience 

DAVID  A.  ETTINGER 


The  Social  Security  Act  provides  for  payment  of 
disability  benefits  to  individuals  who  as  a result  of  a 
medically  determinable  impairment  can  no  longer  per- 
form their  customary  work,  and,  after  considering  age, 
education,  and  work  history,  cannot  be  expected  to 
learn  to  perform  less  demanding  jobs.  The  considera- 
tion of  pain  and  other  symptoms  in  determining  disa- 
bility has  been  a matter  of  great  controversy.  It  raises 
a conflict  between  the  desire  for  uniform  disability 
standards  and  the  recognition  that  patients  with  simi- 
lar medical  conditions  may  experience  different  symp- 
toms. 

Pain  cases  vary  from  those  in  which  medical  find- 
ings establish  an  impairment  so  severe  that  disabling 
pain  is  inevitable,  to  cases  in  which  a patient  alleges 
disabling  pain  in  the  absence  of  any  medical  evidence 
of  a physical  or  mental  impairment.  In  the  first  situa- 
tion, a favorable  disability  determination  should  be 
reached.  In  the  latter,  the  claim  will  be  denied  no  mat- 
ter how  sincere  the  patient  may  be,  because  there  is 
no  medically  determinable  impairment.  The  difficult 
cases  are  those  that  fall  in  between. 

The  Social  Security  Act  requires  that  pain  be  con- 
sidered in  determining  disability  only  if  there  is  medi- 
cal evidence  establishing  the  presence  of  an  impair- 
ment that  could  reasonably  be  expected  to  cause  the 
alleged  pain.  Where  such  an  impairment  exists,  the 
Social  Security  Administration  must  determine  the 
credibility  of  the  patient’s  allegations  based  upon  all 
available  evidence,  including  the  patient’s  work  histo- 


Mr.  Ettinger  is  an  attorney  with  Legal  Services  of  Middle  Tennes- 
see in  Nashville. 


ry,  the  observations  of  friends  and  neighbors,  and  the 
opinions  of  treating  physicians. 

A statement  from  a treating  physician  that  a pa- 
tient’s pain  is  inconsistent  with  medical  findings  will 
obviously  assist  the  Social  Security  Administration  in 
discounting  the  pain;  likewise,  a statement  from  a 
treating  physician  that  a patient’s  allegations  of  pain 
are  consistent  with  medical  findings  will  obviously  help 
the  patient.  This  is  true  even  if  the  physician  has  no 
opinion  as  to  whether  or  not  pain  is  actually  experi- 
enced to  the  extent  claimed  by  the  patient.  Finally,  the 
physician’s  statement  that  he  believes  that  the  pa- 
tient’s subjective  complaints  are  accurate  will  be  of 
great  help. 

For  disability  purposes,  it  is  not  the  pain  itself  that 
is  important,  but  the  limitations  resulting  from  pain. 
A statement  that  chronic  pain  significantly  interferes 
with  concentration  is  relevant  in  any  disability  claim. 
In  other  cases,  it  may  be  important  to  know  whether 
prolonged  standing  or  sitting  or  repeated  lifting  is  like- 
ly to  produce  pain.  It  is  far  more  useful  to  have  an 
opinion  that  pain  would  prevent  a patient  from  sitting 
or  standing  more  than  two  hours  continuously  than  a 
conclusory  statement  that  the  patient  is  “disabled”  by 
pain. 

Some  patients  clearly  exaggerate  their  symptoms  in 
hopes  of  obtaining  support  from  the  government.  Oth- 
ers are  wrongfully  denied  benefits  because  their  com- 
plaints are  disbelieved  by  the  bureaucracy.  Informed 
opinions  from  treating  physicians  will  be  of  assistance 
both  in  preventing  the  payment  of  benefits  to  those 
who  are  able  to  work  and  in  providing  disability  insur- 
ance benefits  to  those  who  cannot  work.  r y 
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Federal  Largesse 

In  the  mail  the  other  day  came  a letter  addressed  to  me  as  president  of 
this  Association  from  an  understandably  disgruntled  colleague.  It  is  not  so 
much  that  his  experience  is  so  different  from  that  of  most  of  us,  but  it  is  his 
approach  to  it  that  bears  scrutiny  and  dissemination,  and  prompts  discussion 
of  it  on  this  page. 

Actually,  his  letter  was  only  a cover  letter  for  a series  of  communications 
he  had  had  with  minions  of  the  Health  Care  Financing  Administration 
(HCFA).  Our  colleague,  Walter  R.  Gaylor,  M.D.,  of  Bristol,  was  denied 
payment  for  stool  guaiac  tests — which  is  not  in  itself  unusual.  He  was  in- 
formed that  the  reason  for  denial  was  that  HCFA  had  discontinued  funding 
them,  as  they  are  screening  procedures.  I guess,  considering  usual  govern- 
ment foolishness,  that  should  astonish  no  one,  but  I join  Dr.  Gaylor  in  being 
appalled  by  it  anyway,  since  only  one  day’s  hospital  cost  for  a patient  with 
terminal  colon  cancer  would  prevent  a whole  host  of  other  hospital  days  for 
persons  who  would  otherwise  wind  up  as  terminal  cancer  patients.  Apparently  HCFA  has  determined 
that  it  will  protect  its  current  bottom  line  and  let  the  future  shift  for  itself.  By  eschewing  preventive 
care,  HCFA  has  guaranteed  monumental  future  shift. 

Dr.  Gaylor  correctly  opines  that  “Organized  medicine  has  managed  . . . [no]  significant  impact  on 
the  continued  attempts  of  HCFA  to  balance  the  budget  by  decreasing  payments  to  physicians  and 
increasing  the  cost  of  medical  care  to  Medicare  recipients.”  He  further  comments  that  an  attempt  to 
get  patients  to  complain  might  be  more  successful. 

Right  on  both  counts.  I find  it  unlikely,  based  on  history,  that  either  HCFA  or  its  parents,  the 
administrative  types  all  the  way  up  to  and  including  the  President  of  the  United  States,  both  present 
and  future,  whoever  he  may  be,  are  going  to  do  much  of  anything  at  all  that  will  relieve  the  situation. 
There  is  nothing  like  sustained  pressure  from  the  constituency,  though,  to  get  congressional  attention. 
It’s  at  least  as  good  as  the  proverbial  two  by  four. 

The  TMA  House  of  Delegates,  responding  I guess  to  its  own  constituency,  has  instructed  the  Board 
of  Trustees  to  proceed  with  a public  relations  campaign  to  present  a positive  image  of  the  practice  of 
medicine,  and  to  present  the  practicing  physician  as  primarily  concerned  about  the  patient  and  quality 
of  care;  it  is  also  to  present  credible  facts  about  the  health  care  environment  in  Tennessee.  The  Board 
will  do  that,  of  course,  but  I would  simply  suggest  that  the  only  way  to  keep  such  an  approach  from 
appearing  to  be  in  self-serving  poor  taste  is  for  each  one  of  you  to  convince  every  one  of  your  patients 
that  that  is  indeed  what  you  yourself  are  primarily  interested  in.  I would  also  suggest  that  you  yourself 
are  your  patients’  best  source  of  information  about  what  HCFA  is  doing  to  and  not  for  them,  and 
that  you  explain  to  your  patients  very  clearly  that  the  milk  has  curdled  in  the  federal  teat,  and  that  it 
is  going  to  do  progressively  less  to  sustain  them  unless  they  themselves  take  up  the  matter  with  their 
own  individual  representatives  in  Washington,  and  do  it  again  and  again,  and  yet  again. 

Included  along  with  the  communication  from  Dr.  Gaylor  was  a statement  he  has  his  patients  sign 
signifying  that  they  will  be  responsible  for  the  screening  charges.  He  explains  in  its  prologue  that 
despite  a $38-billion  surplus,  all  those  Social  Security  dollars  that  they  have  so  carefully  paid  in  for  all 
those  years  have  been  diverted  to  the  general  fund,  so  that  only  an  I.O.U.  remains,  resulting  in 
shifting  an  increasing  financial  burden  onto  recipients  of  Medicare;  he  further  encourages  his  patients 
to  write  letters  of  protest  both  to  incumbents  and  to  their  opponents  in  the  upcoming  election,  allow- 
ing that  such  measures  as  refusal  to  pay  for  screening  procedures  are  dollar  wise  and  thousands  of 
dollars  foolish. 

When  it  comes  right  down  to  it,  you  are  the  ones  who  can  do  your  own  most  credible  PR,  and 
your  patients  are  the  ones  who  can  do  their  own  most  credible  lobbying.  That  is  critical  to  their  own 
best  health  care;  all  other  efforts  are  second  best. 


John  B.  Thomison 


journal  of  the 

tcrmc//cc 

mcdicol  cuzodottoA 

PUBLISHED  MONTHLY 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL 
PROFESSION  OF  TENNESSEE 

OFFICE  OF  PUBLICATION:  112  LOUISE  AVENUE, 
NASHVILLE,  TN  37203 

JOHN  B.  THOMISON,  M.D.,  EDITOR 
ADDISON  B.  SCOVILLE,  JR.,  M.D.,  ASSOCIATE  EDITOR 
JEAN  WISHNICK,  MANAGING  EDITOR 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1 103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire 
merely  giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to: 

John  B.  Thomison,  M.D.,  Editor 
230  25th  Ave.  North,  Nashville,  TN  37203 
Address  organizational  matters  to  L.  Hadley  Williams, 
Executive  Director,  1 12  Louise  Avenue,  Nashville,  TN  37203 


COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

OSCAR  M.  McCALLUM,  M.D.,  Chairman,  Henderson 
SIDNEY  L.  BICKNELL,  M.D.,  Jackson 
FREDERICK  D.  SLAUGHTER,  M.D.,  Bristol 
WINSTON  P.  CAINE,  JR.,  M.D.,  Chattanooga 
FRANCIS  W.  GLUCK,  JR.,  M.D.,  Nashville 
JOHN  B.  THOMISON,  M.D.,  Nashville,  Ex-Officio 


AUGUST,  1988 


editorial/ 


A Hot  Time  in  the  01’  Town 

Hot!  I mean!  A hundred  degrees  in  Nashville 
yesterday,  and  due  to  get  hotter.  And  dry!  Barges 
stranded  all  up  and  down  the  Mississippi  and 
Ohio  Rivers — 1,800  of  them  stuck  on  sandbars  in 
Greenville,  Miss.,  alone.  Towboats  idled  all  along 
the  route,  especially  in  Memphis.  It’s  nothing  a 
good  flood  somewhere  up  the  river  wouldn’t  cure. 
Of  course,  that  might  inconvenience  some  peo- 
ple, even  threaten  life  and  limb,  but  who  cares; 
it  would  move  the  barges  and  feed  the  towboat 


operators’  families.  You  win  some  and  you  lose 
some. 

There’s  another  option,  which  some  people 
think  is  a great  idea.  Others  aren't  so  sure,  and 
some  think  it  plumb  dumb.  The  view  depends  on 
one’s  turf.  If  the  Corps  of  Engineers  were  to  pull 
the  stopper  out  of  Lake  Michigan,  it  could  dump 
10,000  cubic  feet  of  water  a second  through  the 
Chicago  River  into  the  Mississippi  and  have  the 
10,000  stranded  barges  afloat  again  in  no  time. 
Forget  it,  say  the  shippers  on  the  Lakes,  who 
would  have  to  drastically  reduce  their  ore  loads. 
Forget  it,  says,  too — of  all  places — New  York, 
which  you’d  think  could  not  care  less.  Turns  out 
such  a diversion  would  cost  them  $60  million  in 
generated  power  by  diminishing  flow  through  the 
spillways  on  the  Niagara  River.  One  observer, 
likely  biased  (as  who  in  the  quarrel,  or  any  quar- 
rel, isn’t),  observed  that  the  Great  Lakes  aren't 
some  plumbing  system  you  can  mess  around  with. 

It  has  governors  ready  to  go  to  war.  The  Su- 
preme Court  is  due  to  rule  on  it — if  they  can 
overcome  their  own  personal  biases  and  reach  at 
least  a halfway  consensus.  It’s  why  there  is  an 
uneven  number  on  the  bench.  I would  only  ob- 
serve that  hasty  short-term  solutions  often  have 
grave  long-term  consequences.  Though  my  sym- 
pathies are  with  Memphis,  and  I couldn't  care 
less  about  the  problems  of  the  ore  boat  owners 
and  New  York  power  companies  (relatively 
speaking,  of  course),  the  court  had  better  think 
it  through  carefully.  Seems  I remember  folks 
along  the  river  squawking  that  the  flooding  along 
Chicago’s  waterfront  last  winter  wasn't  their 
problem;  don’t  dump  all  that  water  on  us!  There’s 
no  pleasing  folks,  is  there? 

Hot!  I mean!  And  due  to  get  hotter — and  I 
ain’t  talkin’  ’bout  the  weather,  neither,  man.  I 
am  talking  about  Chicago  though,  and  what  will 
have  happened  there  (next  week)  by  the  time  you 
read  this.  I’m  talking  about  the  much  maligned, 
or  praised — again,  depending  on  your  turf — 
Harvard  Relative  Value  Study  (RVS),  some- 
times referred  to  by  supporters  and  detractors 
alike,  though  with  either  praise  or  scorn,  de- 
pending, as  the  AMA’s  RVS. 

This  requires  a digression.  I don’t  know  why 
it  should,  but  it  does.  A highly  placed  ophthal- 
mologist— one  of  the  hit  dogs — is  hollering  that 
the  RVS  is  being  pushed  by  the  AMA.  Well,  it 
might  be  sometime.  Who  knows?  But  not  so  far. 
By  AMA  staff — read  Jim  Sammons — perhaps.  By 
the  Board,  maybe  (but  unlikely  with  consensus). 
By  the  AMA — no.  The  AMA  is  a democratic  or- 
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ganization,  made  up,  like  these  United  (some- 
times precariously)  States  (see  above),  of  folks 
or  groups  with  disparate  aims  and  wishes.  As  in 
the  US  of  A.  there  are  those  who  wish,  and  even 
aim.  to  git  what  the  other  feller’s  got.  and  others 
bound  to  stop  ’em.  In  short,  the  AMA  is  you. 
You  elect  delegates  and  delegates  fight  it  out.  The 
House  of  Delegates,  and  the  House  of  Delegates 
alone,  can  speak  for  the  AMA.  It  seldom  does 
so  with  consensus — only  majority.  It  ain't  spoke 
yit — and  won’t  until  December.  So  dry  your  eyes 
or  suppress  your  glee  as  being  premature,  and 
therefore  unseemly. 

Once  upon  a time  our  Union  came  unglued, 
as  a lot  of  other  unions  have  before  and  since.  A 
lot  of  people  in  times  of  trial  have  observed — 
not  originally — that  a house  divided  must  fall.  It 
is  actually  traceable  to  Jesus,  who  said  “If  a 
house  be  divided  against  itself,  that  house  cannot 
stand.”  (Mark  3:24),  and  He  was  probably  only 
expressing  conventional  wisdom.  Whether  a 
house  stands  undivided  or  not  depends  on 
whether  or  not  the  reasons  for  sticking  together 
outweigh  the  reasons  for  not  sticking  together. 
Partners  in  marriage  used  to  find  it  difficult  to 
cut  the  knot;  now  it’s  easy — and  so  they  often 
do.  The  consequences  are  generally  not  much. 

I doubt  the  states  will  go  to  war  again,  regard- 
less of  what  happens  at  the  floodgates  in  Chica- 
go. There  will  be  some  who  would  like  to,  of 
course,  but  it  would  be  hard  in  this  day  and  age 
to  organize  a rebellion.  Too  many  consequences. 
Too  much,  to  quote  the  commercial,  is  riding  on 
your  tires.  The  Ship  of  State  may  founder,  but 
not  over  the  relative  water  levels  in  the  Mississippi 
and  the  Niagara  Rivers.  Not  so  in  the  House  of 
Medicine. 

The  American  Medical  Association  is  a not 
very  tight  federation  of  state  medical  associa- 
tions. and  though  it  is  Medicine's  only  umbrella 
organization,  it  is  only  one  national  organization 
among  several  (I  started  to  say  many,  and  maybe 
it  is;  it  depends  on  your  definition  of  many)  with 
claims  on  the  doctor’s  loyalty.  Each  wants  to  keep 
its  own  turf  green.  The  various  groups  tend  to 
lose  sight  of  the  fact  that  regardless  of  whether 
one’s  turf  is  surgical,  medical,  pediatric,  obstetri- 
cal, urological,  radiological,  or  whatnot,  Medi- 
cine is  an  entity,  and  is  so  looked  upon  by  the 
public,  including  its  government.  It  is  of  course 
possible  at  least  for  a time  to  water  one’s  own 
plot  by  draining  the  water  off  someone  else’s  (or 
draining  from  a common  pool,  which  in  the  end 
is  the  same  thing).  But  a drought  is  a drought, 


and  ultimately  affects  everyone.  One’s  own  turf 
won’t  stay  green  long  if  his  neighbor's  is  parched. 
(Also,  his  neighbor  just  might  see  to  it.) 

The  Harvard  RVS  was  entered  into  by  the 
AMA  staff  and  Board,  with  only  ex  post  facto 
approval — and  grudging,  at  that — by  the  House, 
to  forestall  an  eminent  worse  fate  at  the  hands 
of  the  government.  It  has  effectively  stalled  im- 
position of  fee  fixing  to  this  point.  There  is  no 
assurance  that  the  Congress  will  even  buy  the 
RVS  once  it  is  completed;  there  is  also  no  assur- 
ance it  will  be  ratified  by  the  House  of  Dele- 
gates. There  is  even  less  assurance  the  govern- 
ment will  keep  its  promises,  since  one  Congress 
does  not  consider  itself  bound  by  the  actions  of 
others. 

Some  of  our  colleagues  have  apparently  decid- 
ed they  would  rather  take  their  chances  with  the 
government  than  with  their  own  colleagues  (they 
must  not  ever  have  been  in  the  military  service) 
and  some  of  the  specialty  groups  have  set  about 
negotiating  fees  with  the  government.  It  has,  like 
the  late  Unpleasantness  Between  the  States  and 
the  physical  drought,  pitted  brother  against 
brother.  As  with  the  water,  there  is  a limit  to 
available  health  care  funds.  If  we  go  to  fighting 
among  ourselves,  we  will  have  taken  the  federal 
bait,  as  this  is  precisely  what  the  feds  have  in 
mind,  and  have  had  all  along.  The  Ship  of  Med- 
icine will  founder  on  that.  Not  only  that,  it  will 
deserve  to. 

Short-term  solutions  often  have  disastrous 
consequences,  whether  we  are  talking  about 
water,  money,  or  patient  care  (which  is,  after  all. 
what  we  are  about — remember?).  The  reasons  for 
sticking  together  are  compelling,  but  they're  hard 
to  see  when  the  green  gets  in  your  eyes. 

J.B.T. 


Into  the  Seine 

After  “the  boy”  in  Dr.  Ferroll  Sams’  delight- 
ful reminiscences  on  Southern  boyhood.  Run  with 
the  Horseman,  set  fire,  with  disastrous  conse- 
quences, to  the  gaseous  emissions  from  the  mule 
he  was  following,  his  father  declined  to  punish 
him,  commenting  that  “He  is  not  a bad  boy.  He 
minds  well.  I just  can’t  think  of  enough  things  to 
tell  him  not  to  do.”  Mostly,  we  are  all  not  nearly 
so  fortunate. 

By  all,  I mean  mankind  in  general,  or  at  least 
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as  much  of  it  as  I have  had  occasion  to  know 
anything  about.  Almost  everyone  in  a position  to 
do  it  spends  a whole  lot  of  his  time  thinking  of 
ways  to  make  everybody  else  mind.  Those  not  in 
a position  to  do  it  on  their  own  appeal  to  higher 
authority,  e.g.,  “Mama,  make  him  mind!”  The 
highest  authority  was  once  the  church,  after  it 
usurped  God’s  position,  but  that  led  to  the  Ref- 
ormation and  the  priesthood  of  all  believers, 
where  everyone  was  to  be  freed  of  all  that.  Were 
they?  Be  serious!  I read  that  Southern  Baptists 
are  now  being  told  by  their  newly  elected  leaders 
to  mind  their  ministers,  though  others  said  they 
thought  minister  meant  servant. 

Since  the  end  of  the  Inquisition  (Roman)  and 
the  Roundhead  (Puritan)  tyranny,  believers,  Prot- 
estants at  least,  have  had  the  freedom  to  consult 
Scripture  on  their  own  and  adjust  their  thinking  to 
conform  more  or  less  to  their  own  wishes  in  mat- 
ters religious.  Like  the  rest  of  us,  the  Baptists  can 
pay  attention  or  not,  as  suits  their  fancy.  In  other 
areas  we  are  again  not  so  fortunate. 

Death  we  can’t  do  anything  at  all  about,  and 
taxes  not  much,  considering  we  have  a profligate 
legislative  body,  each  member  of  which  is  intent 
on  pouring  money  down  his  own  favorite  rat-hole 
(by  which  I mean  the  favorite  rat-hole  of  those 
who  got  him  elected).  It  appears  that  voting  the 
beggars  out  will  only  get  you  another — maybe 
twice  as  bad.  They  apparently  have  collectively 
determined  that  they  can  satisfy  the  entire  fed- 
eral deficit  through  economies  in  the  health  care 
system,  and  so  they  are  trying  their  best  to  effect 
such  economies.  Taking  their  cue  from  their 
minions  (masters?)  in  Washington,  both  labor  and 
management  have  decided  that  all  their  fiscal 
problems  could  be  solved  by  minimizing  their 
health  care  costs  while  at  the  same  time  maxi- 
mizing their  benefits.  Of  course,  the  private  in- 
surers cannot  be  far  behind. 

To  effect  these  economies,  a whole  new  bu- 
reaucracy has  evolved  that  does  not  cost  much 
more  than  the  money  it  is  designed  to  save.  And 
think  of  the  jobs  it  provides — all  the  way  down 
to  the  lumber  companies  who  furnish  the  paper 
pulp  to  make  the  paper  for  all  the  forms  that  all 
of  those  extra  people  whom  we  have  hired  to  fill 
them  out  can  fill  out  to  satisfy  all  those  extra 
people  who  have  been  hired  to  read  them  can 
read  and  file  them  all  in  those  new  cabinets  they 
have  had  to  buy  to  file  them  in.  If  you  got  tired 
of  that  before  you  got  to  the  end  of  that  sen- 
tence, I have  a solution  for  it:  junk  the  system, 
and  save  yourself  some  money. 
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There  are  clear  losers,  and  there  are  clear 
winners — aside  from  the  legislators  and  the  fill- 
ers of  all  those  newly  created  positions — in  all  of 
this.  The  clear  losers  are  the  patients.  The  mon- 
ey that  could  go  to  their  health  care  is  being 
swallowed  up  by  Jaws  IV,  and  they  may  be  de- 
prived of  entry  into  the  hospital,  be  kicked  out 
early,  or  have  their  claims  denied.  The  clear  win- 
ners are,  as  usual,  the  plaintiffs’  attorneys.  When 
the  patients  find  out — and  it  is  our  duty  to  them 
to  be  sure  they  do  find  out — that  the  reason  they 
hurt  and  their  wound  dehisced  is  that  they  had 
to  go  home  when  they  did  because  it  was  de- 
creed from  on  high  (just  barely  short  of  God) 
that  that  was  when  they  had  to  go  home,  which 
was  too  early,  well,  in  this  litigious  society  whom 
will  they  turn  to  but  their  very  friendly  plaintiffs 
attorney?  We  need  only  to  make  certain  that  in 
addition  to  telling  the  patient  he  should  really  not 
be  going  home  now  that  it  is  clearly  and  legibly 
documented  in  the  chart  that  he  really  should  not 
be  going  home  now.  (Some  of  you  need  either 
to  learn  to  write  or  to  take  someone  around  with 
you  to  write  it  for  you.  My  experience  on  the 
claims  review  committee  has  convinced  me  that 
it  would  save  you  a lot  of  grief.) 

To  hold  one’s  job,  one  must  satisfy  one’s  mas- 
ter. When  satisfying  one’s  master  requires  saving 
him  money,  you  save  him  money,  or  he  may  save 
money  by  axing  you.  Insurers,  whether  Medi- 
care, Equicor,  or  whatnot,  have  directors  (in 
Medicare’s  case  the  PRO)  whose  job  it  is  to  save 
money;  this  is  laughingly  called  quality  control  (as 
with  the  honor  system:  you’ve  got  the  honor; 
we’ve  got  the  system).  So  they  do — or  at  least 
they  cut  all  the  corners  they  can,  and  they  can 
cut  a lot.  They  have  to  pay  their  salary. 

When  rigid  Javert  finally  discovered  the  mis- 
chief the  rigid  French  system  was  causing,  he  had 
the  grace  to  disappear  into  the  Seine.  I doubt  we 
can  expect  even  nearly  as  much. 

J.B.T. 


A World  Without  Oreos 

That  the  tobacco  companies  are  not  interested 
in  promoting,  or  even  in  sustaining,  good  health 
is  now  accepted  by  everyone  except  the  tobacco 
companies  (publicly).  Even  smokers  acknowl- 
edge this,  and  subpoenaed  material  that  came  out 
in  the  recent  lawsuit,  decided,  not  too  unfavora- 
bly actually,  against  the  tobacco  companies, 
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demonstrated  a cynical  attitude  toward  humani- 
ty. Though  the  tobacco  companies  were  crowing 
about  what  they  considered  a left-handed  exon- 
eration through  a faint-hearted  slap  on  the  wrist 
by  the  Supreme  Court,  if  they  had  any  credibility 
left  it  should  have  been  thoroughly  pulverized  for 
any  thinking  person  by  the  damaging  documents 
that  were  brought  to  light. 

When  despicable  persons  are  backed  into  a 
corner,  one  can  only  expect  despicable  acts.  It  is 
when  an  idol  turns  out  to  have  feet  of  excrement 
that  one  shudders.  One  would  expect  despicable 
acts  from  R.J.  Reynolds  Tobacco  Co.,  since  they 
have  consistently  behaved  that  way,  but  one 
would  expect  better  of  Nabisco,  a respected  name 
in  foods — until  one  recognizes  that  Nabisco  is 
now  owned  by  R.J.  Reynolds,  and  the  company 
name  is  now  R.J.R.  Nabisco. 

A story  in  Time  magazine  recounts  how  upon 
banning  smoking  on  all  its  domestic  flights. 
Northwest  Airlines  publicized  its  action  through 
a humorous  TV  ad  that  showed  passengers,  ex- 
cept for  a lone  smoker,  applauding  when  a flight 
attendant  made  the  no  smoking  announcement. 
It  infuriated  the  vice-chairman  of  R.J.R.  to  learn 
that  the  advertising  agency  responsible  for  the  ad 
also  handled  many  of  R.J.R.'s  consumer  staples, 
such  as  Fig  Newtons,  Oreos,  and  Life  Savers.  It 
so  infuriated  him  that  he  fired  the  agency  on  the 
spot,  costing  them  $84  million  in  annual  billing 
and  ending  an  18-year  relationship.  It  also  ter- 
minated 120  jobs.  Incidentally,  the  agency  han- 
dled no  tobacco  ads.  It  is  a sign  the  screw  is 
tightening;  the  agency  and  its  former  employees 
are  martyrs  to  health. 

It  is  hard  for  me  to  imagine  a world  without 
Oreos,  but  I would  be  willing  to  try  it  if  it  would 
mean  a world  without  R.J.R.,  and  penury  for 
such  drug  pushers  as  its  vice-chairman.  (As  I 
found  out,  nicotine  is  just  another  addicting  drug; 
no  smoker  needed  the  surgeon  general  to  tell  him 
that.)  Oreos  are  good,  to  be  sure,  but  not  that 
good. 

J.B.T. 


Thomas  Congdon  Gladding,  age  64.  Died  May  20, 
1988.  Graduate  of  Columbia  University  College  of 
Physicians  and  Surgeons.  Member  of  Memphis-Shelby 
County  Medical  Society. 


John  Harold  Lesher,  age  81.  Died  May  30,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 

Lee  Rush,  Jr.,  age  72.  Died  June  7,  1988.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member 
of  Consolidated  Medical  Assembly  of  West  Tennessee. 

George  M.  Trotter,  Jr.,  age  81.  Died  June  6,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 


The  Doctor’s  Wife 

She’s  always  there — 

—THE  DOCTOR’S  WIFE 
The  trials  of  life 
to  see  us  through 
The  encouragment  of  faith 
to  share  medicine  too 
The  cheerful  manner  and 
winning  smile 
The  loyalty  and  devotion 

making  life’s  journey  worthwhile. 

She’s  always  there — 

—THE  DOCTOR'S  WIFE 
To  chauffeur  the  children 
and  guide  their  ways 
To  cook  and  sew,  a loving 
home  to  make 

To  volunteer  for  community  needs 
and  enduring  projects  undertake 
To  understand  the  urgency  of 
medical  calls  that  cannot  wait. 

She’s  always  there — 

—THE  DOCTOR’S  WIFE 
An  auxiliary  member  to  promote 
our  cause  and  image  make 
A strong  supporter  for 
medicine’s  wonderful  heritage  sake 
A devoted  mate  and  girl  Friday  too 
a special  person  to  share  our  life 
The  one  we  love — 

—THE  DOCTOR'S  WIFE 

— William  D.  Crawley,  M.D. 
4719  Brainerd  Road 
Chattanooga,  TN  37411 
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new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Curtis  B.  Clark , M.D. , Jackson 
Tony  N.  Phillips , M.D.,  Jackson 
Ricky  Allen  Smith , M.D.,  Jackson 


LAWRENCE  COUNTY  MEDICAL  SOCIETY 

C.  Robert  Harmuth,  M.D.,  Lawrenceburg 


MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

William  Bernet , M.D.,  Memphis 
Joan  Barbara  Carrol,  M.D.,  Memphis 
Timothy  Phillip  David,  M.D.,  Memphis 
Thomas  Henry  Dudley,  Jr.,  M.D.,  Memphis 
Donald  Joseph  Eastmead,  M.D.,  Germantown 
Stephen  Walter  Hardman,  M.D.,  Memphis 
Seth  Ian  Kaufman,  M.D.,  Memphis 
Timothy  Craig  Nauert,  M.D. , Memphis 
Bryan  Paul  Simmons,  M.D.,  Memphis 
Robert  Eugene  Tipton,  M.D.,  Memphis 
John  Thomas  Walsh,  M.D.,  Memphis 
James  M.  West,  M.D.,  Germantown 

(Students) 

John  Baker,  Memphis 

Mark  Andrew  Dodson,  Memphis 


NASHVILLE  ACADEMY  OF  MEDICINE 

Thomas  Michael  Carey,  M.D.,  Nashville 
Mark  Pearce  Freeman,  M.D.,  Nashville 
Randy  Curtis  Fullerton,  M.D.,  Nashville 
Gerald  S.  Gotterer,  M.D.,  Nashville 
Curtis  James  Hagenau,  M.D.,  Nashville 
Henry  C.  Jao,  M.D.,  Madison 
Nancy  Jane  Krohn,  M.D.,  Nashville 
Theodore  Carl  Larson,  III,  M.D.,  Madison 
Sandra  Reese  Leavell,  M.D.,  Nashville 
Jeffrey  David  Petersohn,  M.D.,  Nashville 
Neil  M.  Price,  M.D.,  Nashville 
Sherrie  Anderson  Richards,  M.D.,  Madison 
Vito  K.  Rocco,  M.D.,  Nashville 
Steven  J.  Sperring,  M.D.,  Nashville 
William  Clark  Thompson,  M.D.,  Nashville 

(Students) 

David  E.  Kilgore,  Nashville 
Michael  Kyzer,  Nashville 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 


Thirty-six  TMA  members  qualified  for  the 
AMA  Physician's  Recognition  Award  during 
May  1988. 

To  qualify  for  the  PRA.  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period:  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Rex  A.  Amonette,  M.D.,  Memphis 
Bebe  A.  B.  Avery,  M.D. , Knoxville 
Thomas  M.  Beahm,  M.D.,  Chattanooga 
Robert  E.  Bowers,  M.D.,  Chattanooga 
Henry  B.  Brackin,  Jr.,  M.D.,  Nashville 
Bruce  B.  Brown,  M.D,  Union  City 
Jack  P.  Byrd,  M.D.,  Cleveland 
Lisa  T.  Craft,  M.D.,  Nashville 
Herberts.  Dodge,  M.D.,  Memphis 
Robert  J.  Doell,  M.D.,  Kingsport 
Cornell  C.  Faquin,  M.D. , Memphis 
Roland  W.  Gray,  M.D.,  Nashville 
Clark  R.  Gregg,  M.D.,  Nashville 
Ronald  K.  Grossman,  M.D.,  Memphis 
Gary  S.  Gutow,  M.D.,  Nashville 
Charles  R.  Handorf  M.D.,  Memphis 
Yune-Gill  Jeong,  M.D.,  Chattanooga 
David  S.  Jones,  M.D.,  Nashville 
Sarbjeet  S.  Kumar,  M.D.,  Springfield 
Melvin  G.  Lewis,  M.D. , Lewisburg 
Edward  T.  McNeeley,  M.D.,  Norris 
Mohammed  Moinuddin,  M.D. , Memphis 
Marion  R.  Moore,  M.D.,  Memphis 
Subir  K.  Nag,  M.D.,  Chattanooga 
Richard  A.  Obenour,  M.D.,  Knoxville 
Robert  C.  Reeder,  M.D.,  Memphis 
Jeffrey  P.  Robbins,  M.D.,  Bristol 
John  C.  Rodgers,  Jr.,  M.D. , Knoxville 
Carl  W.  Rogers,  M.D.,  Lebanon 
John  A.  Shull,  M.D.,  Chattanooga 
Robert  J.  Smith,  M.D.,  Murfreesboro 
Lee  W.  Stewart,  M.D.,  Nashville 
Richard  O.  Sutton,  M.D.,  Martin 
James  M.  Turnbull,  M.D.,  Johnson  City 
Ralph  E.  Wesley,  M.D.,  Nashville 
Judith  L.  White,  M.D.,  Chattanooga 


RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Sammie  Inez  Long,  M.D.,  Murfreesboro 
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Tennessee  Medical  Association  Auxiliary 


IMPACT/AMPAC  Political  Education  Seminar 
Saturday,  September  24 
Vanderbilt  Plaza  Hotel,  Nashville 

Here  is  a seminar  that  combines  political  education,  a campaign  simulation,  and  fun  all 
in  one  day,  where  participants  learn  the  most  fundamental  elements  of  American  politics 
and  come  away  with  an  understanding  of  the  political  process.  Most  important  of  all, 
seminar  attendees  will  learn  where  best  to  apply  their  political  lesson. 

Where  can  you  learn  how  to  represent  the  medical  community  in  the  political  arena? 
At  the  Political  Education  Seminar,  September  24,  Vanderbilt  Plaza  Hotel,  Nashville.  Jointly 
sponsored  by  IMPACT  and  AMPAC,  this  seminar  is  designed  to  show  you,  in  fact  teach 
you,  that  good  medicine  and  good  politics  can  and  must  mix— but  only  if  you  play  a role 
in  the  process. 

For  further  details,  or  to  add  your  name  to  the  participant  list,  please  contact  Mrs.  A. 
Hoyt  Crenshaw,  21  Bellair  Drive,  Memphis,  TN  38104.  Phone  (901)  726-5225. 


UPDATE  ’88 

Sunday,  September  25-Monday,  September  26 
Vanderbilt  Plaza  Hotel,  Nashville 

This  seminar  for  all  Auxiliary  members  is  an  opportunity  for  leadership  training  and 
sharing  of  ideas  and  concerns,  in  addition  to  our  fall  board  meeting. 

Speakers:  Outstanding  speakers  on  a variety  of  topics  will  be  included.  Dr.  Craig  Heim 
of  Vanderbilt  University  will  conduct  a workshop  on  the  dangers  of  tobacco  use,  and 
Priscilla  Gerber,  AMAA  representative,  will  outline  the  AMA  program  on  “Tobacco  Free 
Society”  and  the  Auxiliary’s  role  in  this  important  effort.  Mr.  Ed  Kelsay  from  Oklahoma 
will  conduct  a workshop  on  “Listening:  The  Leader’s  Skill.”  Mr.  Kelsay  is  an  attorney 
serving  as  legal  counsel  for  the  Oklahoma  State  Medical  Association  and  a member  of  the 
National  Speakers  Association,  an  organization  for  professional  public  speakers.  Those  of 
us  who  heard  him  at  Leadership  Confluence  in  Chicago  know  what  a dynamic  speaker  Mr. 
Kelsay  is.  In  addition.  Dr.  John  Greene,  director  of  Adolescent  Medicine  and  Student 
Health  at  Vanderbilt  University,  will  give  us  an  update  on  adolescent  health. 

Workshops:  Workshops  will  be  conducted  for  county  presidents,  presidents-elect,  treas- 
urers, AMA-ERF  chairmen,  membership  chairmen,  and  legislation  and  IMPACT/ 
AMPAC  chairmen. 

Idea  Fair:  Each  county  is  being  invited  to  bring  an  exhibit  highlighting  one  of  its  county 
projects  to  share  with  other  auxiliaries.  The  Idea  Fair  will  be  an  opportunity  to  pick  up 
new  ideas  and  to  share  tried  and  true  ones  with  other  auxilians. 

Please  encourage  your  spouse  to  attend.  Registration,  with  $45  meal  fee,  should  be  sent 
to  Mrs.  Christopher  Norwood,  725  Kempton  Road,  Knoxville,  TN  37909. 
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MIA  continuing  medical , 

111  In  education  opportimilie/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 


Sept.  9-10 
Sept.  15-17 

Sept.  16 
Sept.  30-Oct.  2 
Sept.  30-Oct.  2 

Oct.  7-8 


Oct.  12-15 

Oct.  29-31 
Nov.  2-5 

Nov.  18-19 
Dec.  1-3 

Dec.  2-3 
Dec.  3-4 


The  CO:  Laser  in  Gynecologic  Surgery 
Lasers  in  Otolaryngology— Head  and  Neck 
Surgery 

Psychopharmacology  Update 
Gastroenterology  Update 
4th  Annual  Critical  Care  Medicine — Pana- 
ma City,  Fla. 

Dedication  of  the  Henry-Joyce  Comprehen- 
sive Cancer  Center — Cancer  in  Women, 
Hematology/Oncology  Update,  and  Nursing 
Issues  in  Cancer  in  Women 
Computers  in  Anesthesia  IX — Napa  Valley, 
Calif. 

Annual  Alumni  Reunion 
Annual  Urology  Society  Visiting  Professor- 
ship and  Rhamy-Shelly  Lecture 
The  CO;  Laser  in  Gynecologic  Surgery 
Lasers  in  Otolaryngology — Head  and  Neck 
Surgery 

Annual  High  Risk  Obstetrics  Seminar 
Annual  Update  in  Anesthesiology 


Feb.  4-11 
Feb.  4-11 
Feb.  11-18 

Feb.  15-18 


6th  Annual  Advances  in  Medicine — Snow- 
mass  Village,  Colo. 

Diagnostic  Radiology/Medical  Imaging  II — 
Snowmass  Village,  Colo. 

3rd  Annual  Advances  in  Infertility  and  Re- 
productive Endocrinology — Snowmass  Vil- 
lage. Colo. 

1st  Annual  Vanderbilt  Symposium  on  Pain — 
Cancun,  Mexico 


For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine.  CCC- 
5326  MCN.  Nashville,  TN  37232.  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow'  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  contact  w'ith  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  w'eek  of  educational 
experience  including  lunch  and  parking  at  Meharrv  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician's  Recog- 
nition Aw'ard,  AAFP.  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN'37208,  Tel. (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 


Sept.  15-16 

Sept.  30-Oct. 
Oct.  14-15 


Sept.  29-30 
Oct.  6-8 

Oct.  9-12 

Oct.  15-18 

Oct.  27-28 
Oct.  27-29 

Nov.  3-4 

Nov.  10-12 


Memphis 

20th  Memphis  Conference  on  the  Mother, 
Fetus  and  New'born 
Pediatric  Radiology 
Pain  Symposium 

Knoxville 

4th  Annual  Vascular  Surgery  Conference 
8th  Annual  Smoky  Mountain  Seminar  in 
Obstetrics  and  Gynecology — Gatlinburg 
10th  Annual  Obstetric  Office  Ultrasound 
Physician  Workshop — Gatlinburg 
10th  Annual  Practical  Otolaryngology  for  the 
Primary  Care  Physician — Gatlinburg 
Head  and  Neck  Imaging — Gatlinburg 
13th  Annual  Cancer  Concepts  Physician 
Workshop — Gatlinburg 
5th  Annual  Alzheimer's  Disease  Sympos- 
ium— Gatlinburg 
Cleft  Palate 
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Absence  of  Corpus  Callosum 

TERRELL  C.  ESTES,  M.D.  and  JOE  E.  MITCHELL,  M.D. 


Case  Report 

A 6-week-old  w'hite  female  infant  was  admitted  to  the 
hospital  because  of  the  development  of  seizures  described  as 
sudden  pulling  up  of  the  arms  and  legs  associated  with  jerk- 
ing movements  and  cyanosis  for  approximately  24  hours.  Sig- 
nificant physical  findings  were  poor  grasp  reflex  and  control, 
no  tracking  movement  of  the  eyes,  and  a coloboma  of  the 
left  iris  with  lacuna  retinopathy.  The  infant  otherwise  ap- 
peared to  be  well  developed  with  no  other  external  abnor- 
malities. The  mother  was  an  18-year-old  gravida  1.  para  1 
with  a normal  pregnancy  history.  The  electroencephalogram 
(EEG)  showed  a hypsarrhythmia.  The  ultrasound  examina- 
tion obtained  on  admission  was  interpreted  as  showing  age- 
nesis of  the  corpus  callosum  with  a cyst-like  structure  in  the 
expected  location  of  the  corpus  callosum  as  well  as  enlarge- 
ment of  the  lateral  and  third  ventricles  (Fig.  1).  A CT  scan 
study  obtained  later  the  same  day  confirmed  the  findings  on 
the  ultrasound  examination  but  did  not  add  any  additional 
information  to  that  already  available  from  the  ultrasound 
study.  The  coronal  sections  of  a magnetic  resonance  imaging 
(MRI)  study  that  was  done  later  duplicated  the  findings  seen 
on  ultrasound  (Figs.  2 and  3).  The  MRI  study,  however,  also 
demonstrated  in  the  sagittal  projection  hypoplasia  of  mid-brain 
structures  including  the  inferior  vermis  (Fig.  4).  which  had 
not  been  apparent  on  either  CT  scan  or  ultrasound. 

Seizures  were  initially  controlled  with  phenobarbital.  The 
patient  was  subsequently  seen  at  the  University  of  Virginia 
Neurology  Clinic,  and  the  diagnosis  of  Aicardi's  syndrome 
was  confirmed.  She  was  subsequently  hospitalized  up  to  the 
age  of  4 months  on  three  other  occasions  for  severe  seizure 
activity'.  The  seizure  activity'  was  only  partially  controlled  with 
20  mg  of  phenobarbital  twice  daily  and  ACTH  gel  40  units 
intramuscularly  daily. 

At  age  4 months  no  further  developmental  progress  had 
been  noted,  and  death  occurred  at  age  9 months. 


From  the  Departments  of  Radiology  (Dr.  Estes)  and  Pediatrics 
(Dr.  Mitchell).  Bristol  Memorial  Hospital,  and  the  Quillen-Dishner 
College  of  Medicine.  East  Tennessee  State  University.  Johnson  City. 

Reprint  requests  to  Department  of  Radiology.  Bristol  Memorial 
Hospital.  350  Blountville  Hwy.,  Suite  106.  Bristol,  TN  37620  (Dr. 
Estes). 


Discussion 

Agenesis  of  the  corpus  callosum  has  been 
known  as  a pathologic  entity  at  autopsy  since 
1812.  The  first  antemortem  diagnosis  by  pneu- 
moencephalography was  not  made  until  1934. 
Savitsky  and  Spivelli1  reviewed  the  literature  and 
added  the  11th  antemortem  diagnosis  with  au- 
topsy findings  in  a 6-month-old  female  infant  who 
had  other  abnormalities  in  common  with  what  is 
now  recognized  as  Aicardi’s  syndrome. 

The  spectrum  of  clinical  manifestations  in 
which  agenesis  of  the  corpus  callosum  occurs  can 
range  from  the  rare  asymptomatic  state,  associ- 
ated with  mild  behavioral  abnormalities,2-3  to  the 
most  severe  state,  Aicardi’s  syndrome,  in  which 


Figure  1.  Coronal  ultrasound  study  obtained  through  the  anterior  fon- 
tanel demonstrating  agenesis  of  the  corpus  callosum  with  a midline 
cyst  as  well  as  dilatation  of  the  lateral  and  third  ventricles. 
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agenesis  of  the  corpus  callosum  is  a central  fea- 
ture. Other  features  of  Aicardi’s  syndrome  are 
mental  retardation,  convulsions,  vertebral  an- 
omalies, eye  and  chorioretinal  lesions  (lacunae), 
female  sex,  and  various  EEG  abnormalities — 
most  commonly  hypsarrhythmia.46  Lacey7  has 
suggested  that  the  severity  of  the  neural  devel- 
opmental outcome  correlates  rather  well  with  the 
age  at  which  initial  identification  of  the  defect 
was  made. 

Agenesis  of  the  corpus  callosum  may  occur 
sporadically,  transmitted  as  a dominant  trait,8  as 
an  X-linked  recessive  trait,9  or  as  what  would  ap- 
pear to  be  X-linked  dominance  with  lethality  for 
the  male  in  the  Aicardi  syndrome.10 

Considerable  information  can  be  obtained  from 
modern  imaging  techniques  including  CT,  ultra- 
sound and  MRI  in  the  evaluation  of  agenesis  of 
the  corpus  callosum  and  associated  anomalies.  In 
particular,  MRI  has  been  useful  in  demonstrat- 
ing the  full  extent  of  associated  anomalies.11  Brain 
stem  hypoplasia  such  as  occurred  in  this  case  was 
well  demonstrated  on  the  MRI  examination,  and 
was  seen  by  Atlas  and  his  group  in  three  out  of 


Figure  2.  T,  weighted  coronal  MRI  image  of  the  head  demonstrating 
agenesis  of  the  corpus  callosum  and  enlargment  of  the  lateral  and 
third  ventricles. 


Figure  3.  Coronal  T,  weighted  image  of  the  head  at  the  level  of  the 
occipital  horns  of  the  lateral  ventricles  demonstrating  enlargement  of 
the  occipital  horns  as  well  as  the  midline  cyst. 


Figure  4.  Sagittal  T,  weighted  image  of  the  head  demonstrating  en- 
largement of  the  lateral  ventricles  and  hypoplasia  of  mid-brain  struc- 
tures including  the  vermis. 


558 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


11  patients  with  total  or  partial  agenesis  of  the 
corpus  callosum.  The  interhemispheric  cyst  seen 
in  this  case  was  readily  identified  by  all  three  im- 
aging modalities,  and  is  a fairly  frequent  anom- 
aly reported  in  up  to  30%  of  cases.12 

In  this  case,  ultrasound  proved  to  be  a rela- 
tively inexpensive,  accurate,  and  readily  avail- 
able means  of  diagnosing  the  patient’s  principal 
anomalies.  In  following  up  the  ultrasound  exam- 
ination, however,  MRI  proved  to  be  more  valu- 
able than  CT  scanning.  This  observation  is  sup- 
ported in  the  literature13  and  appears  to  be  the 
result  of  the  capability  of  MRI  to  image  the  head 
in  multiple  planes  while  providing  exquisite  ana- 
tomic detail.  CT  scanning  continues  to  be  rec- 
ommended, however,  in  cases  where  acute  hem- 
orrhage is  suspected,  since  the  changes  associated 
with  it  may  be  subtle  or  inapparent  on  an  MRI 
study  obtained  within  24  hours  of  the  event.14 
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Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Pulmonary  Talc  Granulomatosis 
Due  to  Intravenous  Ritalin 


JERRY  WILLIAMS,  M.D.;  SCOTT  WILHOITE,  M.D.;  PETER  MANOS,  M.D.; 
PHILLIP  ZOLLARS,  M.D.;  GEORGE  YOUNGBERG,  M.D.;  and  WILLIAM  DRALLE,  M.D. 


Introduction 

Several  pulmonary  diseases  are  associated  with 
intravenous  drug  abuse.  Methylphenidate  hydro- 
chloride (Ritalin),  an  amphetamine-like  substance 
available  in  tablet  form,  can  result  in  foreign  body 
granulomata1'6  and  pulmonary  hypertension  with 
fatal  cor  pulmonale1 3 7 when  injected  intravenous- 
ly. We  describe  a patient  with  pulmonary  “main- 
line” granulomatosis  due  to  intravenous  injection 
of  crushed,  dissolved  tablets  of  Ritalin,  with  a re- 
view of  the  literature. 

Case  Report 

A 40-year-old  black  man  was  admitted  to  Veterans 
Administration  Medical  Center  on  Aug.  28.  1987  for  evalua- 
tion of  progressive  dyspnea  for  several  months  associated  with 
decreased  exercise  tolerance.  The  patient's  history  included  a 
15-year  period  of  intravenously  injected  crushed  Ritalin  tab- 
lets with  occasional  use  of  heroin.  In  addition  to  having  a 30 
pack-year  smoking  history,  the  patient  admitted  to  excessive 
alcohol  consumption.  There  was  no  history  of  occupational 
dust  exposure. 

Physical  examination  findings  included  numerous  needle 
marks  and  thrombosed  veins  on  both  arms.  There  was  no 
evidence  of  cyanosis,  retinal  talc  emboli,  coarse  crackles,  or 
clubbing.  Pulmonary  function  tests  revealed  a mild  obstruc- 
tive pattern  (FEV,  2.14  L,  FVC  3.52  L)  with  associated  se- 
vere decrease  in  single-breath  diffusing  capacity  for  carbon 
monoxide  (D,CO)  (32%  of  predicted).  Total  lung  capacity 
was  6.01  L (113%  of  predicted).  Chest  radiograph  revealed  a 
1.5x2.5-cm  nodular  density  in  the  right  mid-lung  field.  PPD 
skin  test  was  negative  with  positive  controls.  Routine  com- 
plete blood  count  and  chemistry  profile  were  within  normal 
limits.  Antibody  testing  against  human  immunodeficiency  vi- 
rus was  negative.  Swan-Ganz  catheterization  revealed  no  evi- 
dence of  pulmonary  hypertension.  Bronchoscopy  revealed  no 
endobronchial  lesions  or  mucosal  abnormalities.  Bronchial 
washings  were  negative  for  tuberculosis,  fungal  disease,  and 
malignancy. 

On  Sept.  9,  an  open  lung  biopsy  was  performed  with  wedge 
resection  of  the  nodule  in  the  right  mid-lung  field.  Micro- 
scopic evaluation  of  the  pulmonary  nodule  revealed  moder- 
ately differentiated  adenocarcinoma  (Fig.  1),  while  the  lung 
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biopsy  revealed  diffuse  interstitial  fibrosis  with  numerous  for- 
eign body  granulomas  (Fig.  2)  containing  strongly  birefrin- 
gent  material  (Fig.  3).  Some  of  the  particles  exceeded  40  p. 
in  size.  The  Armed  Forces  Institute  of  Pathology  confirmed 
the  findings  of  foreign  body  granulomas  consistent  with  talc 
granulomatosis.  The  patient  had  an  unremarkable  postoper- 
ative course  and  was  discharged  from  the  hospital  in  stable 
condition. 

Discussion 

Talc,  or  magnesium  trisilicate,  is  used  as  a fill- 
er that  holds  components  of  the  pill  together2  and 
prevents  the  tablets  from  sticking  to  punches  and 
dies.5  If  tablets  are  dissolved  and  injected  into 
systemic  veins,  pulmonary  talc  granulomas  are  the 
expected  consequence.18  The  tablets  most  com- 
monly used  for  intravenous  injection  after  crush- 
ing and  dissolving  are  methylphenidate  (Ritalin), 
methadone,  tripelennamine  (Pyribenzamine), 
propoxyphene  hydrochloride  (Darvon),  phen- 
metrazine  hydrochloride  (Preludin),  and  am- 
phetamines.2 

Progressive  dyspnea  has  been  the  most  common 
presenting  feature  of  pulmonary  talc  granulomato- 
sis.1 The  chest  roentgenogram  may  be  normal,  or 
may  show  widespread  nodules  measuring  1 mm  or 
less  in  diameter;  they  may  be  associated  with  loss 
of  lung  volume.5  Retinoscopy  has  been  reported  to 
have  a high  diagnostic  yield,  and  may  reveal  talc 
emboli,  which  appear  as  small  whitish  glistening 
dots,  usually  concentrated  in  the  macular  area.5 
Pulmonary  function  studies  typically  show  a re- 
strictive pattern  with  a low  carbon  monoxide  dif- 
fusing capacity,  but  a pattern  of  combined  obstruc- 
tive and  restrictive  disease  has  been  reported5  as 
illustrated  in  our  patient.  Pulmonary  hypertension 
and  fatal  cor  pulmonale  are  reported  sequelae.1-3-7 
This  may  result  from  talc-induced  granulomatous 
involvement  of  the  pulmonary  vasculature  with 
subsequent  thrombosis  and  vascular  sclerosis.  Ar- 
nette  et  al3  reported  that  pulmonary  hypertension 
was  less  likely  if  pulmonary  talc  granulomas  were 
located  predominantly  within  the  pulmonary  inter- 
stitium  rather  than  in  the  pulmonary  arteries.  Our 
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Figure  1.  Pulmonary  adenocarcinoma  (hematoxylin-eosin,  x122). 


patient  was  similar  in  that  granulomatous  involve- 
ment was  predominantly  in  the  pulmonary  intersti- 
tium  with  no  evidence  of  pulmonary  hypertension. 

Granulomatous  changes  with  multinucleated 
giant  cells,  lymphocytes,  histiocytes,  and  even- 
tual fibrosis  are  seen  histologically.6-8  Magnesium 
trisilicate  appears  under  polarized  light  as  strong- 
ly birefringent  crystals  in  the  granulomas.  Crystal 
size  may  be  used  to  help  differentiate  intrave- 
nous from  inhalation  talc  granulomatosis.6  In- 
haled talc  is  found  as  single  crystals  rarely  larger 
than  5 (jl,  with  no  tendency  to  be  phagocytized 
by  macrophages.  In  contrast,  injected  talc  crys- 
tals can  be  up  to  100  fx  in  size  and  are  found  in 
aggregates  within  foreign  body  giant  cells. 

An  increased  risk  of  bronchogenic  carcinoma 
among  workers  exposed  to  talc  mined  in  certain 
geographic  locations  has  been  claimed.9  We  know 
of  no  reports  of  lung  carcinoma  specifically  relat- 


Figure 3.  Foreign  body  granuloma  with  large  birefringent  particles 
(hematoxylin-eosin,  full  polarization,  x500). 


Figure  2.  Foreign  body  granuloma  (hematoxylin-eosin,  partial  polari- 
zation, x500). 


ed  to  intravenous  talc  granulomatosis.  This  may 
be  related  to  the  shortened  life  span  in  intrave- 
nous drug  abusers,  who  developed  complications 
and  death  from  their  addiction.  Our  patient  also 
had  adenocarcinoma  of  the  lung,  which  has  also 
been  linked  to  cigarette  smoking;  our  patient  did 
have  a 30  pack-year  smoking  history.10 

Unfortunately,  pulmonary  talc  granulomatosis 
is  an  irreversible  disease  whose  severity  appears 
to  increase  despite  discontinuation  of  drug  abuse.5 
Corticosteroids  have  afforded  variable  results.5 
The  possibility  of  pulmonary  talc  granulomatosis 
should  always  be  considered  in  patients  with 
unexplained  dyspnea  and  known  history  of  drug 
abuse.  r ^ 
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Shelby  Medical  College  and 
John  Shelby , M.D.  (1786-1859) 

R.  H.  KAMPMEIER,  M.D. 


Shelby  Medical  College  opened  its  doors  on 
Nov.  2,  1858.  After  three  successful  sessions, 
whatever  promise  it  might  have  had  was  cut  short 
by  the  Civil  War.  According  to  Clayton1  its  build- 
ings were  requisitioned  by  the  Union  Forces  first 
for  a hospital,  then  as  a barracks  for  soldiers,  and 
finally  as  a barracks  for  refugees.  He  added,  “With 
buildings  dilapidated,  museum,  cabinets,  and 
chemical  apparatus  a mass  of  rubbish,  and  only  a 
minority  of  the  faculty  surviving,  the  institution 
was  in  bad  plight  for  reorganization.”  It  lacked 
the  potentials  for  survival  that  made  it  possible 
for  its  rival,  the  University  of  Nashville,  to  weath- 
er the  Civil  War.  That  institution  had  deeper  roots, 
beginning  in  1851,  remained  open  and  continued 
to  teach,  albeit  with  a depleted  faculty  and  rela- 
tively few  students,  in  spite  of  its  buildings  being 
occupied  by  Union  Forces  from  1862-1866  as  a 
hospital  and  barracks. 

Dr.  Otis  Warr,  of  Memphis,  who  contributed 
the  chapter  on  “The  History  of  Medical  Educa- 
tion” in  Hamer’s  Centennial  History  of  the  Ten- 
nessee State  Medical  Association  seemingly  found 
Clayton’s  history  a major  source  concerning  Shel- 
by Medical  College.2  Nevertheless,  he  expanded 
on  Clayton’s  origins  of  the  medical  school  by  add- 
ing, “Strictly  speaking,  the  Medical  Department 
of  Vanderbilt  University  is  Shelby  Medical  Col- 
lege resuscitated.”  Warr  referred  to  Shelby’s 
charter  as  the  “Central  University  of  the  Meth- 
odist Episcopal  Church,  South.” 

Mr.  Thomas  Turley  of  the  Tennessee  State  Li- 
brary and  Archives  has  provided  me  with  a copy  of 
“An  Act  to  Establish  Central  University  of  the  Gen- 
eral Conference  of  the  Methodist  Episcopal  Church, 
South”  passed  by  the  Legislature  on  Jan.  7,  1858. 
The  pertinent  sections  are  quoted  as  follows: 

SECTION  1.  Be  it  enacted  by  the  General  Assembly  of  the 
State  of  Tennessee,  That  Joshua  Soule,  James  O.  Andrew, 
Robert  Paine,  George  T.  Pierce,  John  Early,  H.H.  Kava- 
naugh,  A.L.P.  Green,  J.B.  McFerrin,  John  W.  Hanner,  Wm. 
B.  Campbell,  Jonathan  McDonald,  W.R.  Elliston,  John  P. 
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Ford,  Thomas  L.  Maddin,  James  C.  Malone,  and  their  suc- 
cessors, be,  and  they  are  hereby  constituted  a body  corporate 
and  politic,  under  the  name  and  style  of  “The  Board  of 
Trustees  of  Central  University  of  the  General  Conference  of 
the  Methodist  Episcopal  Church,  South,”  and  by  that  name 
may  have  perpetual  succession,  with  full  power  and  authority 
to  sue  and  be  sued,  plead  and  be  impleaded,  answer  and  be 
answered  unto,  in  any  court  of  law  or  equity  in  this  State, 
and  to  have  and  use  a corporate  seal,  which  they  may  alter 
or  change  at  pleasure,  and  do  all  and  singular  such  acts  as 
may,  in  their  judgement,  subserve  the  objects  of  their  incor- 
poration. . . . 

SEC.  8.  Be  it  further  enacted,  That  a department  for  in- 
struction in  the  various  branches  of  Medical  Science,  to  be 
located  in  the  city  of  Nashville,  is  hereby  incorporated  under 
the  name  and  style  of  “The  Shelby  Medical  College  of  Cen- 
tral University  of  the  General  Conference  of  the  Methodist 
Episcopal  Church,  South;”  the  internal  control  and  govern- 
ment of  which  is  vested  in  the  Faculty  thereof,  which  is  hereby 
created  a body  corporate  and  politic,  with  perpetual  succes- 
sion, and  which  shall  consist  of  not  less  than  five  nor  more 
than  ten  Professors,  who  shall  be  able  and  capable  in  law,  of 
suing  and  being  sued,  of  pleading  and  being  impleaded,  of 
acquiring  and  holding  property,  real  and  personal,  for  the 
purpose  of  their  incorporation,  and  of  disposing  thereof;  of 
having  and  using  a common  seal,  and  of  altering  the  same  at 
pleasure;  of  appointing  their  successors  in  office;  of  electing 
from  their  number  such  officers  as  they  may  judge  necessary; 
and  doing  all  and  singular,  such  matters,  acts  and  things  as 
may  tend  to  the  advancement  of  Medical  Science,  subject  to 
the  confirmation  of  the  Board  of  Trustees  of  the  University. 

SEC.  9.  Be  it  further  enacted,  That  the  following  named 
persons  shall  constitute  the  Faculty  of  said  Department,  viz: 
John  P.  Ford,  Thomas  A.  Atchison,  William  P.  Jones,  Thomas 
L.  Maddin,  and  John  H.  Callender,  who  are  hereby  invested 
with  full  power  to  fill  all  vacancies  in  making  up  the  comple- 
ment specified  in  section  eight;  and  the  provisions  and  rights 
granted  under  said  section  eight,  shall  appertain  solely  to  the 
above  named  five  persons,  and  their  legally  appointed  suc- 
cessors. 

SEC  10.  Be  it  further  enacted,  That  in  all  matters  pertain- 
ing to  the  purchase,  donation,  devise,  or  bequest  of  property, 
real  or  personal,  for  the  use  of  said  Department,  it  shall  be 
independent  of  the  other  departments,  and  of  the  Board  of 
Trustees  incorporated  in  section  one,  and  the  title  to.  and 
control  of  such  property  shall  vest  exclusively  in  the  Faculty.* 


*From  the  Private  Acts  of  the  General  Assembly  of  the  State  of 
Tennessee,  passed  at  the  Session  of  1857-58  (G.C.  Trobett  & Co. 
Printers,  1858). 
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It  is  noteworthy  that  Central  University  and  its 
medical  school  thus  were  chartered  14  years  be- 
fore the  founding  of  the  Central  University  came 
to  a head,  in  1872.  In  that  year,  on  August  6,  the 
Chancery  Court  of  Davidson  County  issued  a de- 
cree establishing  “The  Central  University  of  the 
Methodist  Episcopal  Church,  South.”  In  the  fol- 
lowing year  the  gift  by  Commodore  Vanderbilt 
led  to  a new  decree,  on  June  6,  1873,  changing  its 
name  to  “The  Vanderbilt  University.” 

The  “Announcement  of  Shelby  Medical  Col- 
lege” of  Nashville  for  the  session  of  1858-1859 
“indicated  some  of  the  advantages  and  induce- 
ments which  they  offered  to  students  of  Medi- 
cine.” It  describes  at  some  length  the  assets  of 
Nashville  “the  centre  of  medical  instruction  in  the 
South-west,”  citing  the  success  of  the  Medical  De- 
partment of  the  University  of  Nashville  since  its 
beginning  in  1851.  A couple  of  paragraphs  repre- 
sent a disclaimer  that  a second  medical  school  has 
been  undertaken  “at  this  point  in  no  unworthy 
spirit  of  rivalry,  or  desire  to  cripple,  or  to  effect 
the  destruction  of  the  institution  already  in  exis- 
tence.” It  goes  on  to  say  that  friendly  rivalry  be- 
tween the  two  schools  should  lead  to  elevated 
standards  of  the  profession  as  well  as  other  mutual 
benefits. 


The  “Announcement”  described  the  physical 
assets  of  the  College  building  in  lecture  rooms, 
amphitheater,  Museum  Hall,  Chemical  Labora- 
tory, Library,  and  rooms  for  practical  anatomy. 
The  Museum  was  described  as  containing  models, 
diagrams,  plates,  and  “pathological  preparations, 
both  wet  and  dry”  from  “two  of  the  most  cele- 
brated Parisian  establishments.”  The  course  of 
lectures  for  the  first  session,  Nov.  1 , 1858  to  March 
1,  1859,  was  listed  and  a note  concerning  the  weekly 
examinations  to  be  given  by  each  professor. 

A wing  attached  to  the  College  housed  the  City 
Hospital  of  about  100  beds  “accommodating  all 
the  indigent  sick  of  the  city,  together  with  the 
United  States  Marine  patients”  where  students 
would  see  and  follow  the  course  of  disease  and 
surgical  treatment.  Surgical  and  medical  clinics 
were  scheduled  twice  weekly. 

The  “Announcement”  listed  the  requisites  for 
graduation,  recommended  textbooks,  the  several 
fees,  and  information  about  boarding  and  room- 
ing houses. 

The  Resident  Board  of  Trustees  consisted  of 
five  men  from  the  15  listed  in  the  charter  of  whom 
two  were  physicians,  John  P.  Ford  and  Thomas  L. 
Maddin.  The  faculty  were  listed  as:  John  Freder- 
ick May,  M.D.,  Professor  of  the  Principles  and 


Figure  1.  Shelby  Medical  College  occupied  a remodelled  private  home.  The  three-story  attached  wing  was  the  City  Hospital  (by  permission  and 
courtesy  of  Hoobler3). 
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Operations  of  Surgery;  E.B.  Haskins,  M.D.,  Pro- 
fessor of  the  Theory  and  Practice  of  Medicine; 
John  P.  Ford,  M.D.,  Professor  of  Obstetrics  and 
Diseases  of  Women  and  Children;  Thomas  L. 
Maddin,  M.D.,  Professor  of  Anatomy  (Descrip- 
tive, Histological,  and  Surgical);  John  H.  Callen- 
der, M.D.,  Professor  of  Materia  Medica  and  Ther- 
apeutics; Richard  O.  Currey,  M.D.,  Professor  of 
Medical  Chemistry  and  Medical  Jurisprudence; 
Daniel  F.  Wright,  M.D.,  Professor  of  Physiology 
and  Pathology;  H.M.  Compton,  M.D.,  Demon- 
strator of  Anatomy;  E.P.  Cook,  Janitor. 

The  lithographic  cut  on  the  back  of  the  “An- 
nouncement” seemingly  was  the  only  illustration 
available  locally  of  the  Shelby  Medical  College 
until  recently.  Some  months  ago  while  leafing 
through  my  copy  of  Hoobler’s  Cities  Under  the 
Gun 3 my  eye  caught  a photograph  of  Shelby  Med- 
ical College  and  a scale  drawing  of  the  floor  plan 
(Figs.  1 and  2).  Hoobler  had  uncovered  hundreds 
of  photographs  and  architectural  drawings  in  the 
National  Archives,  the  work  of  photographer 
George  Barnard  and  of  Capt.  J.  F.  Isom  of  the 
Union  Army  during  its  occupation  of  Nashville 
and  Chattanooga  from  1863  to  1865.  Fig.  1 shows 
the  College,  which  had  been  the  residence  of  a 
Harry  Hill,  and  the  attached  City  Hospital  wing. 
Fig.  2 is  the  floor  plan  and  a side  elevation  drawn 
by  Capt.  Isom.  The  College  was  located  at  the  site 
of  the  present  Customs  House  and  across  the  street 
from  Hume-Fogg  High  School. 

The  Nashville  Monthly  Record  of  Medical  and 
Physical  Science  edited  by  Dr.  Callender  served  as 
a kind  of  public  relations  organ,  carrying  news  of 
the  College  and  contributions  by  its  faculty.  Its 
first  issue  carried,  “The  Introductory  Lecture  at 
the  Opening  of  Shelby  Medical  College,  Nov.  2, 
1858. ”4  An  item  in  the  April  1859  issue  is  of  inter- 
est.5 It  is  a report  from  the  Faculty  of  the  College 
to  the  Board  of  Trustees  of  the  Central  University 
of  the  Methodist  Episcopal  Church,  South,  which 
indicates  an  active  Board  even  though  there  ac- 
tually was  no  Central  University.  It  was  reported, 
among  other  things,  that  11  of  the  50  students 
registered  for  the  first  session  were  awarded  the 
M.D.  degree  at  a commencement  exercise  on  Feb. 
24,  1859.  (This  journal  was  published  for  only  the 
three  years  of  the  College’s  life.) 

The  reasons  for  honoring  the  name  of  Dr.  John 
Shelby  by  naming  the  medical  school  the  Shelby 
Medical  College  is  hidden  in  the  mists  of  the  past. 
Dr.  Shelby  died  at  the  age  of  74,  a year  after  the 


school  opened,  having  given  up  the  practice  of 
medicine  some  years  before.  He  was  neither  a 
member  of  the  faculty  nor  of  the  Board  of  Trust- 
ees of  either  the  school  or  the  Central  University, 
which  existed  only  on  paper.  He  was  one  of  the 
founders  of  the  First  Episcopal  Church  (Christ 
Church)  in  1825  and  served  as  vestryman  for  years, 
which  indicates  that  his  support  of  a Methodist 
university  was  for  reasons  other  than  sectarian. 

It  is  probable  that  Dr.  Shelby  gave  his  moral 
and  financial  support  in  a sincere  effort  to  further 
the  good  cause  of  medicine,  having  had  his  own 
medical  education  at  the  best  medical  school  of 
his  day  and  having  accumulated  wealth.  Hamer2 
described  Shelby’s  long  interest  in  things  medical. 
He  was  an  early  member  of  the  Medical  Society 
of  Tennessee,  serving  on  several  of  its  committees. 
In  1847,  he  was  elected  by  his  peers  to  be  president 
of  the  Medical  Convention  of  the  state  to  ratify 
the  organizational  meeting  of  the  American  Med- 
ical Association.  When  the  AMA  met  in  Nashville 
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Figure  2.  Side  elevation  and  floor  plan  of  Shelby  Medical  College  by 
Capt.  Isom  of  the  Union  Army  (by  permission  and  courtesy  of  Hoobler3). 
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in  1857  “he  was  one  of  the  three  [Felix  Robertson 
and  James  Overton  were  the  other  two]  veteran 
members  of  the  profession  in  Tennessee  to  be 
elected  to  permanent  membership  in  it.” 

Louise  Davis6  wrote,  “There  was  a group  of 
doctors  forming  a new  medical  school  here,  and 
they  would  name  it  for  one  of  its  sponsors,  Dr. 
Shelby.”  John  Egerton7  commented  of  Dr.  Shel- 
by, “He  also  founded  Shelby  Medical  School.”  In 
a history  of  the  Methodist  Church  in  Tennessee, 
the  authors,  in  describing  the  disagreements  of 
Southern  Methodists  on  establishing  a Central 
University,  stated  it  finally  was  agreed  to  permit 
the  Tennessee  Conference  to  develop  Central 
University.8  He  went  on  to  say,  “Nothing  came 
from  the  suggestion  except  for  the  organization  of 
the  proprietary  Shelby  Medical  College  and  the 
charter.  Indeed,  the  desire  of  John  Shelby  and 
other  Nashville  physicians  to  have  a school  con- 
trolled by  them  but  supported  by  the  Southern 
Church  seems  to  have  played  a part  in  the  ven- 
ture.” Crabb,9  in  his  history  of  Nashville,  wrote, 
“The  town  had  been  doctor-minded  just  as  it  had 
been  preacher-minded  since  its  beginning,”  and 
there  had  been  thought  given  to  forming  a college 
of  medicine  as  early  as  1826,  explaining  that,  “It 
was  indeed  a long  and  tiresome  trip  to  Philadel- 
phia, and  Transylvania  was  far  enough  away  to 
emphasize  the  need.”  (See  Appendix) 

He  added  that  “not  much  is  known  in  detail 
about  the  Shelby  Medical  College  . . . the  physi- 
cians besides  Dr.  Shelby  who  were  most  closely 
connected  with  the  school’s  beginning  were  Dr. 
Thomas  L.  Maddin,  Dr.  John  H.  Callender,  and 
Dr.  John  P.  Ford.”  At  the  time  of  Shelby’s  death, 
the  memorial  written  by  Callender  in  the  Nashville 
Monthly  Record  of  Medical  and  Physical  Science, 
the  college’s  medical  journal,  wrote  “The  medical 
institutions  with  which  we  are  connected  was  a 
beneficiary  of  his  patronizing  care,  and  recognizes 
in  his  removal  the  loss  of  a valued  and  much  es- 
teemed friend.”10  The  resolutions  drawn  up  by  the 
physicians  of  Nashville,  on  May  16,  1859,  in  mem- 
ory of  Dr.  John  Shelby  were  signed  by  Dr.  Felix 
Robertson,  designated  as  chairman  of  the  group. 
The  ‘whereas’  included,  “He  was  a large  contrib- 
utor of  many  of  the  public  institutions  of  this  city 
two  of  which  bear  his  honored  name.”  The  reso- 
lutions were  published  in  the  Nashville  Journal  of 
Medicine  and  Surgery  .n 

Although  there  is  no  incontrovertible  evidence 
as  to  the  role  of  John  Shelby  in  the  establishment 
of  the  medical  college  bearing  his  name,  from  what 
is  known  about  him  one  may  conjecture  that  he 


may  have  initiated  or  at  least  promoted  the  idea 
of  a second  medical  school  in  Nashville  and  most 
probably  contributed  of  his  wealth  to  get  it  under- 
way (Fig.  3).  The  name  of  the  school  must  have 
been  determined  at  the  time  he  and/or  his  col- 
leagues joined  in  the  move  for  a Methodist  Central 
University,  because  Shelby  Medical  College  is 
named  in  the  charter  of  1858. 

From  all  that  has  been  written  about  John  Shel- 
by, one  can  only  conclude  that  he  was  an  able, 
talented,  community  minded  man,  and  a respon- 
sible citizen.  He  was  an  entrepreneur  who  accu- 
mulated great  wealth  as  measured  in  his  day. 

Born  on  May  24, 1786  at  Bledsoe’s  Fort,  he  was 
said  to  be  the  first  male  child  born  in  Sumner 
County,  and  the  first  of  12  children  born  to  Sarah 
and  David  Shelby.  Mrs.  Margaret  M.  Ikenberry12 
has  described  the  origins  of  the  Shelby  family  in 
East  Tennessee  and  their  westward  migration  to 
Sumner  County  in  1784.  Dr.  Shelby’s  father  was 
a prominent  citizen  of  the  county  and  owned  a 
large  plantation,  salt  mines,  and  “thousands  of 
acres  of  land.”  The  Ikenberry  research  could  not 
identify  John  Shelby’s  early  education  with  cer- 
tainty, nor  his  medical  preceptor  before  attending 


Figure  3.  Dr.  John  Shelby.  (A  miniature  portrait  by  courtesy  of  a lineal 
descendant,  John  McClone  of  Nashville.) 
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medical  college.  However,  he  chose  the  best  med- 
ical school  of  his  day,  the  University  of  Pennsyl- 
vania, beginning  his  studies  in  October  of  1807 
and  receiving  his  M.D.  degree  on  April  20,  1809. 
He  married  Anna  Minnick  of  Philadelphia  later 
that  year  and  began  to  practice  at  his  home  in 
Sumner  County.  In  1813,  a force  was  recruited 
under  General  Jackson’s  command  to  contain  the 
hostile  Creek  Indians.  John  Shelby  volunteered 
and  served  as  Hospital  Surgeon  in  Col.  Edward 
Bradley’s  regiment  in  the  Creek  War.  He  was 
wounded  and  lost  an  eye  as  a result.  One  account 
related  that  he  was  rallying  some  faltering  troops 
when  this  occurred.  His  army  service  with  Jack- 
son’s troops  included  the  Battle  of  New  Orleans 
at  the  end  of  the  War  of  1812. 

Dr.  Shelby  returned  to  his  practice  in  Sumner 
County  but  in  May  of  1917  moved  to  Nashville  as 
a neighbor  to  Dr.  Boyd  McNairy,  with  whom  he 
set  up  a partnership. 

John  Shelby  became  interested  not  only  in 
medical  affairs,  as  noted  above,  but  also  in  other 
community  activities.  He  was  elected  state  senator 
from  Sumner  County,  1815-1817,  and  was  ap- 
pointed postmaster  of  Nashville,  1849-1853,  under 
Presidents  Taylor  and  Fillmore.  Mrs.  Ikenberry 
states  that  he  retired  early  from  practice,  spending 
his  later  years  in  his  interests  in  raising  blooded 
stock  and  developing  real  estate.  She  wrote  that 
he  owned  thousands  of  acres  in  Tennessee  and 
Texas.  There  are  several  accounts  of  the  Christ- 
mas (1818)  gift  of  640  acres  across  the  Cumberland 
River,  which  included  a ferry,  by  his  father,  who 
had  purchased  the  land  from  a James  Shaw.  Iken- 
berry reported  that  John  Shelby  and  his  father  ran 
the  ferry  for  a time  and  then  promoted  the  build- 
ing of  a covered  stone  bridge  across  the  Cumber- 


land from  the  region  of  the  city  square  to  Gallatin 
Pike,  completed  in  1822.  Later,  when  the  increas- 
ing river  traffic  required  a higher  bridge,  Dr.  Shel- 
by promoted  a suspension  bridge  opened  in  1855. 

On  his  land,  Dr.  Shelby  built  three  homes  for 
members  of  his  family.  One  of  Nashville’s  stately 
mansions  was  Fatherland,  named  in  honor  of  his 
father’s  gift  and  built  by  Shelby  in  1855.  Aside 
from  plots  upon  which  these  homes  were  built,  the 
remainder  of  the  land  was  broken  into  50  lots  for 
sale. 

Finally,  while  I was  bringing  together  what  was 
known  of  Shelby  Medical  College  for  another  pur- 
pose, it  occurred  to  me  to  write  this  brief  story 
about  the  College  and  a bit  about  one  of  Tennes- 
see’s pioneer  physicians  who  gave  it  his  name.  It 
confirms  the  suggestion  that  Shelby  Medical  Col- 
lege actually  represented  the  first  step  in  the  evo- 
lution of  Vanderbilt  University,  and  provides  yet 
another  fragment  of  history  for  those  who  have 
interest  in  Tennessee  medical  history.  r A 
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APPENDIX 

There  was  more  than  a thought  regarding  teaching  even  earlier  than  1826.  Recently  Ms.  Mary  Teloh,  archivist  of  the 
Vanderbilt  School  of  Medicine,  called  my  attention  to  an  intriguing  advertisement  in  The  Nashville  Whig  of  April  5,  1824.  It 
was  headed  “Medical  Instruction  in  Tennessee.”  The  text  follows. 

“Witnessing  with  appropriate  solicitude,  the  unsettled  state  of  Medical  Science  in  our  State,  and  anxious  to 
exert  every  practicable  means  calculated  to  meliorate  its  character  and  extend  its  usefulness,  an  association  has 
been  formed  for  the  purpose  of  establishing  a course  of  medical  instruction  in  the  town  of  Nashville.  The  following 
gentlemen  have  been  assigned  to  the  respective  branches  of  the  science  and  pledge  themselves  to  society  that  no 
defect  of  assiduity  or  excertion,  shall  contribute  to  diminish  the  utility  of  their  different  courses. 

The  Institutes  and  Practice  of  Medicine  will  be  taught  by  James  Roane,  M.D. 

Anatomy  and  Surgery  by  James  Overton,  M.D. 
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Materia  Medica  and  Botany  by  John  O.  Ewisa,  M.D. 

Midwifery  and  Diseases  of  Women  and  Children  by  Boyd  M'Nairy.  M.D. 

Chemistry  by  Rev.  Wm.  Hume. 

The  Lectures  upon  the  above  branches  will  commence  on  the  1st  Monday  in  November  next,  and  continue 
until  the  first  week  in  March  succeeding. 

From  the  preparations  already  made  and  those  to  be  provided  anterior  to  the  time  of  commencement,  the 
gentlemen  engaged  in  this  enterprize  are  assured  in  the  belief,  that  in  point  of  real  utility  to  the  practitioner  of 
Physic,  the  whole  course  will  not  be  inferior  to  similar  institutions  in  our  country.  To  young  gentlemen  engaged 
with  the  study  of  Medicine  in  our  state,  this  association  is  calculated  to  supply  incalculable  benefits;  and  it  is  from 
a persuasion  that  these  advantages  will  be  the  necessary  result  of  their  united  hours  that  this  association  has 
derived  its  establishment. 

March  29th.” 

Those  organizing  this  teaching  program  probably  represented  some  of  the  better  doctors  of  Nashville  as  judged  by  their 
education  of  those  days.  James  Roane,  after  his  apprenticeship,  attended  King's  College,  New  York,  for  an  M.D.  degree  in 
1814.  He  was  the  first  president  of  the  Medical  Society  of  Tennessee.  James  Overton.  M.D..  University  of  Pennsylvania,  served 
as  Professor  of  Materia  Medica  at  Transylvania  before  coming  to  Nashville.  He  was  a charter  member  of  the  Medical  Society, 
published  medical  papers,  and  served  on  the  Board  of  Trustees  of  Cumberland  College  before  it  became  the  University  of 
Nashville.  Nothing  is  known  of  the  background  of  John  O.  Ewisa  M.D.  Boyd  McNairy.  M.D.,  Pennsylvania  1809,  was  a 
charter  member  of  the  Medical  Society  and  its  first  treasurer.  He  became  the  superintendent  of  the  first  mental  asylum  housing 
50  patients.  William  Hume  was  a Presbyterian  clergyman  whose  son  was  a well  known  educator  (Hume-Fogg  high  school). 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  wont  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 
in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  You’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BUILDING 
1407  UNION  AVENUE,  SUITE  702 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  725-5851 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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Medical  Grand  Rounds 


White  Coat  Hypertension — 

Do  We  Need  Ambulatory  Blood  Pressure  Monitoring 
To  Manage  Hypertensive  Patients? 

STEPHEN  T.  MILLER,  M.D. 


Case  Presentation 

Six  weeks  after  a lumbar  laminectomy,  a 38-year-old  white 
male  police  detective  was  referred  to  internal  medicine  at 
University  Physicians  Foundation  by  neurosurgery  because  his 
blood  pressure  at  a postsurgical  visit  was  180/120  mm  Hg.  He 
reported  intermittent  blood  pressure  elevations  in  physicians' 
offices  during  the  past  five  years,  although  he  had  recorded 
normal  blood  pressures  when  he  checked  his  blood  pressure 
weekly  at  home.  The  highest  blood  pressure  he  had  recorded 
at  home  in  the  past  year  was  150/97  mm  Hg.  and  reported 
his  usual  home  blood  pressure  to  be  <140/<90  mm  Hg.  He 
described  a very  tense  working  environment,  which  had  in- 
cluded threats  against  his  life.  He  also  reported  that  “doctors 
scare  me.”  and  he  was  convinced  that  blood  pressures  re- 
corded in  a physician's  office  would  be  elevated  because  of 
his  apprehension.  He  was  also  convinced  that  “medications 
slow  me  down.”  On  one  occasion,  he  had  been  given  meth- 
yldopa.  but  discontinued  it  after  a few  days  because  of  leth- 
argy. 

Lumbar  spine  surgery  had  been  performed  six  weeks  ear- 
lier for  a herniated  lumbar  disk  sustained  in  a leap  from  the 
top  of  an  automobile  while  he  was  chasing  a criminal  suspect. 
Information  from  his  neurosurgeon  indicated  that  his  blood 
pressure  was  moderately  elevated  before  surgery,  but  it  was 
attributed  to  pain  and  apprehension.  After  surgery7,  his  blood 
pressure  was  normal  in  the  hospital. 

He  had  no  physical  symptoms,  and  reported  good  health 
except  for  the  back  surgery.  He  did  not  have  any  symptoms 
that  suggested  a pheochromocvtoma,  and  he  was  not  taking 
any  medications. 

His  weight  was  6 ft  1 in,  weight  230  lb.  blood  pressure 
was  154/94  mm  Hg  taken  by  the  nurse,  and  170/88  mm  Hg 
by  the  MD;  his  standing  blood  pressure  taken  by  the  MD  was 
182/96  mm  Hg.  His  physical  examination  was  normal  except 
for  a lumbar  surgical  scar.  CBC.  urinalysis  and  chemistry  panel 
were  normal,  and  his  electrocardiogram  and  chest  x-ray  had 
been  normal  in  the  hospital. 

A diagnosis  of  probable  essential  hypertension  with  labile 
blood  pressure  was  made.  His  initial  treatment  was  a diet  for 
weight  loss  and  sodium  reduction,  and  he  was  asked  to  continue 
his  home  monitoring  with  careful  recording  of  blood  pressures. 
Over  the  next  month,  his  home  blood  pressure  was  always  less 
than  140/90  mm  Hg.  His  weight  was  unchanged  at  the  next  visit. 
His  office  blood  pressure  was  142/90  mm  Hg. 


Contributed  by  Alvin  M.Mauer.  M.D..  Department  of  Medicine. 
University  of  Tennessee  College  of  Medicine.  956  Court  Ave..  Mem- 
phis. TN  38163. 

Dr.  Miller  is  professor  of  preventive  medicine.  College  of  Medi- 
cine. University  of  Tennessee.  Memphis. 


At  this  time,  it  was  decided  that  ambulatory  blood  pres- 
sure monitoring  would  be  helpful,  since  additional  data  were 
needed  because  the  patient  was  not  convinced  that  he  was 
hypertensive.  He  wanted  to  avoid  medications,  but  his  em- 
ployer was  concerned  about  the  risks  of  working  in  a very 
stressful  environment  with  untreated  hypertension.  There  was 
no  evidence  of  end-organ  damage,  and  the  diagnosis  of  hy- 
pertension was  uncertain  because  home  blood  pressures  had 
been  normal. 

Fig.  1 demonstrates  his  ambulatory  blood  pressure  trac- 
ing. This  patient  did  have  higher  blood  pressure  in  the  office 
than  at  home,  i.e.,  “white  coat  hypertension,”  but  he  also 
had  hypertension  at  work,  and  throughout  most  of  the  day 
his  blood  pressure  was  elevated.  His  home  blood  pressure 
was  normal,  as  he  had  previously  reported,  but  this  account- 
ed for  only  a small  part  of  his  day. 

Based  on  the  ambulatory  blood  pressure  data,  a diagnosis 
of  hypertension  was  made  and  treatment  was  started  with 
atenolol.  50  mg/day,  resulting  in  a blood  pressure  of  134/82 
mm  Hg  after  two  weeks.  His  blood  pressure  was  112/68  mm 


mm  Hg 


RECORDINGS  OF  BLOOD  PRESSURE 


Figure  1.  Ambulatory  blood  pressure  tracing  of  patient. 
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Hg  after  two  months  and  the  dose  of  atenolol  was  halved:  it 
was  110/56  mm  Hg  at  three  months  on  25  mg/day.  His  blood 
pressure  was  132/72  mm  Hg  at  seven  months  on  treatment, 
and  he  was  not  experiencing  any  side  effects  from  his  medi- 
cation. 

Discussion 

This  case  demonstrates  the  multiple  factors  that 
must  be  considered  in  making  a diagnosis  of  hyperten- 
sion and  starting  pharmacological  treatment.  For  dec- 
ades, clinicians  have  recognized  that  blood  pressure 
recorded  in  a physician’s  office  may  be  higher  than 
blood  pressure  recorded  at  home.  We  have  a term, 
“white  coat  hypertension,”  to  describe  this  phenome- 
non.1 By  using  ambulatory  blood  pressure  monitoring, 
we  can  determine  the  variability  of  blood  pressure  in 
an  individual  throughout  the  day  and  assess  whether 
office  blood  pressures  are  accurate  estimates  of  blood 
pressures  during  daily  activities. 

Should  ambulatory  blood  pressure  recording  be- 
come a routine  part  of  the  diagnosis  and  management 
of  the  hypertensive  patient?  Clinicians  usually  must 
make  important  decisions  based  on  small  differences 
in  office  blood  pressure.  Clinical  trials  in  hypertension 
have  established  that  diastolic  blood  pressures  of  85  to 
89  mm  Hg  should  be  considered  high  normal  blood 
pressures.2  Diastolic  blood  pressures  of  90  to  94  mm 
Hg  should  be  considered  borderline  hypertension,  and 
treatment  should  be  individualized  based  on  risk  fac- 
tors for  cardiovascular  disease  and  clinical  findings.  If 
the  diastolic  blood  pressure  exceeds  94  mm  Hg.  the 
paient  has  hypertension  and  requires  pharmacologic 
treatment. 

It  is  important  to  note  that  the  difference  between 
a normal  diastolic  blood  pressure  of  88  mm  Hg  and  an 
elevated  blood  pressure  of  96  mm  Hg  is  only  8 mm, 
which  is  a very  small  difference,  and  its  measurement 
requires  careful  technique  and  observation.  If  the 
measurement  is  incorrect,  and  an  inaccurate  diagnosis 
is  made,  then  adverse  effects  may  occur.  We  know  the 
adverse  effects  of  incorrectly  calling  a hypertensive 
person  normal;  it  is  important  to  treat  such  persons  to 
avoid  those  effects,  especially  strokes.  It  is  also  impor- 
tant, however,  to  recognize  the  impact  of  mistakes  in 
diagnosis  of  hypertension  when  none  exists.  At  least 
three  studies  have  suggested  adverse  events  from  an- 
tihypertensive medications.  MRFIT  found  deaths  were 
increased  7.8  times  when  diuretics  were  given  to  men 
with  ECG  abnormalities.3  The  Oslo  study  found  cor- 
onary deaths  after  ten  years  were  increased  4.4  times 
with  treatment  of  hypertension.4  A recent  report  from 
Sweden  noted  coronary  heart  disease  deaths  increased 
1.8  times  if  systolic  blood  pressure  in  treated  hyper- 
tensives was  reduced  below  150  mm  Hg.5  Deaths  were 
1.5  times  more  frequent  if  diastolic  blood  pressure  was 
lowered  below  86  mm  Hg.  These  three  studies  should 
certainly  not  be  interpreted  as  reasons  to  avoid  treat- 
ing hypertension,  but  they  do  demonstrate  that  the  di- 
agnosis of  hypertension  and  the  selection  of  its  treat- 
ment must  be  done  cautiously.  Emphasis  should  be 
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placed  on  maximizing  benefits  by  minimizing  any  risks 
associated  with  diagnosis  or  treatment. 

The  concern  about  increased  deaths  associated  with 
some  treatments  or  overtreatment  of  hypertension  adds 
an  additional  dilemma  for  the  clinician  who  must  ad- 
vise a patient  to  begin  antihypertensive  medications. 
The  side  effects  of  the  medications  may  be  disconcert- 
ing. Impotence  is  frequent,  and  occurs  2.3  times  more 
frequently  in  men  taking  diuretics.  Hypokalemia  hap- 
pens in  30%  of  persons  on  diuretics,  and  cholesterol 
increases  with  some  antihypertensive  medications.  Fa- 
tigue, gout,  and  hyperglycemia  may  result  from  treat- 
ment, especially  with  diuretics,  which  remain  the  ma- 
jor first  drug  for  antihypertensive  treatment. 

When  persons  receive  a diagnosis  of  hypertension, 
perceptions  about  their  own  health  may  deteriorate. 
Work  absenteeism  may  increase,  confidence  and  self- 
esteem may  decrease,  and  depression  may  occur.  For 
some  patients,  worry  and  concern  about  their  blood 
pressure  may  be  a substantial  psychological  liability. 

The  possible  harm  produced  by  a diagnosis  of  hy- 
pertension includes  the  financial  consequences  of 
treatment.  If  hypertension  is  not  severely  elevated, 
physical  complications  of  hypertension  and  death  oc- 
cur slowly.  Thus,  the  cost  of  treating  hypertension  per 
year  of  life  saved  is  high.  For  persons  with  mild  hy- 
pertension, economists  have  calculated  a treatment  cost 
of  $66,000  per  quality  year  of  life  saved.6  According  to 
the  economists,  it  is  costly  to  treat  hypertension  be- 
cause there  is  currently  no  evidence  that  coronary  heart 
disease  deaths  can  be  reduced  by  antihypertensive 
treatment.  Even  if  coronary  heart  disease  could  be 
prevented  in  the  proportions  that  epidemiology  attri- 
butes to  hypertension,  treatment  would  still  be  costly. 
Thus,  it  costs  more  to  treat  hypertension  than  to  per- 
form coronary  artery  bypass  surgery  when  heart  dis- 
ease is  not  prevented. 

Any  estimates  of  costs  to  an  individual  patient  must 
also  include  possible  indirect  financial  costs.  Loss  of 
financial  initiative  because  of  fear  of  possible  ill  health 
in  the  future  may  accompany  the  psychological  impact 
of  the  diagnosis.  Insurance  may  cost  more.  Promo- 


TABLE 1 

POSSIBLE  SOURCES  OF  ERROR  IN  MEASURING 
BLOOD  PRESSURE 

Faulty  equipment 
Arm — cuff  size  mismatch 
Improper  application  of  cuff 
Improper  positioning 
Patient  not  rested 
Inaccurate  technique 
Incorrect  definitions 
Rapid  release  of  cuff 
Terminal  digit  preference 
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Figure  2.  Terminal  digit  preference  when  measuring  blood  pressure 
by  nurses  and  physicians. 


tions  may  be  lost  because  employers  are  concerned  or 
misinformed.  These  indirect  costs  may  even  exceed  the 
direct  costs  of  treating  hypertension. 

Therefore,  a diagnosis  of  hypertension  should  nev- 
er be  made  without  a careful  clinical  assessment  and 
very  accurate  measurements  of  blood  pressure.  Accu- 
racy is  not  easy  to  achieve.  There  are  many  possible 
errors  in  blood  pressure  measurement  (Table  1).  One 
error  is  obtaining  an  incorrect  number  despite  careful 
scrutiny  of  the  manometer.  This  may  be  caused  by 
faulty  equipment,  arm  size  to  cuff  size  mismatch,  im- 
proper application  of  cuff,  and  improper  positioning  of 
the  patient  or  arm.  Inaccurate  techniques  may  also  in- 
clude incorrect  definitions  of  what  defines  diastolic 
blood  pressure  (correct  is  absence  of  sound),  too  rapid 
release  of  cuff,  resulting  in  a precipitous  decrease  in 
the  pressure  to  be  measured,  and  digit  preference. 

Digit  preference  is  the  propensity  to  write  down  a 
certain  digit  as  the  last  digit  in  the  blood  pressure 
measurement.  The  digit  usually  preferred  is  a zero, 
which  is  not  surprising,  because  the  only  numbers  on 
most  blood  pressure  scales  end  in  zero.  The  scale  units 
for  the  other  measurements  are  lines.  However,  blood 
pressure  must  be  measured  more  accurately  than  a 10 
unit  scale  would  provide.  Thus,  if  blood  pressure 
measurements  always  end  in  zero,  this  is  evidence  that 
blood  pressures  are  not  measured  accurately.  If  blood 
pressure  is  measured  accurately,  0,  2,  4,  6,  and  8 should 
each  occur  20%  of  the  time  because  the  scale  is  marked 
in  2 mm  Hg  intervals. 

It  is  not  surprising  that  terminal  digit  preference  for 
zeros  occurs,  but  it  is  surprising  how  consistently  it  oc- 
curs. I evaluated  terminal  digit  preferences  by  nurses 
on  two  inpatient  units  and  by  physicians  and  nurses  in 
two  outpatient  settings  (Fig.  2).  I found  an  approxi- 
mately 80%  preference  for  zeros  on  nursing  units; 
nursing  blood  pressures  must  therefore  be  viewed  as 
screening  blood  pressures,  not  blood  pressure  meas- 
urements on  which  a clinician  can  base  diagnostic  or 
therapeutic  decisions.  Fig.  2 also  displays  the  terminal 


digit  preferences  demonstrated  by  resident  and  faculty 
physicians  at  the  University  of  Tennessee.  When  phy- 
sicians measure  blood  pressure,  the  measurements  seem 
to  be  more  accurate,  or  at  least  less  terminal  digit 
preference  is  noted.  Thus,  the  measurement  of  blood 
pressures  for  clinical  decisions  should  be  made  by  the 
clinician. 

Even  if  an  individual  blood  pressure  is  measured 
very  accurately,  variability  of  blood  pressure  may  pro- 
duce inaccuracies  in  diagnosis.  The  predictive  value  of 
blood  pressure  measurements  at  one  visit  is  limited 
even  if  three  blood  pressures  are  obtained.  Hyperten- 
sion in  black  men  30  to  49  years  old  is  a disease  with 
much  morbidity,  and  we  are  eager  to  identify  and  treat 
these  hypertensives.  We  must  also  be  aware,  however, 
that  the  variability  of  blood  pressure  prevents  a rapid 
diagnosis  in  mild  and  moderate  hypertension.7  The 
variability  of  blood  pressure  in  black  men  of  this  age 
would  mean  uncertainty  even  if  three  blood  pressures 
were  obtained  at  an  initial  visit  (Table  2).  After  three 
blood  pressures,  an  average  blood  pressure  of  94  mm 
Hg  would  mean  only  71%  certainty  that  the  average 
diastolic  blood  pressure  would  be  higher  than  90  mm 
Hg  if  blood  pressures  were  measured  on  subsequent 
visits.  An  average  blood  pressure  after  three  measure- 
ments at  one  visit  of  96  mm  Hg  produces  80%  certain- 
ty of  the  diagnosis.  Even  if  the  average  diastolic  blood 
pressure  is  100  mm  Hg  after  three  measurements  at 
this  first  visit,  there  remains  an  8%  chance  of  normal 
blood  pressure  with  subsequent  measurements  and  no 
treatment.  Thus,  variability  of  blood  pressure  is  nor- 
mal. Clinical  decisions  must  account  for  it,  and  at- 
tempts to  minimize  variability  should  be  made.  At  a 
minimum,  patients  should  be  allowed  to  rest  for  a few 
minutes  before  the  blood  pressure  is  measured,  in- 
stead of  rushing  them  into  an  examining  room  and  im- 
mediately measuring  their  blood  pressure. 


TABLE  2* 

PROBABILITY  OF  SUBSEQUENT  BLOOD  PRESSURE  (BP) 
OUTCOME  (NORMAL  BP  OR  HYPERTENSION  WITH  DIASTOLIC 
BP  OF  90  MM  HG  OR  GREATER)  AFTER  THREE  BP’s 
ARE  MEASURED  AT  FIRST  VISIT, 

BLACK  MALES  AGES  30-49 


Average  Diastolic  BP 

Probability 

Probability 

After  1st  Visit  (mm  Hg) 

BP  Normal  (%) 

Hypertension  (%) 

80 

93 

7 

84 

81 

19 

86 

72 

28 

88 

62 

38 

90 

49 

51 

92 

46 

54 

94 

29 

71 

96 

20 

80 

100 

8 

92 

'Adapted  from  Rosner.7 
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To  this  physiological  variability  of  blood  pressure  is 
added  the  variability  imposed  by  the  environment  in 
which  the  patient  is  placed.  One  of  those  environ- 
ments is  exposure  to  doctors,  who,  especially  if  they 
are  unfamiliar  ones,  can  produce  large  changes  in  a 
patient’s  blood  pressures.  In  one  hospital  study,  sys- 
tolic blood  pressure  increased  an  average  of  27  mm  Hg 
and  diastolic  pressure  15  mm  Hg  when  a different  doc- 
tor arrived  at  the  patient’s  bedside.8  Such  large  changes 
in  blood  pressure  would  be  unusual  in  an  ambulatory 
situation,  but  a clinician  must  be  alert  to  the  possible 
impact  of  his  presence  on  patients’  blood  pressures, 
especially  when  he  is  the  new  or  unfamiliar  doctor. 

Even  when  clinicians  are  careful  to  measure  blood 
pressure  correctly,  there  still  remain  differences  in 
blood  pressures  measured  in  the  office  or  clinic  from 
those  measured  in  the  home.  Lower  blood  pressures 
at  home  are  recognized  by  most  clinicians.  The  avail- 
ability of  relatively  inexpensive  home  blood  pressure 
monitoring  equipment  has  enabled  many  clinicians  to 
recommend  the  use  of  home  blood  pressure  measure- 
ments as  a method  of  determining  blood  pressure  con- 
trol. It  makes  good  sense  that  home  blood  pressure 
would  more  accurately  predict  future  problems  be- 
cause these  are  the  patient’s  usual  blood  pressures. 
There  is  some  empirical  validation  of  this  intuition,  but 
there  is  less  scientific  information  than  one  would  guess. 

One  of  the  important  demonstrations  of  the  effica- 
cy of  antihypertensive  therapy  is  the  regression  of  pre- 
vious left  ventricular  hypertrophy  (LVH)  with  treat- 
ment. Home  blood  pressure  better  predicts 
electrocardiographic  regression  of  LVH  than  clinic 
blood  pressures.  In  outlining  these  findings  and  sub- 
sequent evidence  for  how  to  deal  with  the  variability 
of  blood  pressure,  I will  use  a simple  statistic,  Pear- 
son's r,  which  measures  correlation.  For  this  statistic 
r = 1.0  ( + or  -)  is  perfect  correlation,  and  r = 0 is 
randomness.  For  the  correlation  of  blood  pressure  and 
regression  of  LVH,  home  systolic  blood  pressure 
(r  = .46)  is  better  than  office  systolic  blood  pressure 
(r  = .37). y Also  home  diastolic  pressure  (r  = .31)  is 
better  than  office  diastolic  pressure  (r  = .17).  There 
are  almost  no  data  except  this  study  confirming  that 
home  blood  pressure  measurements  are  superior  to 
those  in  the  office.  Thus,  despite  the  good  sense  that 
home  blood  pressure  measurements  make  to  clini- 
cians, evidence  for  the  correctness  of  this  opinion  re- 
mains very  fragmentary. 

All  of  the  evidence  for  the  efficacy  of  antihyperten- 
sive therapy  derives  from  controlled,  clinical  trials  in 
which  blood  pressure  was  measured  in  clinics  by  cer- 
tified technicians.  We  must  use  home  blood  pressures 
to  complement  the  blood  pressures  recorded  during 
office  visits,  not  use  them  to  make  the  sole  decision 
concerning  therapy.  The  obvious  concern  about  home 
blood  pressures  is  the  bias  produced  by  allowing  the 
patient  to  select  when  and  under  what  circumstances 
the  blood  pressure  is  measured.  Also,  if  clinicians  are 
concerned  about  blood  pressure  during  daily  activities, 
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home  blood  pressure  may  not  provide  realistic  esti- 
mates of  blood  pressure  during  work.  The  patient  used 
as  the  case  example  for  this  discussion  clearly  demon- 
strates that  home  blood  pressure  may  be  spuriously 
low  as  a measure  of  blood  pressure  throughout  daily 
activities.  We  could  ask  patients  to  carry  a blood  pres- 
sure instrument  throughout  the  day  and  frequently 
measure  blood  pressures.  This  is  obviously  cumber- 
some and  does  not  solve  the  problem  of  bias  in  mea- 
suring one’s  own  blood  pressure. 

The  relatively  new  technology  of  ambulatory  blood 
pressure  monitoring  provides  a possible  solution.  When 
blood  pressure  is  measured  by  a portable  monitor  that 
automatically  records  blood  pressure  at  predetermined 
intervals,  then  problems  of  bias  in  recording  one's  own 
blood  pressure  would  be  obviated.  The  technology  now 
exists  in  modern  ambulatory  blood  pressure  recorders, 
and  there  is  increasing  scientific  evidence  for  their  va- 
lidity. 

Ambulatory  blood  pressure  recordings  are  better 
correlated  with  home  blood  pressures  than  they  are 
with  clinic  blood  pressures,  indicating  that  they  mea- 
sure closer  to  the  pressures  we  guess  exist  in  “real  life,” 
although  the  correlations  are  not  perfect.  The  corre- 
lation (r)  between  ambulatory  systolic  pressure  and 
home  systolic  pressure  as  an  average  of  multiple  stud- 
ies is  .67,  whereas  it  is  .55  with  office  systolic  pressure. 
The  correlation  between  ambulatory  diastolic  blood 
pressure  and  home  diastolic  pressure  is  .76,  compared 
to  .36  for  office  diastolic  pressures.  Thus,  ambulatory 
blood  pressure  is  measuring  closer  to  the  home  blood 
pressures  but  also  something  different.  The  difference 
is  probably  the  variability  in  blood  pressure  that  comes 
from  daily  physical  and  mental  activities,  which  may 
be  important  clinically. 

Before  we  blindly  accept  ambulatory  blood  pres- 
sure monitoring,  however,  there  are  two  important 


TABLE  3* 

PROBABILITY  OF  SUBSEQUENTLY  CONFIRMED 
HYPERTENSION  WITH  ADDITIONAL  FOLLOW-UP  WHEN 
BLOOD  PRESSURE  (BP)  IS  90  MM  HG  OR  GREATER 
AFTER  THE  2ND  AND  THE  3RD  VISITS, 

BLACK  MALES  AGES  30-49 


BP 

2nd  Visit 

3rd  Visit 

Average  Diastolic 

Probability  (%) 

Probability  (%) 

After  Visit  (mm  Hg) 

Hypertension 

Hypertension 

84 

11 

7 

86 

20 

17 

88 

32 

29 

90 

47 

47 

92 

62 

67 

94 

76 

82 

96 

86 

92 

100 

97 

99 

'Adapted  from  Rosner.7 
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questions  that  must  be  answered:  Does  it  correctly 
measure  blood  pressure,  and  Do  the  measurements 
provide  more  information  than  is  contained  in  stand- 
ard clinic  blood  pressure  measurements? 

The  evidence  for  ambulatory  blood  pressure  moni- 
toring indicates  that  the  instruments  more  correctly 
measure  blood  pressure  than  a standard  mercury  ma- 
nometer. The  instruments  commercially  available  use 
slightly  different  technologies,  but  must  provide  vali- 
dation studies  to  support  their  accuracy.  The  correla- 
tion with  exercise  is  poor,  however,  and  the  instru- 
ments require  the  patient  to  rest  when  the  blood 
pressure  is  measured.  If  the  patient  is  carefully  in- 
structed in  the  use  of  a calibrated  instrument  and  fol- 
lows those  instructions,  then  the  clinician  can  be  rea- 
sonably confident  of  the  results — if  the  instrument 
performs  properly. 

The  second  question,  “Is  the  information  useful?” 
can  also  be  answered  positively.  There  is  actually  more 
evidence  for  ambulatory  blood  pressure  monitoring 
than  exists  for  home  blood  pressures. 

Ambulatory  blood  pressure  may  be  a better  predic- 
tor of  existing  target  organ  damage  than  clinic  blood 
pressure.  In  studies  by  Sokolow,10  it  was  better  corre- 
lated with  ophthalmoscopic  changes,  LVH,  and  heart 
size  on  chest  x-ray.  The  correlation  between  blood 
pressure  and  left  ventricular  mass  has  also  been  stud- 
ied. LVH  by  echocardiography  identifies  patients  at 
higher  risk  of  morbid  events.  The  correlation  between 
diastolic  blood  pressure  and  LVH  is  better  for  ambu- 
latory blood  pressure  (r  = .39  to  .56)  than  for  clinic 
blood  pressure  (r  = .10  to  .30).  11 12  Thus,  ambulatory 
blood  pressure  may  be  a better  predictor  than  clinic 
blood  pressures  as  to  who  has  end-organ  damage  from 
hypertension. 

Prediction  of  future  adverse  events  may  also  be  im- 
proved by  ambulatory  blood  pressure  recording.  The 
prediction  of  cardiovascular  (CV)  morbidity  and  mor- 
tality was  studied  in  1,076  hypertensive  patients  fol- 
lowed for  five  years.13  After  analyzing  ambulatory 
blood  pressure  versus  clinic  blood  pressure  as  a pre- 
dictor, ambulatory  blood  pressure  had  better  correla- 


TABLE  4* 

COEFFICIENTS  OF  RELIABILITY  FOR  BLOOD  PRESSURE 
MEASUREMENTS  WHEN  VISITS  AND  MULTIPLE 
MEASUREMENTS  ARE  COMPARED  TO  BLOOD 
PRESSURES  OVER  MANY  YEARS 


Repeats  Per  Visit 


Number  of  Visits 

1 

2 

3 

Limit* 

1 

.67 

.74 

.77 

.83 

2 

.80 

.85 

.87 

.91 

3 

.86 

.90 

.91 

.94 

’Adapted  from  Shepard.14 

tLimit  is  the  maximal  coefficient  that  could  be  obtained  statistically  with  unlimited 
numbers  of  measurements  at  that  visit. 


tions  with  new  CV  events  with  systolic  blood  pressure, 
new  CV  events  with  diastolic  blood  pressure,  mortality 
with  systolic  blood  pressure,  mortality  with  diastolic 
blood  pressure,  new  CV  events  with  <160  mm  Hg  sys- 
tolic blood  pressure,  new  CV  events  with  <105  mm 
Hg  diastolic  blood  pressure.  Thus,  for  both  systolic  and 
diastolic  pressure  and  for  mild/moderate  hypertension, 
ambulatory  blood  pressure  was  a better  predictor  of 
future  morbidity  and  mortality. 

These  observations  have  produced  some  clinical  in- 
dications for  considering  ambulatory  monitoring  in  pa- 
tients with  elevated  blood  pressures.  When  there  is  a 
discrepancy  between  home  and  office  blood  pressures, 
ambulator}'  blood  pressure  recordings  may  clarify  which 
pressures  better  reflect  blood  pressure  throughout  the 
day.  Elevated  office  blood  pressures  and  no  end-organ 
findings  of  hypertension  raise  the  question  of  whether 
the  blood  pressure  is  elevated  only  in  the  physician's 
office.  Ambulatory  blood  pressure  recordings  may  an- 
swer this  question  before  end-organ  damage  occurs. 
Borderline  hypertension  may  be  an  area  where  am- 
bulatory blood  pressure  recording  can  provide  an  an- 
swer to  a diagnostic  question,  especially  when  home 
blood  pressures  are  elevated.  Episodes  of  hyperten- 
sion may  be  better  characterized  by  ambulatory  blood 
pressures.  When  constant  control  of  blood  pressure  is 
important,  e.g..  in  patients  with  severe  angina  pecto- 
ris, ambulatory  blood  pressure  recordings  may  better 
define  therapy.  Diagnostic  or  therapeutic  problems  with 
postural  hypotension  or  unexplained  syncope  may  be 
addressed  with  ambulatory  blood  pressure  recordings. 

It  is  also  important,  however,  to  critically  review 
the  existing  technology  before  our  enthusiasm  sweeps 
us  away.  The  instruments  and  the  computers  to  de- 
code the  data  are  expensive.  For  the  equipment,  a 
capital  outlay  of  $10,000  may  be  required,  with  charges 
of  $175  to  $250  per  study.  Reimbursement  for  the  study 
from  insurers  may  be  difficult  to  obtain,  and  the  mon- 
itors are  cumbersome  and  a nuisance  to  some.  They 
are  relatively  heavy  and  noisy,  they  interrupt  sleep, 
and  preclude  bathing.  Interpretation  is  difficult  be- 
cause it  may  be  impossible  to  distinguish  sudden 
changes  in  blood  pressure  from  malfunction.  Editing 
rules  must  be  carefully  derived  and  applied.  Thus,  am- 
bulatory blood  pressure  monitoring  is  theoretically  an 
ideal  way  of  answering  some  difficult  questions,  but  at 
this  time  it  is  not  a practical  clinical  approach  to  all 
the  problems  of  measuring  blood  pressure.  Clinicians 
must  look  elsewhere  for  the  answers  to  their  diagnos- 
tic problems  with  hypertension.  Is  there  a solution? 

In  my  view,  the  answers  to  the  clinical  dilemmas 
concerning  hypertension  lie  w'ith  evidence  of  the  value 
of  repeated  measurements  of  blood  pressure.  Careful 
studies  have  documented  the  predictive  value  of  re- 
peated visits  and  multiple  blood  pressures  at  a visit. 
These  studies  have  asked  how  many  visits  should  be 
made  to  create  certainty  that  blood  pressure  is  truly 
elevated  (diastolic  90  mm  Hg  or  greater)  or  normal? 
The  studies  have  demonstrated  the  advantage  of  mul- 
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tiple  visits  to  answer  this  question  (Table  3).  After  three 
visits,  there  is  reasonble  (but  still  not  absolute)  cer- 
tainty that  the  patient  is,  or  is  not,  hypertensive.7 

Using  multiple  measurements  is  also  supported  by 
other  data.  The  long-term  studies  of  the  population  of 
Framingham,  Mass.,  have  allowed  analyses  of  blood 
pressures  over  many  years.  These  analyses  also  dem- 
onstrate the  value  of  repeated  visits  for  measurements 
of  blood  pressure.14  As  demonstrated  in  Table  4,  per- 
forming three  blood  pressures  per  visit  for  three  visits 
would  be  preferable  to  performing  a very  large  num- 
ber of  blood  pressures  at  one  visit,  which  is  what  am- 
bulatory blood  pressure  monitoring  does. 

Thus,  I conclude  that  the  most  important  blood 
pressure  measurements  are  repeated  accurate  mea- 
surements. Many,  if  not  most,  blood  pressure  mea- 
surements are  inaccurate  unless  they  are  performed 
carefully.  Decisions  concerning  treatment  must  be 
thoughtfully  considered  and  justified.  Ambulatory 
blood  pressure  monitoring  has  problems  that  have  not 
been  completely  resolved.  Individual  variability  is  in- 
completely defined.  The  technology  is  complicated, 
expensive,  and  cumbersome.  Ambulatory  blood  pres- 
sure recording  thus  has  limited  clinical  usefulness  in 
diagnosing  and  managing  hypertension.  On  the  other 
hand,  it  is  a technology  that  can  provide  answers  to 
some  questions  that  cannot  be  answered  in  other  ways. 


Clinicians  should  be  aware  of  its  applications  and  alert 
to  situations  where  it  can  be  useful  to  them  and  their 
patients.  /~  ^ 
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Trauma  Rounds 


Traumatic  Hemobilia: 

Etiology,  Diagnosis,  and  Management 

EUGENE  C.  MANGIANTE,  M.D.;  ELIZABETH  PRITCHARD,  M.D.;  and  TIMOTHY  C.  FABIAN,  M.D. 


Although  hemobilia  is  an  unusual  complication  of 
hepatobiliary  disease,  physicians  involved  in  the  care 
of  the  injured  patient  should  be  especially  cognizant 
of  it.  Although  certainly  not  confined  to  the  trauma 
patient,  hemobilia  may  occur  in  as  many  as  2%  of  pa- 
tients sustaining  liver  injury.1  Since  Sandblom’s  de- 
scription of  hemobilia  in  1948, 2 increased  awareness  of 
the  classical  triad  of  gastrointestinal  bleeding,  jaun- 
dice, and  right  upper  quadrant  abdominal  pain  has  re- 
sulted in  earlier  diagnosis.2  Failure  of  prompt  diagno- 
sis may  result  in  significant  morbidity  and  mortality. 
In  most  cases,  hemobilia  could  be  averted  through  strict 
adherence  to  several  intraoperative  surgical  tenets 
during  the  repair  of  the  injured  liver. 

Case  Report 

A 20-year-old  man  admitted  to  a regional  hospital  follow- 
ing a motorcycle  accident  had  a blood  pressure  of  80/50  mm 
Hg  and  a chief  complaint  of  abdominal  pain.  He  was  imme- 
diately taken  to  the  operating  room  where  a laceration  of  the 
right  lobe  of  the  liver  with  a moderate  amount  of  hemorrhage 
was  found.  The  operative  note  stated  that  “bleeding  was  con- 
trolled with  mattress  sutures”  and  the  liver  drained.  The  pa- 
tient did  well  for  approximately  ten  days  and  then  developed 
abdominal  pain  and  melena  and  became  icteric.  Computed 
tomography  of  the  abdomen  showed  a large  intraparenchy- 
mal  hematoma  of  the  posterolateral  segment  lobe  of  the  right 
lobe  of  the  liver.  The  patient  was  then  transferred  to  the 
Presley  Trauma  Center  complaining  of  right  upper  quadrant 
abdominal  pain.  His  vital  signs  were  stable  and  he  was  jaun- 
diced; hematocrit  was  33%,  total  bilirubin  4.8  mg/dl,  and  an 
alkaline  phosphatase  of  265  units  (normal  less  than  120).  WBC 
count,  SGOT,  electrolytes,  arterial  blood  gases,  and  chest 
x-rays  were  within  normal  limits.  A clinical  diagnosis  of  he- 
mobilia was  made  and  a celiac  arteriogram  showed  a large 
intrahepatic  pseudoaneurysm  of  the  right  hepatic  artery.  The 
patient  was  taken  to  the  operating  room  where  a large  he- 
matoma of  the  right  lobe  of  the  liver  was  evacuated,  bleeding 
vessels  individually  ligated,  omentum  secured  in  the  hepatic 
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laceration,  and  the  liver  drained.  The  right  hepatic  artery  was 
isolated,  ligated,  and  divided. 

The  patient  did  well  for  the  next  seven  days  and  then  de- 
veloped tachycardia,  a temperature  of  102. 6°F,  right  upper 
quadrant  pain,  and  melena.  Repeat  celiac  arteriogram  dem- 
onstrated the  ligated  right  hepatic  artery  and  a large  distal 
intraparenchymal  pseudoaneurysm  of  the  right  hepatic  artery 
that  was  now  filled  by  collaterals.  The  patient  was  returned 
to  the  operating  room  and  a much  more  extensive  cavity  was 
found  in  continuity  with  the  previously  drained  cavity.  A right 
hepatic  lobectomy  was  performed  and  the  patient  made  an 
uneventful  recovery  and  was  discharged  ten  days  later.  He  is 
asymptomatic  and  working  as  a mechanic  18  months  after 
initial  injury. 

Discussion 

Much  has  been  learned  of  the  clinical  entity  re- 
ferred to  as  hemobilia  since  the  earliest  modern  day 
report  by  Glisson  in  16543:  “Blood  may  leave  the  body 
by  way  of  vomit  or  the  stool;  for  there  is  no  doubt  that 
the  biliary  duct  takes  unto  itself  some  of  the  blood 
issuing  into  the  liver  and  leads  it  down  into  the  intes- 
tine.” 

In  a review  of  the  literature  that  included  545  cases 
of  hemobilia,  Sandblom  in  19724  found  trauma  to  be 
the  cause  in  48%  of  cases,  infection  in  28%,  gallstones 
in  10%,  aneurysms  in  7%,  and  tumor  in  5%.  The  le- 
sion responsible  for  hemobilia  is  within  the  parenchy- 
ma of  the  liver  in  one-half,  the  gallbladder  in  one- 
fourth,  and  the  extrahepatic  bile  ducts  in  one-fourth 
of  cases.5  The  formation  of  an  abnormal  communica- 
tion between  a blood  vessel,  most  commonly  an  ar- 
tery, and  the  biliary  tree  from  either  direct  injury  or 
delayed  necrosis  of  an  arterial  wall  with  subsequent 
rupture  into  the  biliary  tree  is  the  pathophysiologic 
starting  point  for  this  unusual  lesion.  Trauma  is,  by 
far,  the  most  frequent  cause  of  hemobilia  and  is  more 
frequently  from  a blunt  as  opposed  to  a penetrating 
injury.6  Resultant  bleeding  deep  within  the  substance 
of  the  liver  with  hematoma  formation  when  either  the 
capsule  remains  intact  or  when  the  surface  is  sutured 
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closed  promotes  the  formation  of  the  vascular-biliary 
fistula.  Hematoma  expansion,  necrotic  liver,  false 
aneurysm,  and  abscesses  due  to  infections  from  the  bile 
and  blood  accumulation  may  erode  into  adjacent  ar- 
teries. 

The  use  of  large  mattress  sutures  to  close  liver  lac- 
erations and  arrest  bleeding  by  tamponade  is  ill-ad- 
vised. Hemorrhage  within  the  depths  of  a liver  lacer- 
ation deserve  a special  treatment  protocol,  for  they 
have  a great  potential  to  develop  the  postoperative 
complications  of  hematoma,  abscess,  and  hemobilia. 
The  liver  must  be  adequately  mobilized  through  the 
incision  of  the  coronary,  triangular,  and  cephalad  por- 
tion of  the  falciform  ligament.  Digital  compression  of 
the  porta  hepatis  will  usually  arrest  significant  bleed- 
ing from  the  injured  liver  to  allow  individual  suture 
ligation  of  vessels  under  direct  vision.  Traumatic  he- 
mobilia is  almost  totally  preventable  through  the  prop- 
er management  of  the  liver  at  the  time  of  injury. 

Another  intrahepatic  cause  of  hemobilia  includes 
hepatic  artery  aneurysms,  which  may  be  congenital  or 
atherosclerotic,  or  may  be  false  aneurysms  due  to  in- 
fection or  stone  erosion.  In  one  series,  43  of  103  rup- 
tured hepatic  artery  aneurysms  (42%)  resulted  in  he- 
mobilia.7 Four  percent  of  percutaneous  cholangiograms 
and  9%  of  percutaneous  cholangiograms  with  place- 
ment of  drainage  catheters  have  been  reported  to  be 
complicated  by  hemobilia,  although  the  bleeding  is 
usually  minor  and  subsides  spontaneously.89  Iatrogen- 
ic injury  of  the  structures  in  the  porta  hepatis  at  the 
time  of  biliary  surgery,  common  duct  exploration,  par- 
asitic infections,  and  primary  and  metastatic  tumors  of 
the  liver,  bile  ducts,  and  gallbladder  have  all  been  re- 
ported to  be  responsible  for  hemobilia.  Biliary  calculi 
may  erode  into  arteries  of  the  gallbladder  (hemocho- 
lecyst)  and  intrahepatic  and  extrahepatic  bile  ducts. 
Rarely,  the  inflammation  and  tissue  necrosis  associ- 
ated with  pancreatitis  or  a pancreatic  neoplasm  may 
create  a fistula  between  adjacent  arteries  and  the  pan- 
creatic duct  with  blood  entering  the  distal  common  bile 
duct. 

Although  the  patient  with  hemobilia  is  classically 
reported  to  have  abdominal  pain,  jaundice,  and  gas- 
trointestinal bleeding,  all  three  do  not  have  to  be  pres- 
ent. A history  of  trauma  that  may  or  may  not  have 
resulted  in  a diagnosed  abdominal  injury  and  recent 
hepatobiliary  surgery  should  raise  the  question  of  he- 
mobilia. There  may  be  variation  in  symptoms  based 
upon  the  rapidity  with  which  bleeding  occurs;  acute, 
rapid  bleeding  causes  colicky  abdominal  pain,  which  is 
due  to  clot  formation  and  obstruction  within  the  bile 
duct,  and  hematemesis  and/or  melena.  The  patient  may 
also  be  febrile  or  appear  septic  if  an  infected  intrahe- 
patic hematoma  or  a hepatic  abscess  is  present.  Slower 
bleeding  may  simply  be  manifested  as  anemia  and  ob- 
structive jaundice.  It  is  not  uncommon  for  the  patient 
with  hematemesis  to  vomit  clots  in  the  shape  of  a bil- 
iary cast. 

Upper  gastrointestinal  endoscopy  is  of  great  diag- 
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nostic  benefit  in  this  entity  not  only  for  eliminating 
other  alternative  diagnoses,  but  occasionally  to  visu- 
alize blood  coming  from  the  ampulla  of  Vater.  When 
rapid  bleeding  is  not  present,  the  endoscopist  may  not 
see  blood  coming  from  the  ampulla  or  any  other  gas- 
trointestinal mucosal  abnormality.  This  in  itself  should 
raise  some  suspicion  of  hemobilia  when  hematemesis 
has  occurred.  Liver  or  biliary  scans,  ultrasonography, 
and  computed  abdominal  tomography  that  demon- 
strate hematoma,  abscess,  or  a filling  defect  may  sug- 
gest the  diagnosis  in  the  patient  with  upper  gastroin- 
testinal bleeding.  ERCP  (endoscopic  retrograde 
cholangiography)  and  PTC  (percutaneous  transhepatic 
cholangiography)  have  not  been  found  to  be  helpful  in 
the  diagnosis  of  this  lesion,  and  in  fact  may  confuse 
the  diagnosis  by  creating  a new  source  of  bleeding 
through  excessive  manipulation  of  the  catheters.  The 
most  accurate  method  for  confirming  the  diagnosis  is 
selective  hepatic  angiography,  by  which  an  actual 
bleeding  point  may  be  visualized  as  dye  extravasation 
or  a false  aneurysm.  Abnormalities  in  hepatic  arterial 
architecture  suggestive  of  a cavity,  abscess,  hemato- 
ma, or  tumor  may  suggest  hemobilia  as  a source  of 
upper  gastrointestinal  hemorrhage. 

The  successful  treatment  of  hemobilia  is  almost  al- 
ways surgical,  but  angiographic  localization  is  an  es- 
sential road  map  to  the  source  of  the  hemorrhage.  Al- 
though methods  have  recently  emerged  that  may  arrest 
bleeding  into  the  biliary  tree,  the  responsible  associ- 
ated disease  is  not  addressed.  Most  frequently  in  cases 
of  traumatic  hemobilia  there  is  a large  intrahepatic 
cavity  filled  with  hematoma  that  is  adjacent  to  the  ar- 
terio-biliary  fistula.  Direct  exploration  of  the  cavity, 
removal  of  necrotic  tissue,  control  of  hemorrhage,  and 
drainage  of  the  liver  are  paramount  to  success.  When 
there  is  significant  cavitary  formation  and  destruction, 
hepatic  resection  may  be  required. 

If  there  is  no  cavity  to  debride  of  necrotic  tissue  or 
hematoma,  selective  lobar  artery  ligation  may  be  en- 
tertained, although  there  is  a significant  incidence  of 
hepatic  enzyme  abnormalities  associated  with  this  pro- 
cedure. Due  to  the  abundant  collateral  circulation,  lig- 
ation of  the  proper  hepatic  artery  proximal  to  the  gas- 
troduodenal artery  rarely  results  in  any  clinical 
problem.10  Because  of  the  substantial  incidence  of  gall- 
bladder ischemia,  necrosis  and  perforation,  cholecys- 
tectomy should  be  performed  with  right  hepatic  artery 
ligation.  It  is  important  to  remember  that  hepatic  ar- 
tery ligation  will  be  universally  unsuccessful  when  an 
intrahepatic  collection  housing  the  arterio-biliary  fis- 
tula remains.  The  entire  sequelae  can  be  avoided  by 
proper  management  of  the  initial  liver  injury.  Hemo- 
bilia due  to  biliary  calculi  must  be  treated  by  cholecys- 
tectomy and  removal  of  common  bile  duct  stones  when 
present.  Hemobilia  following  THC  or  ERCP  will  usu- 
ally stop  spontaneously,  but  it  occasionally  requires 
exploration.  Angiographic  embolization11  or  balloon 
occlusion12  may  occasionally  be  performed,  but  once 
again,  it  does  not  correct  the  underlying  disease,  and 
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should  be  reserved  for  situations  involving  small  distal 
hepatic  arterial  lesions  with  minimal  liver  damage  and 
no  evidence  of  biliary  tract  obstruction.13  The  overall 
mortality  from  hemobilia  is  10%  to  20%,  but  with 
proper  initial  management  of  liver  injuries,  increased 
awareness  of  this  entity,  and  prompt,  appropriate 
therapy  for  patients  with  hemobilia,  the  mortality  will 
be  reduced.  r ^ 


REFERENCES 

1.  Bismuth  P:  Hemobilia.  N Engl  J Med  288:617,  1973. 

2.  Sandblom  P:  Hemorrhage  into  the  biliary  tract  following  trauma:  traumatic 
hemobilia.  Surgery  42:571,  1948. 

3.  Glisson  F:  Anatomia  Hepatis.  1654. 

4.  Sandblom  P:  Hemobilia  (Biliary  Tract  Hemorrhage).  Springfield,  111.  Charles 
C.  Thomas.  Publisher.  1972. 

5.  Goodnight  JE.  Blaisdell  FW:  Hemobilia.  Surg  Clin  North  Am  61:973.  1981. 

6.  Sandblom  P:  Hemorrhage  into  the  biliary  tract  following  trauma — “trau- 
matic hemobilia."  Surgery  42:571.  1948. 

7.  Guida  PM.  Moore  SW:  Aneurysms  of  the  hepatic  artery:  report  of  five 
cases  with  a brief  review  of  the  previously  reported  cases.  Surgery  60:299.  1966. 

8.  Cahow  CE.  Burrell  M.  Greco  R:  Hemobilia  following  percutaneous  trans- 
hepatic  cholangiography.  Ann  Surg  185:235,  1973. 

9.  Sarr  MG.  Kaufman  SL.  Zuidema  GD.  et  al:  Management  of  hemobilia 
associated  with  transhepatic  internal  biliary  drainage  catheters.  Surgery  95:603, 
1984. 

10.  Wilkinson  GM,  Mikkelsen  WP.  Berne  CJ:  The  treatment  of  posttrau- 
matic  hemobilia  by  ligation  of  the  common  hepatic  artery.  Surg  Clin  North  Am 
48:1337,  1968. 

11.  Shenoy  S.  Bergsland  J,  Cerra  F:  Arterial  embolization  for  traumatic  he- 
mobilia with  hepatoportal  fistula.  Cardiovasc  Intervent  Radiol  4:206,  1981. 

12.  Franklin  RH.  Bloom  WF.  Schoffstall  RO:  Angiographic  embolization  as 
the  definitive  treatment  of  posttraumatic  hemobilia.  J Trauma  238:2524.  1980. 

13.  Bodai  BI.  Cox  R.  King  E,  et  al:  Hemobilia:  current  concepts  in  diagnosis 
and  management.  Comtemp  Surg  23:57,  1983. 


PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Placement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 


The 

Dodson 

Dividend 

Plan 

A program  for  workers'  compensation 
insurance  coverage  that  gives  you  the 
opportunity  to  earn  back  a portion  of 
your  premium  at  the  end  of  your  policy 
year,  depending  on  claim  experience. 


Members  of  Tennessee 
Medical  Association 
received  a dividend  of 
35%  of  premium  in  1987. 

The  Plan  can  work  for  you,  too  . . . 

1-800-825-3760, 

Ext.  2990 

policies  issued  by 

Casualty  Reciprocal  Exchange, 

member 

DODSON  GROUP 


9201  State  Line  Road  • Kansas  City,  MO  64114  • 800-825-3760 


SEPTEMBER,  1988 


577 


Vanderbilt  Morning  Report 


Quinine  Purpura 


Case  Report 

The  day  before  he  was  admitted  to  the  Nashville  Veterans 
Administation  Hospital,  a 50-year-old  man  noted  bruises  and 
gingival  bleeding.  He  had  a 30  pack-year  smoking  history  and 
used  ethanol  moderately.  Two  weeks  prior  to  this  admission, 
he  began  taking  an  over-the-counter  preparation  containing 
quinine  for  leg  cramps,  and  on  the  day  before  admission  large 
ecchymoses  appeared  in  areas  of  minor  trauma.  He  also  not- 
ed purpuric  lesions  on  his  lower  extremities  and  gingival 
bleeding.  He  had  no  hematochezia,  hematuria,  epistaxis,  he- 
matemesis,  or  icterus;  he  was  taking  no  other  medicines  and 
did  not  know  of  any  allergy. 

Physical  examination  showed  a robust  man  with  ecchy- 
motic  and  purpuric  lesions  on  his  extremities  and  trunk  and 
dried  blood  in  his  mouth.  His  blood  pressure  was  120/80  mm 
Hg  and  pulse  72/min.  He  was  afebrile,  had  no  lymphadenop- 
athy,  his  lungs  were  clear,  and  his  cardiac  examination  was 
normal.  There  was  no  abdominal  tenderness,  and  bowel 
sounds  were  normal;  he  had  a normal-sized  liver,  and  the 
spleen  was  not  palpable.  The  remainder  of  his  examination 
was  normal  except  that  the  stool  contained  occult  blood. 

Admission  laboratory  studies  revealed  a WBC  count  of 
11,500/cu  mm  (normal  4,800  to  10,800)  with  a normal  differ- 
ential. His  hematocrit  was  50%  (normal  42%  to  52%)  with 
normal  RBC  indices,  and  the  platelet  count  was  7,000/cu  mm 
(normal  150,000  to  500,000).  Peripheral  smear  was  normal 
except  for  decreased  platelets.  PT  was  12.2  seconds  (normal 
10  to  14)  and  his  PTT  was  23  seconds  (normal  24  to  34). 
Electrolytes  were  within  normal  limits,  SMA-12  was  normal. 
Urine  contained  1 + blood  and  no  white  blood  cells.  Chest 
roentgenogram  and  electrocardiogram  were  normal. 

The  impression  was  that  the  patient  had  quinine-induced 
thrombocytopenia  although  idiopathic  thrombocytopenic 
purpura  could  not  be  excluded.  The  medicine  containing  qui- 
nine was  discontinued  and  he  was  given  oral  prednisone.  Bi- 
opsy of  the  bone  marrow  revealed  normal  megakaryocytes, 
and  a nuclear  medicine  study  showed  a normal  liver  and 
spleen,  but  his  gums  continued  to  bleed  and  his  stool  re- 
mained positive  for  blood.  Twenty-four  hours  later,  because 
his  hematocrit  had  dropped  6%  and  his  platelet  count  re- 
mained low  at  5,000/cu  mm,  the  decision  was  made  to  treat 
the  patient  with  intravenous  corticosteroids  and  immunoglob- 
ulin. The  following  day,  his  platelet  count  was  27,000/cu  mm 
and  continued  to  rise  to  330,000/cu  mm  at  discharge  one  week 
later;  his  stool  became  negative  for  blood.  The  need  to  avoid 
quinidine  and  quinine-containing  preparations  was  discussed 
with  him,  and  he  was  discharged  on  a two-week  corticoste- 
roid taper;  he  has  done  well  since. 

Discussion 

As  early  as  1928,  it  was  recognized  that  purpura 
associated  with  quinine  therapy  resolved  with  discon- 
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tinuation  of  the  drug.  The  risk  of  developing  drug-in- 
duced thrombocytopenia  with  quinine  or  quinidine 
therapy  is  estimated  to  be  1 in  1,000  cases.1  A large 
number  of  drugs  are  associated  with  thrombocytope- 
nia. In  a review  of  350  cases,  70%  of  cases  were  as- 
sociated with  one  of  eight  drugs  listed  as  follows:  quin- 
idine 14%,  quinine  14%,  gold  salts  14%,  sulfonamides 
7%,  sulfonamide  derivatives  10%,  chlorothiazide  3%, 
chloroquine  3%,  and  rifampin  3%. 2 The  immune  re- 
sponse consists  of  specific  antibody  production  follow- 
ing exposure  to  the  drug  or  its  metabolites.  The  pri- 
mary response  follows  initial  exposure  and  may  occur 
as  soon  as  seven  days  following  initiation  of  therapy. 
It  may  occur,  however,  at  any  time  during  prolonged 
therapy.  If  the  drug  has  been  taken  previously,  recur- 
rent thrombocytopenia  can  occur  in  three  to  five  days 
following  repeat  exposure.  Once  the  antibody  is  pres- 
ent, it  may  persist  for  up  to  one  year.1  The  antibody 
produced  in  response  to  quinine-  or  quinidine-induced 
thrombocytopenia  is  of  the  IgG  class.3  The  quinidine 
moiety  (or  its  metabolite)  binds  firmly  with  the  Fab 
portion  of  the  antibody  and  alters  it  in  such  a way  that 
the  combination  binds  platelet  I “complex”  glycopro- 
teins leading  to  platelet  destruction  primarily  by  splen- 
ic macrophages.4  In  the  absence  of  the  drug,  the  anti- 
bodies are  not  active. 

Therapy  consists  of  discontinuing  the  offending 
agent  and  supporting  the  patient  as  necessary  while 
the  drug  and  its  metabolites  are  cleared.  If  bleeding  is 
a problem,  platelet  transfusions  are  effective  once  the 
drug  is  cleared.  In  life-threatening  cases,  corticoste- 
roids and  intravenous  immunoglobulin  may  decrease 
platelet  destruction  by  macrophages  and  improve  out- 
come. It  is  important  that  the  patient  be  educated  con- 
cerning the  danger  associated  with  repeat  exposure  to 
quinidine  and  quinine  as  well  as  the  availability  of  the 
latter  in  over-the-counter  preparations  and  tonic  water. 
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Drug-Induced  Lupus 


Case  Report 

A 65-year-old  man  was  admitted  to  the  Nashville  Veter- 
ans Administration  Hospital  for  evaluation  of  left  chest  pain 
and  shortness  of  breath  for  three  days.  His  medical  history 
was  significant  for  coronary  artery  disease,  a prior  myocardial 
infarction,  hypertension,  hypercholesterolemia,  and  ventric- 
ular ectopy  for  which  he  had  taken  procainamide  for  the  past 
six  months. 

His  oral  temperature  was  100°F,  blood  pressure  135/75  mm 
Hg,  respiratory  rate  24/min,  and  pulse  108/min.  There  were 
a few  rales  at  the  base  of  both  lungs.  His  heart  was  normal. 
Laboratory  profile  revealed  a WBC  count  of  13,200/cu  mm 
(normal  4,800  to  10,800).  He  had  a normal  hematocrit,  plate- 
let count,  and  SMA-6.  CPK  was  29  IU/L  (normal  22  to  290) 
and  remained  normal.  Cholesterol  was  268  mg/dl.  Examina- 
tion of  arterial  blood  revealed  a pH  of  7.48,  Pco2  of  35  mm 
Hg,  and  Po2  of  48  mm  Hg.  Electrocardiogram  exhibited  sinus 
tachycardia,  left  axis  deviation,  and  first  degree  AV  block. 
Chest  roentgenogram  showed  atelectasis  in  both  bases  and  a 
small  pleural  effusion  on  the  left. 

An  echocardiogram,  pulmonary  ventilation-perfusion  scan, 
and  pulmonary  arteriogram  were  normal;  CT  scan  of  the  chest 
revealed  no  aortic  aneurysm.  After  appropriate  cultures  were 
obtained,  parenteral  antibiotics  were  administered;  all  cul- 
tures were  negative.  Retrospective  data  indicated  that  prior 
to  admission  the  patient  had  noted  polyarticular  arthralgia 
and  intermittent  right  pleuritic  chest  pain,  and  it  was  believed 
that  in  the  absence  of  a recent  myocardial  infarction  or  a 
pulmonary  embolus,  drug-induced  lupus  erythematosus  syn- 
drome was  the  most  likely  diagnosis.  The  patient’s  procain- 
amide was  stopped,  and  he  was  treated  with  nonsteroidal  anti- 
inflammatory agents,  with  subsequent  complete  resolution  of 
his  chest  pain  and  arthralgia.  His  antinuclear  antibody  titer 
was  positive  in  a dilution  of  1:640  with  a speckled  pattern. 

Discussion 

The  first  well-documented  case  of  drug-induced  lu- 
pus erythematosus  was  reported  in  1954, 1 with  hydral- 
azine as  the  implicated  agent.  Procainamide  was  im- 
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plicated  in  1962, 2 and  since  then,  many  other  drugs 
have  been  noted  to  cause  this  syndrome,  including 
quinidine,  isoniazid,  and  tetracycline. 

In  comparison  with  idiopathic  systemic  lupus  ery- 
thematosus (SLE),  drug-induced  lupus  erythematosis 
tends  to  occur  later  in  life  than  idiopathic  SLE,  often 
in  the  sixth  and  seventh  decades3;  the  majority  of  cases 
occur  in  women.  Contributing  factors  include  the  size 
of  the  daily  dose  of  the  involved  drug,  rate  of  metab- 
olism of  the  drug  by  acetylation,  and  in  some  cases 
HLA  antigen  status.37 

As  in  idiopathic  SLE,  the  drug-induced  form  pre- 
sents itself  with  manifestations  of  arthritis,  polyar- 
thralgia,  pleuritis,  and  pericarditis;  antinuclear  anti- 
bodies are  present  in  the  serum  of  a significant 
proportion  of  patients.3  The  major  factors  that  distin- 
guish drug-induced  lupus  from  the  idiopathic  form  in- 
clude lack  of  anti-DNA  antibodies,  rare  involvement 
of  the  kidneys  and  central  nervous  system,  normal 
complement,  and  resolution  of  symptoms  following 
drug  withdrawal.3 

Treatment  in  the  majority  of  cases  consists  of  stop- 
ping the  offending  drug.  In  severe  cases,  patients  have 
been  shown  to  benefit  from  steroids.3  r ^ 
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Health  and  Environment  Report 


Medicaid  and  Medical  Services  for 
Pregnant  Women  and  Children 

DAWN  K.  SADLER 


In  the  past  two  years,  several  significant  changes 
have  been  made  in  the  Tennessee  Medicaid  program 
to  make  medical  services  in  general,  and  physician 
services  particularly,  more  accessible  to  pregnant 
women  and  children.  These  changes  have  affected 
physician  reimbursements  for  certain  services  as  well 
as  the  Medicaid  eligibility  criteria. 

In  1986,  physician  reimbursements  for  obstetrical 
services  were  increased  substantially.  A recent  com- 
parison of  southeastern  states  places  Tennessee  Medi- 
caid reimbursement  rates  among  the  highest.  Reim- 
bursement is  divided  into  categories.  One  rate  is  for 
specialists  in  obstetrics  and  gynecology,  and  the  other 
for  all  other  primary  care  physicians  who  might  bill  for 
these  services  (Table  1). 

Medicaid  eligibility  for  pregnant  women  has  been 
simplified,  and  criteria  to  qualify  have  been  revised  as 
well.  If  a woman’s  monthly  income  is  $644  or  lower  and 
she  is  pregnant,  she  qualifies  for  Medicaid.  Before  July 
1,  1987,  however,  it  wasn’t  that  easy;  a pregnant  wom- 
an would  have  had  to  have  a monthly  income  of  $167 
or  lower.  In  addition,  resources  such  as  checking  and 
savings  accounts  could  not  have  exceeded  $1,800.  Of 
course,  there  were  other  ways  to  qualify.  If  she  were 
receiving  Aid  to  Families  with  Dependent  Children 
(AFDC)  or  if  she  were  disabled,  she  could  qualify. 

But  now,  all  that  has  changed.  It  is  actually  very 
easy  for  a pregnant  woman  to  become  eligible  for 
Medicaid.  In  fact,  there  was  an  $8,000  resource  limit 
until  a few  months  ago,  which  meant  that  the  Depart- 
ment of  Human  Services,  the  agency  that  determines 
Medicaid  eligibility  in  Tennessee,  would  have  to  check 
and  verify  an  individual’s  resources — how  much  mon- 
ey she  had  in  the  bank  in  a checking  or  a savings  ac- 
count, whether  she  had  any  stocks  and  bonds  or  cer- 
tificates of  deposit,  or  any  other  similar  resources.  Now 
the  resource  restriction  has  been  deleted  from  the  re- 
quirements for  eligibility,  so  that  all  a pregnant  wom- 
an has  to  verify  is  her  income  and  her  pregnancy. 

This  new  category  is  referred  to  as  the  100%  pov- 
erty level  income  standard;  its  provisions  apply  not  only 
to  pregnant  women,  but  also  to  children  up  to  age  2. 
Effective  July  1,  1988,  children  up  to  age  4 will  be 
covered,  and  as  of  Oct.  1,  children  up  to  age  5 can  be 


From  the  Bureau  of  Medicaid,  Tennessee  Department  of  Health 
and  Environment,  Nashville. 
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TABLE  1 


MEDICAID  REIMBURSEMENT  BY  CATEGORIES 


Service 

Primary  Care  Physicians 

Ob/Gyn 

Global 

$650 

$725 

Vaginal  delivery  only 

325 

362.50 

Antepartum 

325 

362.50 

Postpartum 

50 

50 

C-Section  delivery  only 

637.50 

650 

C-Section  global 

850 

925 

TABLE  2 

INCOME  GUIDELINES  FOR  MEDICAID  POVERTY  LEVEL 


Family  Size 

Annual  Income 

Monthly  Income 

1 

$ 5,770 

$ 481 

2 

7,730 

644 

3 

9,690 

808 

4 

1 1 ,650 

971 

5 

13,610 

1,134 

6 

15,570 

1,298 

7 

17,530 

1,461 

8* 

19,490 

1,624 

'Add  $1,960  for  each  additional  member  over  8 for  annual  and  $163  for  monthly. 
In  determining  family  size,  a pregnant  woman  is  counted  as  two.  If  there  is  proof 
she  is  expecting  twins,  then  she  is  counted  as  three  and  so  on. 


covered  if  their  family  is  at  or  below  100%  poverty. 

The  annual  and  monthly  income  guidelines  are 
shown  in  Table  2.  A woman  who  is  determined  eligi- 
ble under  this  category  remains  eligible  for  her  entire 
pregnancy  and  for  two  months  after  the  month  of  de- 
livery. No  matter  how  much  her  financial  circumstan- 
ces change  during  the  prenatal  period  of  care,  her  eli- 
gibility is  not  redetermined.  Because  of  her  pregnancy, 
she  automatically  continues  to  receive  her  monthly 
card.  For  children  determined  eligible  under  this  cat- 
egory, eligibility  is  redetermined  every  six  months. 

If  you  have  patients  who  meet  the  Medicaid  income 
guidelines  but  don’t  have  a Medicaid  card,  you  should 
refer  them  to  their  county  human  services  office  so 
they  can  apply  for  Medicaid.  Physicians  interested  in 
obtaining  more  information  about  the  poverty  level  in- 
come category  or  reimbursement  for  prenatal  services 
may  call  Provider  Inquiry  at  (800)  824-6582,  or  in 
Davidson  County  call  741-0017.  F / 
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Disability  Update 


Court  Orders  Social  Security  Administration  To 
Give  Treating  Physicians’  Opinions  Greater  Weight 

KENNETH  A.  MILLER 


For  years,  the  Social  Security  Administration  failed 
to  give  treating  physicians’  opinions  much  weight,  but 
that  was  changed  by  the  class  action  lawsuit  of  Samu- 
els vs.  Bowen.  Due  to  its  outcome,  the  agency  was 
ordered  to  give  treating  physicians’  opinions  greater 
weight. 

If  you  want  the  agency  to  give  your  opinion  the 
weight  it  deserves,  you  need  to  provide  the  Social  Se- 
curity Administration  with: 

• Your  diagnosis  of  the  impairment. 

• A statement  that  the  impairment  has  lasted  or  is 
expected  to  last  for  at  least  12  months. 

• Observations,  signs,  and  laboratory  findings  that 
support  your  diagnosis. 

• Symptoms,  including  pain,  reported  by  the  pa- 
tient or  observed  that  could  reasonably  be  ex- 
pected to  result  from  the  impairment. 

• Your  assessment  of  the  patient’s  ability  on  a sus- 
tained basis  to  sit,  stand  and  walk  during  an  eight 
hour  day  and  to  lift  and  carry  weights  occasion- 
ally and  frequently. 

The  final  report  requirement  is  problematic.  Pa- 
tients with  identical  findings  may  have  different  limi- 
tations. A physician  will  not  know  that  a patient  can 
stand  exactly  2.6  hours  and  not  a minute  longer. 


Mr.  Miller  is  a Knoxville  attorney  and  a sustaining  member  in  the 
National  Organization  for  Social  Security  Claimants  Representatives. 


Nonetheless,  a decision  will  be  made  based  upon  the 
evidence  obtained  that  the  patient  can  or  cannot  sit, 
stand,  or  walk  at  least  six  hours  during  a work  day  and 
can  or  cannot  lift  10,  20,  or  50  pounds  occasionally  or 
frequently.  The  opinion  of  the  treating  physician  will 
not  be  final,  but  will  contribute  to  an  accurate  deter- 
mination. 

The  Social  Security  Administration  does  not  re- 
quire that  you  judge  whether  or  not  your  patient  is 
disabled.  Disability  may  result  from  adverse  vocation- 
al factors  or  from  a combination  of  impairments  for 
which  you  have  provided  treatment  and  other  physical 
or  emotional  impairments.  If  you  think  a patient  is 
disabled,  you  can  include  your  opinion,  but  you  must 
also  include  sufficient  medical  findings  and  a descrip- 
tion of  the  patient’s  limitations. 

If  your  patient  has  been  denied  disability  benefits, 
you  may  want  to  suggest  that  the  patient  contact  an 
attorney  who  specializes  in  Social  Security  disability 
claims.  Statistics  provided  by  the  Social  Security 
Administration  indicate  that  patients  who  are  not  rep- 
resented are  usually  unsuccessful  in  pursuing  their  dis- 
ability claims. 

The  treating  physician  can  have  a substantial  im- 
pact on  the  patient’s  disability  claim.  If  your  opinion 
is  properly  presented,  the  courts  have  ordered  the  So- 
cial Security  Administration  to  pay  attention  to  you. 
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RCT 

Usually  docile,  even  desultory  and  frequently  inattentive  at  its  opening  ses- 
sion, which  consists  largely  of  formalities,  the  AMA  House  of  Delegates  meet- 
ing in  June  evoked  an  early  assessment  of  “fractious”  from  its  Vice-Speaker.  This 
mood  was  nowhere  more  apparent  than  in  its  deliberations  over  a proposal  to 
initiate  training  programs  for  technical  level  personnel,  to  be  known  as  Regis- 
tered Care  Technologists  (RCTs),  aimed  at  mitigating  the  severe  shortage  in 
bedside  care.  It  was  apparent  from  the  beginning  that  the  House  was  in  no  mood 
to  be  trifled  with,  and  was  not  to  be  put  off  by  a lot  of  adverse  testimony  before 
the  Reference  Committee  from  members  of  the  nursing  profession.  In  a special 
briefing  for  state  medical  association  and  specialty  society  officers,  all  of  the 
comments  from  the  floor  were  simply  a recitation  of  one  horror  story  after  an- 
other of  patients  left  by  nursing  personnel  to  shift  for  themselves,  even  when  such 
shifting  was  clearly  out  of  the  question.  Moves  to  defer  adoption  of  the  report 
were  resoundingly  suppressed  and  the  report  just  as  resoundingly  adopted. 

Such  a program  may  do  a little,  a lot,  or  nothing  at  all  to  remedy  the  situation;  clearly,  it  will  take 
some  time  to  effect.  It  will  also  suffer  from  the  same  fundamental  problem  plaguing  the  health  care 
system  generally:  no  money. 

It  is  for  want  of  money  that  nurses  are  leaving  nursing;  poor  pay  implies  lack  of  status,  leading  to 
a degraded  self-image.  Being  importuned  to  reduce  expenses,  hospitals  have  closed  floors,  laid  off 
nurses,  and  even  quit  the  fight  for  good,  causing  further  morale  problems.  The  best  nurses  are  given 
administrative  jobs  in  which  they  wear  street  clothes  and  carry  clipboards,  and  are  removed  from  the 
mainstream  of  nursing.  Charge  nurses  spend  their  days  doing  clerical  work,  as  penurious  administra- 
tors economize  by  making  them  the  unit  managers,  effectively  removing  them  also  from  patient  care. 
All  this  at  a time  when  hospitalized  patients  are  sicker  and  their  stays  incongruously  shorter,  making 
good  bedside  care  even  more  obligatory. 

Underneath  all  this  there  is  a disturbing  undercurrent  that  seems  to  pervade  every  aspect  of  health 
care.  I heard  a piece  on  All  Things  Considered’s  weekend  edition  on  NPR  in  which  an  intern  was 
interviewed  at  varying  stages  of  his  quest  for  year’s  end.  He  had  the  complaints  of  interns  of  every 
era,  but  the  one  that  struck  me  most  was  his  complaint  about  having  to  do  “scut”  work  on  his  patients 
during  his  stint  at  the  VA  Hospital.  When  I was  an  intern  scut  work  was  an  inseparable  part  of 
the  intern’s  day — every  day.  As  the  recently  graduated  nurse-daughter  of  a colleague  was  exulting 
over  the  excitement  of  working  in  a pediatric  intensive  care  unit,  her  father  observed  that  it  might  do 
her  good  to  spend  some  time  as  a floor  nurse.  She  responded  that  floor  nursing  was  pretty  dull — 
scut  work. 

A lot  of  what  any  doctor  or  any  nurse  does  in  any  given  day  could  be  considered  scut  work.  On 
the  other  hand,  almost  all  of  what  some  people  do  all  day  every  day  could  be,  too.  It  helps  if  one  gets 
used  to  scut  work  early  in  his  career.  It  is  all  a part  of  the  job  of  getting  sick  folks  well  and  keeping 
well  ones  from  getting  sick. 

Getting  sick  folks  well  and  keeping  well  ones  that  way  is  why  most  of  us  went  into  medicine  or 
nursing  in  the  first  place,  and  it  is  why  hospitals  exist  at  all — not  simply  to  make  jobs  for  administra- 
tors. I think  that  under  what  we  have  perceived  as  economic  duress  we  may  all  have  lost  sight  of  our 
mission;  the  federal  government  needs  to  shoulder  much  of  the  blame  for  that,  but  not  all. 

The  RCT  program  simply  transfers  into  civilian  care  what  has  always  worked  well  for  the  military. 
An  ailing  system  has  to  have  the  same  team  effort  that  an  ailing  patient  does,  and  it  has  to  be  on  the 
local  level.  The  key  to  shortages  in  the  system  is  recruitment,  but  recruitment  depends  upon  a percep- 
tion that  the  system  is  properly  functioning.  It’s  time  the  various  parts  of  the  system  got  their  acts 
together,  together. 


John  B.  Thomison 
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Contract  Medicine 

In  Which  Hospitals  Contract 
With  Health  Plans  But  Their 
Doctors  Don't 

Contract  medicine,  for  better  or  worse,  has 
become  a way  of  life,  as  both  hospitals  and  indi- 
vidual physicians  contract  with  various  alterna- 
tive delivery  systems  (ADSs)  to  furnish  medical 
care  to  defined  groups  at  reduced  rates  or  on  a 
capitation  basis.  Problems  arise  when  their  ADSs 
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are  not  the  same,  specifically  as  when  a hospital 
agrees  to  provide  emergency  services  but  the 
doctor  covering  the  emergency  room,  either  for 
general  emergency  care  or  as  specialty  coverage, 
has  not  contracted  to  do  it.  That  becomes  a 
problem  when  too  few  of  the  hospital  staff  sign 
up  with  the  ADS  to  allow  the  hospital  to  provide 
adequate  coverage  to  its  enrollees. 

Last  year  the  AMA  House  of  Delegates  asked 
for  a study  of  the  implications  of  this  situation, 
and  the  Board  of  Trustees  responded  at  the  an- 
nual meeting  just  past  with  a report  (A-88  B.O.T. 
Report  CC)  which,  because  it  is  long  and  wordy, 
I propose  to  summarize  for  you.  Our  delegation 
thought  it  would  be  useful. 

The  report  addresses  three  legal  questions 
raised  by  this  dichotomy.  First,  may  a physician 
who  is  on  call  at  a hospital,  but  who  has  no  con- 
tract with  the  ADS  in  question,  refuse  to  treat 
one  of  its  enrolled  patients  in  an  emergency?  Can 
the  physician  lose  his  medical  staff  privileges  if 
he  refuses,  and  can  the  ADS  patient  who  is  re- 
fused treatment  sue  the  physician  for  not  treating 
him?  Second,  does  the  physician  who  has  no 
contract  with  the  ADS,  but  treats  the  ADS  pa- 
tient in  an  emergency,  face  increased  profession- 
al liability  exposure?  Third,  what  is  the  legal  ob- 
ligation of  the  ADS  to  pay  a physician  who, 
though  he  has  no  contract  with  it,  treats  one  of 
its  patients  at  a hospital  in  an  emergency?  What 
recourse  does  the  non-participating  physician 
have  if  the  ADS  refuses  to  pay,  or  pays  less  than 
the  physician’s  usual  and  customary  fee? 

In  response  to  the  first  question,  there  is  am- 
ple indication  that  a physician  on  call  for  or  as- 
signed to  an  emergency  room  has  no  recourse  but 
to  treat  any  patient  who  enters  the  emergency 
room,  regardless  of  the  patient’s  affiliation.  As 
more  hospitals  contract  with  full-time  emergency 
room  physicians  to  perform  the  general  services, 
this  will  apply  more  and  more  only  to  staff  mem- 
bers on  call  for  specialty  coverage.  The  basis  for 
the  requirement  to  treat  is  the  agreement  that 
the  physician  enters  into  when  he  becomes  a 
member  of  an  organized  medical  staff,  in  which 
he  assumes  certain  responsibilities  that  flow  from 
the  affiliation.  Where  such  a requirement  has 
been  tested  in  court,  the  courts  have  held  that 
the  regulations  requiring  such  services  are  rea- 
sonable, and  if  applied  to  all  physicians  equally, 
are  valid,  and  the  hospital  may  deny  privileges  to 
a physician  who  refuses  to  comply.  The  AMA’s 
Principles  of  Medical  Ethics,  Principle  VI,  states 
that  a physician  shall  in  the  provision  of  appro- 
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priate  patient  care,  except  in  emergencies,  be  free 
to  choose  whom  he  will  serve,  with  whom  he  will 
associate,  and  the  environment  in  which  he  will 
provide  medical  services.  Both  the  Accreditation 
Manual  for  Hospitals  1988  (AMH)  of  the  Joint 
Commission  on  Accreditation  of  Healthcare  Or- 
ganizations (JCAHO)  and  federal  law  require  that 
any  hospital  assume  responsibility  for  coverage 
of  the  emergency  room  by  the  medical  staff,  and 
failure  to  do  so  can  result  in  heavy  financial  pen- 
alty to  both  hospital  and  medical  staff. 

In  addition,  refusal  of  an  on-call  specialist  to 
care  for  an  emergency  patient  when  requested  to 
do  so  can  result  in  legal  exposure  to  the  physi- 
cian if  the  patient  contends  that  he  suffered  dam- 
age while  another  physician  who  had  contracted 
with  his  ADS  was  being  called. 

Physicians  who  have  not  joined  ADS  plans 
have  expressed  concerns  that  they  might  have  in- 
creased professional  liability  if,  when  they  are  on 
call  in  the  emergency  room,  they  provide  emer- 
gency medical  care  for  ADS  plan  patients.  The 
AMA  Committee  on  Medicolegal  Problems,  to 
which  the  Board  referred  the  request  of  the 
House  of  Delegates,  and  from  which  the  report 
emanated,  believes  that  professional  liability  is 
not  related  to,  and  should  not  be  related  to,  the 
kind  of  insurance  a patient  has,  liability  being 
judged  on  the  standard  of  care  required  in  a par- 
ticular situation  regardless  of  insurance.  The  one 
situation  that  might  present  a problem  is  that  of 
the  pregnant  patient  coming  to  the  emergency 
room  in  labor,  particularly  if  she  had  not  been 
cared  for  by  an  obstetrician  on  the  staff.  If  such 
a situation  exposed  the  physician  to  increased  li- 
ability, the  committee  contends  that  the  hospital 
and  the  ADS  would  face  even  greater  risks  for 
liability  in  not  having  insured  before  they  signed 
the  contract  that  there  would  be  adequate  staff- 
ing by  contract  obstetricians. 

The  committee  believed  that  Good  Samaritan 
laws  might  further  limit  the  physician’s  liability. 
Application  of  Tennessee’s  Good  Samaritan  Act 
in  this  situation  is  unclear,  however,  since  there 
is  no  specific  statement  under  which  an  on-call 
physician  might  be  exempted,  and  in  fact  it  does 
not  appear  to  have  been  the  intent  of  the  Legis- 
lature at  the  time  to  cover  this  situation,  since 
when  the  law  was  enacted  such  an  eventuality 
could  not  have  been  foreseen.  At  the  suggestion 
of  the  Medicolegal  Committee  in  the  report, 
TMA  is  exploring  the  possibility  of  requesting  an 
opinion  from  the  State  Attorney  General  as  to 
whether  or  not  on-call  physicians  might  be  cov- 


ered, and  if  they  are  not,  to  seek  changes  in  the 
law  to  effect  such  coverage. 

The  third  problem  to  be  addressed  in  the  re- 
port concerns  the  matter  of  payment  of  non-par- 
ticipating physicians  for  emergency  services  pro- 
vided to  ADS  patients.  Though  most  contracts 
do  in  fact  make  allowances  for  treatment  by  any 
physician  in  any  facility  in  an  emergency,  it  can- 
not be  assumed  that  this  would  always  necessar- 
ily be  the  case.  In  addition,  in  certain  “gray 
areas”  problems  may  arise  in  defining  whether 
or  not  a true  emergency  actually  existed,  and 
payment  subsequently  be  denied.  Should  the 
ADS  refuse  to  pay  for  services  because  it  deems 
them  to  be  outside  its  definition  of  an  emer- 
gency, or  pays  less  than  the  non-participating 
physician’s  usual  fee,  the  physician  is  in  a diffi- 
cult position.  If  the  ADS  plan  has  a provision  for 
non-participating  physicians  to  appeal  the  deci- 
sion, the  committee  suggests  that  the  physician 
pursue  this  avenue.  Where  there  is  no  such  pro- 
vision, the  physician  may  have  to  bill  the  patient 
directly,  having  first  made  clear  to  the  patient  or 
the  appropriate  responsible  individual  that  the 
physician-patient  relationship  in  this  situation 
does  not  involve  the  ADS  plan,  and  that  the  pa- 
tient therefore  has  an  obligation  to  pay  the  bill  if 
the  ADS  does  not.  At  the  same  time,  the  physi- 
cian needs  to  make  it  plain  that  he  will  in  any 
case  provide  the  necessary  care,  whether  or  not 
there  is  any  agreement  by  anyone  to  assume  this 
responsibility.  Many  ADSs  provide  a mechanism 
for  the  patient  to  appeal  payment  decisions,  and 
the  committee  suggests  that  the  physician  pro- 
vide the  patient  the  documentation  required  to 
pursue  the  appeal,  but  it  is  entirely  possible  that 
the  physician  may  have  difficulty  in  collecting  his 
fees,  since  it  is  reported  that  patients  are  gener- 
ally less  willing  to  pay  a physician  they  have  nev- 
er seen  before  and  probably  will  never  see  again. 

The  report  suggests  a possible  solution  to  the 
problem,  which  is  that  the  physicians  on  the  hos- 
pital staff  who  are  not  members  of  the  ADS  have 
the  medical  staff  negotiate  with  the  hospital  to 
pay  the  non-ADS  plan  physicians  the  difference 
between  the  ADS  payment  and  the  physician’s 
usual  and  customary  charge  for  a particular  ser- 
vice. This  could  serve  as  an  inducement  for  phy- 
sicians to  provide  on-call  coverage  to  ADS  pa- 
tients even  when  there  may  not  be  enough 
contract  physicians  on  the  hospital’s  medical  staff. 
Such  negotiations  require  that  the  organized 
medical  staff  have  its  own  independent  legal 
counsel. 
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The  ideal  situation,  of  course,  is  that  a hospi- 
tal, when  it  is  considering  entering  into  a con- 
tract with  an  ADS,  involve  the  medical  staff  in  a 
consultative  role,  and  if  the  particular  ADS  can- 
not attract  enough  physicians  from  the  staff,  that 
either  the  hospital  or  the  ADS  consider  offering 
incentives  to  get  non-contract  physicians  to  agree 
to  provide  on-call  coverage. 

In  order  to  encourage  the  hospital  to  respond 
to  these  problems,  the  medical  staff  should  work 
with  the  hospital  to  develop  criteria  to  determine 
whether  there  is  adequate  coverage,  and  if  the 
hospital  contracts  with  a number  of  ADSs,  and 
the  ADSs  have  contracts  with  enough  physicians 
to  provide  on-call  coverage,  the  staff  can  help  the 
hospital  provide  the  emergency  room  staff  a ros- 
ter of  the  appropriate  physicians  to  call  for  each 
ADS  admission  so  as  to  minimize  the  delay. 

There  are  several  aggravations  that  can  be 
either  mitigated  or  obviated  by  a cooperative  ef- 
fort between  the  medical  staff  and  hospital  when 
contracts  with  an  ADS  are  being  negotiated. 
Whereas  the  hospital  will  be  paid  the  fee  for 
which  it  has  contracted,  whether  or  not  the  staff 
physicians  have  themselves  contracted  to  provide 
care,  the  physician  has  to  negotiate  with  the  ADS 
for  his  fee.  Even  if  the  ADS  does  pay  the  physi- 
cians’ fees  in  full,  the  red  tape  is  time-consuming 
and  aggravating,  and  the  on-call  physician,  who 
has  neither  been  consulted  about  his  willingness 
to  provide  on-call  coverage  to  the  enrollees  of 
the  ADS,  nor  been  able  to  refuse  such  coverage, 
may  be  irritated  by  a feeling  that  the  financial 
beneficiary  of  the  care  provided  at  the  rate  paid 
is  as  much  the  ADS  as  it  is  the  patient.  The  re- 
port recommends,  therefore,  first  that  the  medi- 
cal staff  work  with  the  hospital  to  make  the  hos- 
pital aware  of  the  benefits  of  consulting  with  the 
medical  staff  about  any  such  arrangements,  and 
also  that  the  medical  staff  offer  suggestions  that 
will  help  to  resolve  the  problems  faced  by  physi- 
cians who  have  not  contracted  with  the  ADS  but 
are  obliged  to  treat  its  patients. 

I would  only  add  that  there  are  ample  reasons 
for  the  medical  staff  to  be  organized  and  to  em- 
ploy its  own  legal  counsel,  as  has  been  urged  time 
and  again  by  various  AMA  councils  and  commit- 
tees. This  is  certainly  one  such  reason.  The  med- 
ical staff  cannot  depend  on  the  hospital  to  look 
after  its  interests  in  this  situation,  or  in  any  oth- 
er, for  that  matter.  The  staff  must  take  the  ini- 
tiative, and  that  can  be  effected  only  with  expert 
legal  advice  and  assistance. 

J.B.T. 
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On  Being  Moral,  Ethical, 

And  Polite 

Asked  how,  if  it  is  bad  manners  to  pick  one’s 
nose,  one  could  ever  clean  it  out,  which  the 
questioner  believed  to  be  necessary,  even  urgent 
sometimes,  Miss  Manners  explained  that  man- 
ners have  to  do  only  with  public  behavior,  as  dis- 
tinguished from  morals,  which  have  to  do  with 
one’s  private  as  well  as  public  life.  Go  off  some- 
where by  yourself,  she  said,  and  do  it.  Manners 
are,  in  short,  the  veneer  of  civilization.  Etiquette 
is  simply  one’s  polite,  mannerly  behavior  to- 
wards others. 

A boy  asked  his  father,  a merchant,  to  explain 
ethics  to  him.  His  father  said,  “Suppose  a man 
gives  me  a $20  bill  and  I give  him  change  for  a 
ten.  He  takes  it  and  leaves.”  “I  get  it,”  says  the 
boy.  “Ethics  is,  do  I run  after  him  and  give  him 
the  other  ten.”  “No,”  says  the  father.  “That’s 
morals.  Ethics  is,  do  I tell  my  partner.”  Partly. 

Ethics  is  defined,  in  a secondary  definition,  as 
the  rules  and  standards  governing  the  conduct  of 
members  of  a profession.  It  is  defined  primarily, 
though,  as  the  study  of  the  general  nature  of 
morals  and  of  the  specific  moral  choices  to  be 
made  by  the  individual  in  his  relationship  with 
others.  In  serving  on  ethics  committees  I have 
found  that  there  is  a lot  of  confusion  here,  and 
that  many  of  the  complaints  of  doctors  about  a 
colleague  have  simply  to  do  with  breaches  of  et- 
iquette— bad  manners — and  not  ethics  at  all.  The 
boy  and  his  father  were  each  half  right;  together 
they  had  it. 

The  Oath  of  Hippocrates,  and  similar  codifi- 
cations by  others  such  as  Maimonides,  are 
straightforward  documents,  the  exemplification  of 
which  was  doubtless  quite  simple  in  the  days  they 
were  proposed.  Life  was  simple — not  easy,  but 
still  simple — and  the  art  was  long;  the  science  was 
virtually  nonexistent. 

Since  then,  living  has  become  progressively 
more  complex — not  just  in  medicine,  either. 
Ethical  behavior,  or  perhaps  better,  what  sort  of 
behavior  is  ethical,  or  even  moral,  or  whether 
the  behavior  in  a given  situation  was  ethical,  is 
continually  being  called  into  question.  The  Wall 
Street  Journal  the  other  day  carried  a well-re- 
searched feature  story  on  the  defense  industry 
consultation  business,  which  is  burgeoning.  It  is 
burgeoning  not  because  a lot  of  retired  military 
people  have  seen  in  it  a way  to  make  a buck,  as 
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a quick  reading  of  the  situation  might  tempt  one 
to  assume,  but  as  the  answer  to  a pressing  need 
for  advice — by  the  Pentagon  about  what  sort  of 
technology  they  might  expect  from  industry,  and 
by  industry  about  what  sort  of  technology  the 
Pentagon  might  want  or  expect,  or  what  would 
work  and  what  wouldn’t.  Who  better  to  tell  them 
than  the  just  retired  individuals  who  have  spent 
their  military  careers  working  in  the  area? 

Available  technology  has  spawned  a whole 
new,  or  relatively  new — or  at  least  greatly  ex- 
panded— service  industry,  an  industry  that  en- 
compasses everything  from  small  entrepreneurial 
groups,  maybe  even  just  an  individual  and  a part- 
time  secretary,  to  large  think-tanks  employing 
thousands.  Investigation  of  the  whole  matter  of 
defense  contracting  has  uncovered  a multitude  of 
worm  holes,  and  some  of  the  worms  are  inevita- 
bly the  above  mentioned  consultants.  Part  of  the 
problem  is  that,  as  in  any  group,  there  are  indi- 
viduals who  are  taking  advantage  of  a situation 
where  much  of  the  operation  is  in  the  gray  area 
of  the  unexplored.  The  reason  one  would  get  the 
impression  that  the  whole  operation  is  shady  is 
that  it  is  generally  reported  that  way;  it  reads 
better — or  more  luridly — and  so  as  with  a lot  of 
investigative  reporting  it  is  touched  up  before  a 
roaring  fire,  and  maybe  colored  in  the  heady 
fumes  of  brandy.  So  what  if  a few  clean  folks  are 
accidentally  tarred  with  the  same  flaming  brush 
as,  say,  the  obvious  bribers  and  bribees?  Ain’t  it 
a great  story!  Actually  the  area  is  gray  because 
the  waters  are  as  yet  mostly  uncharted.  “They” 
are  talking  about  regulating  before  they  know 
what  they  are  regulating  (“They”  being  the 
would-be  regulators  of  whatever  breed).  They 
operate  everywhere — 

Even  in  things  medical.  (To  be  a regulator  it 
helps  if  you  know  only  a little  about  what  it  is 
you  propose  to  regulate.  Knowing  too  much 
about  a subject  makes  the  job  harder,  an’  yo 
brain  gits  tired.  Keep  it  simple!  Don’t  confuse 
me  with  facts.)  For  instance,  we  have  learned  to 
diagnose  genetic  defects  in  an  embryo  just  about 
as  soon  as  the  conceptus  becomes  an  embryo. 
Abortion  on  demand  aside,  this  complicates  Hip- 
pocrates’ injunction  against  abortion.  Maybe  not 
for  everybody,  but  for  most  of  us.  That  calls  for 
a whole  reevaluation  of  what  is  moral,  ethical, 
and  even  legal.  So  does  our  ability  to  keep  a dead 
person’s  corpse  functioning  indefinitely.  It  can 
perfuse  itself,  but  is  it  alive?  Once  we  begin  tink- 
ering with  death,  we  have  to  face  the  problem  of 
ending  life  too  soon,  which  is  murder.  When  is  it 


too  soon?  Who  says? 

When  does  “Thou  shalt  not  kill”  mean  you 
cannot  end  that  particular  existence?  Does  it  ever 
not?  Are  there  moral  absolutes,  or  are  morals, 
like  ethics,  open  to  legislative  and  judicial  debate 
and  fiat?  Pragmatically,  society  is  going  to  de- 
cide, but  how  does  society  know  when  it  is  right — 
or  does  it  care?  Being  pragmatic  is  a lot  easier. 

That  of  course  is  only  one  problem  area.  In 
another,  we  have  come  to  where  we  can  not  only 
diagnose  busted  genes,  but  fix  ’em  too.  We  can 
make  bacteria  in  whatever  image  we  wish  through 
recombinant  DNA.  Soon  one  will  doubtless  be 
able  to  make  a clone  in  his  own  image.  Regulate 
such  research  (even  activity),  and  you  are  med- 
dling in  academic  freedom.  Of  course,  man  (ge- 
neric) is  ultimately  going  to  do  whatever  he  finds 
out  how  to  do.  It  is  man’s  nature.  Adam  ate  the 
apple  in  the  Garden  of  Eden  not  because  of  the 
knowledge  it  was  said  he  would  gain,  but  be- 
cause Eve  became  convinced  God  was  only  being 
a spoilsport,  and  Eve  taunted  Adam  into  it.  Con- 
trary to  conventional  wisdom,  original  sin  had 
nothing  to  do,  except  derivatively,  with  sex. 
Original  sin  was  disobedience.  Man  did  not  want 
to  be  like  God,  knowing  good  from  evil.  He 
wanted  to  be  a god  and  do  as  he  pleased;  he  did. 
He  hasn’t  changed  a bit. 

If  I were  God,  about  now  I’d  be  thinking  about 
another  Tower  of  Babel,  and  confusion,  not  this 
time  of  tongues,  but  of  brains.  On  the  other  hand, 
as  I look  around,  that  may  already  have  hap- 
pened. Certainly  the  moral  climate  is  confused; 
ethicists  have  problems  they  haven’t  even  used 
yet.  (An  ethicist  is  said  to  be  one  who  having 
found  out  that  an  idea  works  in  practice  tries  to 
see  if  it  will  work  in  theory.)  The  decision  by  the 
AMA’s  Council  on  Ethical  and  Judicial  Affairs, 
for  instance,  that  a doctor  does  not  have  the 
choice  of  not  treating  any  patient  in  an  emer- 
gency, which  by  implication  includes  AIDS  pa- 
tients, raised  a storm  of  protests.  Why  it  did  I 
can’t  imagine.  (I  really  can,  though;  this  is  just 
how  people,  including  doctors,  are.)  I thought 
treating  sick  folks  was  what  we  became  doctors 
for.  It  raised  a storm  of  protest  because  every- 
body wants  to  look  moral,  ethical,  and  polite 
while  doing  what  suits  them. 

God  gave  Moses  the  Decalogue  on  tablets  of 
stone.  Israel  immediately  transcribed  them  onto 
rubber,  where  they  have  been  ever  since.  And  a 
good  thing,  too. 

J.B.T. 
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A Non-Obituary  for  J.B.,  M.D. 

About  10  years  ago  John  Burkhart,  M.D.,  one 
of  Tennessee’s  more  durable  medical  citizens  and 
one  who  has  paid  his  dues  several  times  over  to 
organized  medicine,  relinquished  his  seat  in  the 
AMA  House  of  Delegates,  after  many  years  of 
service  there,  to  accept  membership  on  what  was 
then  AMA’s  Judicial  Council,  now  the  Council  on 
Ethical  and  Judicial  Affairs.  He  served  twice  as 
its  chairman,  chairmanship  being  limited  to  two 
consecutive  years.  Because  membership  is  limited 
to  ten  years,  John’s  time  ran  out  at  the  AMA  An- 
nual Meeting  in  June.  The  Tennessee  delegation 
had  a luncheon  in  his  honor  on  Sunday.  It  wasn’t 
exactly  a roast;  neither  was  it  a wake.  There  was 
some  reminiscing,  though,  as  some  of  us  have  been 
associated  with  John  and  Margie  for  a lot  of  years, 
and  have  been  long-time  beneficiaries  of  his  wis- 
dom and  ready  wit.  We  wonder  who  will  keep  us 
in  jokes  now  that  John  will  no  longer  be  a part  of 
the  delegation.  In  fact,  it’s  hard  for  us  to  envision 
a meeting  without  John. 

Hamel  Eason,  M.D.,  delegate  from  Memphis, 
and  another  who  like  me  has  lived  with  John  a 
long  time,  emerged  at  the  luncheon  as  a closet 
poet.  I thought  those  of  you  who  know  John 
would  appreciate  Hank’s  efforts;  those  who  don’t 
know  John  likely  will,  as  well.  It  follows. 

J.B.T. 

John  Burkhart  came  on  the  scene 
On  a bright  Spring  day,  May  14. 

He  said,  Mother,  dear, 

Let  me  out  of  here; 

When  I see  the  light  of  day 
I plan  to  join  the  TMA. 

Osteopaths  want  to  come  our  way; 

It’s  my  job  to  tell  them  Nay. 

I’ll  do  every  job  from  start  to  end, 

And  then  I’ll  do  it  all  over  again. 

If  anybody  wants  to  commit  some  sin 
I’ll  be  there  to  see  that  they  don’t  bend. 

Ethics  my  thing,  and  it’ll  always  be, 

To  help  MDs  preserve  integretee. 

I’ll  marry  Marjorie,  that  sweet  young  thing. 
And  take  her  to  AMA  for  a wild,  wild  fling. 
We’ll  go  to  every  hospitality  suite; 

That  way  I won’t  have  to  take  her  out  to  eat. 
I’ll  tell  her  to  have  three  boys  right  quick, 
And  send  them  to  UT  to  get  medically  slick. 
We  give  loans  through  the  Educational  Fund; 
As  Chairman  I’ll  be  sure  each  son  gets  one. 
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As  if  all  this  isn’t  enough  fun, 

I’ll  take  over  the  Board  of  Education; 

Then  I’ll  rule  over  a bunch  of  Presbyterians, 
Then  run  a flock  of  Kiwanians. 

To  finance  all  this  I’ll  see  a patient  or  two, 
And  start  an  epidemic  of  Asian  flu. 

And  for  all  of  that,  I’m  telling  you 
I’ll  be  certified  by  FPs  in  1972. 

Well,  John,  I’m  a telling  you 
This  rhyming  is  a job  to  do, 

Even  with  a Jack  Daniels  or  two. 

So  I’ll  bring  this  thing  to  an  end 
By  thanking  you  for  being  our  friend. 

We  also  thank  you  for  all  you’ve  done; 

With  all  of  us  you’re  number  one. 

Hamel  B.  Eason,  M.D. 


John  Hoskins  Foster,  II,  age  66.  Died  June  22,  1988. 
Graduate  of  Johns  Hopkins  University  Medical  School. 
Member  of  Nashville  Academy  of  Medicine. 

Charles  Renne  Sullivan,  age  80.  Died  March  19,  1988. 
Graduate  of  Albany  Medical  College  of  Union  Uni- 
versity. Member  of  Roane-Anderson  County  Medical 
Society. 

Kate  Savage  Zerfoss,  age  92.  Died  April  11,  1988. 
Graduate  of  Tulane  University  School  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

David  E.  Ruiz,  M.D.,  Jellico 

CARTER  COUNTY  MEDICAL  SOCIETY 

Scott  E.  May,  M.D.,  Johnson  City 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

Walter  J.  Boyanton,  M.D.,  Cowan 
Patrick  Roddy  Greer,  M.D.,  Winchester 
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HAWKINS  COUNTY  MEDICAL  SOCIETY 

Michael  David  Fine,  M.D.,  Sneedville 
Carol  Levitt,  M.D.,  Bulls  Gap 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Donald  A.  Crawford,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Royce  Terrell  Adkins,  M.D.,  Goodlettsville 
Bron  Burwell,  M.D.,  Old  Hickory 
Bradley  C.  Diner,  M.D.,  Nashville 
M.  Wendell  Lawson,  M.D.,  Nashville 
William  B.  Lawson,  M.D.,  Nashville 
Paul  Norman  Van  Gorder,  M.D.,  Madison 
C.  Gordon  Vire,  M.D.,  Nashville 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Daniel  Donovan,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Robert  Paret,  M.D.,  Oak  Ridge 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Wayne  Murphy,  M.D.,  Murfreesboro 


pcf/onal  ncui/ 


Roland  Gray,  M.D.,  Nashville,  has  been  certified  as 
an  “Addictionologist”  by  the  American  Medical  Soci- 
ety on  Alcoholism  and  Other  Drug  Dependencies. 

James  A.  Greene,  M.D.,  Knoxville,  has  received  the 
Meritorious  Service  Award  from  the  Tennessee  Hos- 
pital Association. 


announcement/ 

Oct.  1-3 

CALENDAR  OF  MEETINGS 

NATIONAL 

American  Venereal  Disease  Association — 

Oct.  3-6 

Los  Angeles 

American  Academy  of  Family  Physicians — 

Oct.  3-7 

New  Orleans  Convention  Center 
American  College  of  Chest  Physicians — Hil- 

Oct. 8-12 

ton  Hotel  and  Tower,  Anaheim,  Calif. 
American  Academy  of  Ophthalmology — Las 

Oct.  8-12 

Vegas 

American  Society  of  Anesthesiologists — San 

TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Forty  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  June  1988. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 


Hagop  S.  Akiskal,  M.D.,  Memphis 
Robert  R.  Bendt,  M.D.,  Nashville 
Phillip  L.  Bressman,  M.D.,  Nashville 
Walter  U.  Brown,  Jr.,  M.D.,  Nashville 
James  D.  Bryant,  M.D.,  Nashville 
Billy  L.  Couch,  M.D.,  Humboldt 
David  J.  Donahue,  M.D.,  Memphis 
John  L.  Farringer,  Jr.,  M.D.,  Nashville 
Stephen  S.  Feman,  M.D.,  Nashville 
Don  A.  Flora,  M.D.,  Kingsport 
R.  James  Garrison,  M.D.,  Murfreesboro 
John  C.  Gaw,  M.D.,  McMinnville 
Helmut  K.  Harnisch,  M.D.,  Lewisburg 
James  K.  Hitchman,  M.D.,  Nashville 
Henry  C.  Howerton,  M.D.,  Nashville 
Teresa  G.  Huggins,  M.D.,  Murfreesboro 
William  D.  Johnston,  M.D.,  Nashville 
Donald  R.  Lovelace,  M.D.,  Nashville 
Daniel  E.  Martin,  M.D.,  Erin 
Janet  L.  S.  McNiel,  M.D.,  Mosheim 
Nabil  W.  Moukheibir,  M.D.,  Kingsport 
James  L.  Nash,  M.D.,  Nashville 
Daryl  L.  Nichols,  M.D.,  Nashville 
David  R.  Pickens,  M.D.,  Nashville 
Edgar  H.  Pierce,  Jr.,  M.D.,  Nashville 
Richard  W.  Quisling,  M.D.,  Nashville 
Omer  C.  Renner,  M.D.,  Morristown 
Samuel  B.  Rutledge,  M.D.,  Nashville 
Jerry  E.  Sanders,  M.D.,  Knoxville 
Stephen  J.  Schultenover,  M.D.,  Nashville 
Richard  L.  Schultz,  M.D.,  Oak  Ridge 
Clyde  G.  Smith,  M.D.,  Memphis 
Philipp  C.  Sottong,  M.D.,  Signal  Mountain 
Timothy  A.  Strait,  M.D.,  Chattanooga 
Antonio  Valdes-Rodriguez,  M.D.,  Kingsport 
J.  Johnny  White,  M.D.,  Chattanooga 
Michael  L.  Whitson,  M.D.,  Johnson  City 
Robin  T.  Wilson,  M.D.,  Knoxville 
Michael  J.  Winsor,  M.D.,  Kingsport 
George  F.  Wortham,  M.D.,  Memphis 
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Oct.  8-13 
Oct.  9-11 
Oct.  9-14 
Oct.  13-16 
Oct.  14-19 
Oct.  15-19 
Oct.  16-22 
Oct.  20-23 
Oct.  20-25 
Oct.  22-28 
Oct.  23-26 

Oct.  24-28 

Oct.  25-30 

Oct.  26-29 
Oct.  26-30 
Oct.  27-30 
Oct.  28-29 
Oct.  30-Nov.  4 
Oct.  30-Nov.  4 
Oct.  31-Nov.  2 
Nov.  1-6 
Nov.  2-6 
Nov.  2-6 
Nov.  5-8 
Nov.  6-9 
Nov.  6-9 
Nov.  8-12 
Nov.  10-12 

Nov.  10-13 
Nov.  11-13 
Nov.  11-14 
Nov.  11-17 


Francisco  Hilton 

American  Fertility  Society — Atlanta  Hilton 
& Towers 

National  Perinatal  Association — Sheraton 
Harbor  Island,  San  Diego 
American  Society  for  Therapeutic  Radiolo- 
gy and  Oncology — New  Orleans  Hilton 
American  Society  of  Internal  Medicine — 
Marriott  Marquis,  Atlanta 
American  College  of  Gastroenterology — 
Hilton,  New  York 

American  Epilepsy  Society — Hyatt,  San 
Francisco 

American  College  of  Angiology — Marriott 
Hotel,  Orlando,  Fla. 

American  Academy  of  Psychiatry  and  the 
Law — Meridien,  San  Francisco 
American  Academy  of  Environmental  Med- 
icine— Hyatt,  Lake  Tahoe,  Nev. 

College  of  American  Pathologists — Las  Ve- 
gas Hilton 

Medical  Group  Management  Association — 
Hyatt  Regency  Westin  Crown  Center,  Kan- 
sas City,  Mo. 

American  Academy  of  Occupational  Medi- 
cine— St.  Anthony  Intercontinental,  San 
Antonio,  Tex. 

American  Academy  of  Neurological  and 
Orthopaedic  Surgeons — Golden  Nuggett 
Hotel,  Las  Vegas 

American  Medical  Writers  Association — 
Hershey,  Pa. 

American  Academy  of  Child  and  Adoles- 
cent Psychiatry — Westin  Hotel,  Seattle 
American  Society  of  Bariatric  Physicians — 
Stouffer’s,  Orlando 

American  Society  of  Law  and  Medicine — 
Sheraton,  Boston 

American  Academy  of  Physical  Medicine  and 
Rehabilitation — Convention  Center,  Seattle 
Association  of  Military  Surgeons  of  the 
United  States — San  Antonio 
Interstate  Postgraduate  Medical  Associa- 
tion— Bally’s  Grand  Hotel,  Reno,  Nev. 
American  Medical  Women’s  Association — 
Fairmont,  Chicago 

American  Society  of  Cytology — Crown 
Center,  Kansas  City,  Mo. 

Christian  Medical  Foundation  Internation- 
al— Clearwater,  Fla. 

American  Association  for  the  Study  of  Liver 
Disease — Marriott,  Chicago 
American  Physicians  Art  Association — New 
Orleans 

Southern  Medical  Association — New  Or- 
leans Convention  Center 
American  Cancer  Society — Waldorf,  New 
York 

Southern  Thoracic  Surgical  Association — 
Marriott’s  Marco  Beach  Resort,  Marco  Is- 
land, Fla. 

Association  of  Clinical  Scientists — Newport- 
er Resort,  Newport  Beach,  Calif. 

American  Society  for  Adolescent  Psychia- 
try— Omni  Hotel,  San  Diego 
Association  for  Hospital  Medical  Educa- 
tion— Chicago 

Association  of  American  Medical  Col- 
leges— Marriott,  Chicago 


Nov.  12  Chinese  American  Medical  Society — Cor- 

nell-New York  Medical  Center 

Nov.  12-16  American  College  of  Allergy  and  Immunol- 
ogy— Century  Plaza,  Los  Angeles 

Nov.  13-17  American  Public  Health  Association — Bos- 
ton 

Nov.  13-17  International  Health  Society,  Inc. — Boston 

Nov.  14-17  American  Heart  Association — Washington 
Convention  Center,  Washington,  D.C. 

Nov.  17-20  Academy  of  Psychosomatic  Medicine — Royal 
Orleans,  New  Orleans 

Nov.  18-22  Gerontological  Society  of  America — Hilton, 

San  Francisco 

Nov.  27-Dec.  2 Radiological  Society  of  North  America — 
McCormick  Place,  Chicago 

Nov.  29-Dec.  2 American  Association  for  Cancer  Educa- 
tion— San  Diego 


STATE 

Oct.  6-8  Tennessee  Chapter  of  the  American  Acad- 

emy of  Pediatrics,  and  the  Tennessee  Pedia- 
tric Society — Holiday  Inn,  Pigeon  Forge 

Oct.  14  Tennessee  Chapter  of  the  American  College 

of  Emergency  Physicians — Vanderbilt  Pla- 
za, Nashville 

Nov.  1-4  Tennessee  Academy  of  Family  Physicians 

40th  Annual  Scientific  Assembly — Gatlin- 
burg 

Nov.  4-5  Tennessee  Society  of  Internal  Medicine  and 

the  Tennessee  Chapter  of  the  American 
College  of  Physicians 


Dennis  Lord  Named  TMA  Staff  Attorney 

Tennessee  Medical 
Association  Executive 
Director  L.  Hadley  Wil- 
liams has  announced  the 
appointment  of  Dennis 
Lord  as  Staff  Attorney. 

Mr.  Lord,  36,  comes  to 
TMA  having  received 
his  doctor  of  jurisprud- 
ence degree  from  the 
University  of  San  Diego 
School  of  Law  in  1987. 

Dennis  has  previously  worked  as  an  aide  to  a Col- 
orado state  legislator  and  as  a researcher  for  a Nash- 
ville attorney.  He  has  also  participated  in  the  Vander- 
bilt Legal  Clinic  program. 

Prior  to  completing  his  legal  studies,  Dennis  worked 
in  the  petrochemical  and  defense  industries  for  a num- 
ber of  years.  He  received  his  bachelor  of  arts  degree 
in  political  science  from  Colorado  State  University. 

Dennis  is  currently  a member  of  the  American  Bar 
Association  and  the  Nashville  Bar  Association,  and  he 
is  licensed  to  practice  in  Tennessee. 
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Tennessee  Medical  Association  Auxiliary 


Adolescent  Suicide 


Suicide  is  the  fastest  growing  cause  of  death  among 
young  people  between  the  ages  of  11  and  24  and  claims 
between  5,000  and  7,000  young  lives  yearly.  Accord- 
ing to  a 1987  survey  of  “Who's  Who  Among  American 
High  School  Students,”  one  out  of  three  top  high 
school  juniors  and  seniors  has  considered  suicide  and 
three  out  of  100  have  attempted  it.  Authorities  believe 
that  suicide  is  the  most  preventable  cause  of  death 
among  young  people  and  compassionate,  concerned 
intervention  is  a part  of  the  solution.  The  Knoxville 
Academy  of  Medicine  Auxiliary  through  its  Mental 
Health  Committee  supports  this  view  in  its  Adolescent 
Suicide  Prevention  Program  to  area  high  schools.  This 
project  is  a cooperative  effort  of  the  medical  auxiliary, 
the  Helen  Ross  McNabb  and  Overlook  Community 
Mental  Health  Centers,  and  the  Knox  County  Mental 
Health  Association.  The  medical  auxiliary  provides  the 
volunteers,  the  community  mental  health  centers  pro- 
vide the  mental  health  professional,  and  the  Mental 
Health  Association  provides  the  film. 

After  much  study  and  planning,  the  program,  which 
is  patterned  after  a similar  one  in  Kansas  City,  was 
approved  by  the  Knoxville  and  Knox  County  school 
systems  to  be  piloted  in  four  area  high  schools  during 
the  1986-1987  school  year.  The  support  of  the  school 
administrators  along  with  positive  press  coverage  led 
the  program  to  be  expanded  to  all  area  high  schools. 
Bearden  High  School  Principal  Ed  Hedgepeth  said, 
“Programs  that  teach  peers  to  notice  the  [warning]  signs 
. . . will  help  immensely,  if  you  can  just  get  the  kids 
involved.” 

This  program  does  just  that — it  gets  classmates, 
teachers,  guidance  counselors,  and  admininistrators 
involved.  Trained  volunteers  and  mental  health 
professionals  hold  inservice  training  for  teachers  be- 
fore taking  the  program  to  the  students.  At  the  train- 


Prevention  Program 

ing  session  a mental  health  professional  discusses  ad- 
olescent suicide,  then  a film  “Suicide:  The  Warning 
Signs”  is  shown.  Afterwards  a trained  volunteer  leads 
a structured  discussion  about  the  film,  and  the  mental 
health  professional  is  available  to  answer  questions. 
“School  officials  were  assured  that  talking  about  sui- 
cide with  the  students  would  not  entice  those  who  have 
not  already  considered  it,”  said  Mike  Asquith,  assis- 
tant principal  at  Doyle  High  School.  The  second  part 
of  the  program  is  the  showing  of  the  film  in  a class- 
room by  the  volunteer,  who  afterwards  leads  a struc- 
tured discussion  about  the  film.  Teachers  and  students 
are  given  two  pamphlets  that  list  the  warning  signs, 
what  to  do,  and  important  numbers  to  call,  and  vol- 
unteers provide  posters  and  helpful  materials  to  the 
classroom  teachers.  The  mental  health  professional  is 
available  to  the  school  for  consultation  as  needed. 

The  film  and  pamphlets  are  also  available  to  area 
churches,  PTAs,  and  community  groups.  This  helps  to 
increase  the  awareness  among  parents,  clergy,  neigh- 
bors, and  adult  friends.  The  program  gives  confidence 
to  those  around  a potential  suicide  victim  that  effec- 
tive intervention  does  not  require  years  of  training.  It 
does  require  trusting  one’s  instincts  and  a willingness 
to  become  a part  of  the  solution  by  becoming  in- 
volved. 

This  program  has  been  showcased  at  workshops  for 
the  Tennessee  Medical  Association  Auxiliary,  the 
Tennessee  Mental  Health  Association,  and  school 
counselors,  and  is  now  being  duplicated  in  many  com- 
munities throughout  the  state.  /~ 


Elizabeth  Peebles 

Mental  Health  Committee  Chairman 
Knoxville  Academy  of  Medicine  Auxiliary 
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Dx:  recurrent 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 

HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Tennessee  HERPECIN-L  is  available  at  all  Eckerd,  Revco,  RiteAid, 
Super  D,  SupeRx  and  Walgreens  and  other  select  pharmacies. 


PHYSICIAN 
SPECIALISTS. 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  can  have 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Call 

Capt.  Alvin  R.  Chiles 
(615)  889-0723 
Collect 


Highlights  of  the  TMA  Board  of  Trustees  Meetings 

July  9 and  July  10, 1988 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  third  quarter  meeting  in  Fairfield  Glade,  July  9 and  July  10,  1988. 


Committee  on  Rural  and 
Community  Health 

THE  BOARD: 

Appointed  the  following  metro  health  department  representatives  to  serve  on 
the  Committee  on  Rural  and  Community  Health:  Drs.  Edgar  L.  Scott,  Jr., 
Chattanooga;  John  W.  Runyan,  Jr.,  Memphis;  Fred  A.  Hurst,  Knoxville;  and 
Fredia  S.  Wadley,  Nashville. 

Southeastern  Conference  on 
Prescription  Drug  Abuse 

Approved  a $500  grant  to  the  Southeastern  Conference  on  Prescription  Drug 
Abuse  from  the  budget  of  the  Impaired  Physician  Program. 

Interprofessional  Liaison 
Committee 

Approved  the  printing  and  distribution  of  an  updated  “Code  of  Cooperation” 
between  the  Tennessee  Pharmaceutical  Association  and  TMA. 

Mid-South  Foundation  for 
Medical  Care 

Voted  to  send  a letter  to  the  Mid-South  Foundation  for  Medical  Care  request- 
ing statistical  information  on  case  denials  and  sanctions. 

Annual  Meeting  Request 

Approved  a request  from  the  Medical  College  of  Georgia  to  hold  a reception 
at  the  TMA  annual  meeting  in  April  1989. 

Nominations  to  State  Boards 

Decided  to  nominate  the  following  TMA  members  to  state  regulatory  boards: 

Board  of  Electrolysis  Examiners — Drs.  Lawrence  L.  Bushkell,  Knoxville;  Wil- 
liam B.  Harwell,  Nashville;  Charles  A.  Mitchell,  III,  Lebanon. 

Board  of  Emergency  Medical  Services — Drs.  Jerry  A.  Devane,  Cleveland;  James 
H.  Creel,  Chattanooga;  Charles  E.  Sanders,  Nashville;  Daniel  J.  Scott,  Mem- 
phis; James  T.  Craig,  Jackson;  Charles  A.  Gouffon,  Knoxville. 

Board  of  Examiners  for  Nursing  Home  Administrators:  Drs.  Joseph  L.  Wil- 
loughby, Franklin;  Charles  F.  Barnett,  Knoxville. 

Advisory  Committee  for  Crippled  Childrens  Services — Drs.  Allen  S.  Edmon- 
son, Memphis;  James  H.  Beatty,  Memphis;  Terry  Canale,  Memphis;  Robert 
C.  Coddington,  Chattanooga;  Neil  E.  Green,  Nashville;  Sidney  L.  Wallace, 
Knoxville. 

Perinatal  Advisory  Committee — Drs.  John  W.  Chambers,  Cleveland;  Charles 
W.  Godwin,  Knoxville;  James  H.  Growdon,  Brentwood. 

Maternal  Mortality 
Subcommittee 

Voted  to  eliminate  the  Maternal  Mortality  Subcommittee  of  the  TMA  Mater- 
nal and  Child  Care  Committee. 

Impaired  Physician  Committee 

Voted  to  form  a committee  of  the  Board  to  review  the  recommendations  of 
the  Impaired  Physician  Committee’s  Long  Range  Planning  Committee. 

Medical  Student  Section 

Endorsed  Mr.  Howard  Intman  as  a medical  student  candidate  for  the  AMA 
Board  of  Trustees.  The  Board  also  approved  the  Governing  Principles  of  the 
TMA  Medical  Student  Section. 

Board  Liaison  for  TMA  Sections 

Appointed  the  following  Board  members  to  act  as  liaison  to  the  TMA  Sec- 
tions: Drs.  William  M.  Young — Hospital  Medical  Staff  Section;  Howard  L. 
Salyer — Young  Physician  Section;  Evelyn  B.  Ogle — Medical  Student  Section. 

Geriatrics  Committee 

Appointed  Dr.  Jacqueline  Lloyd,  Johnson  City,  to  the  Geriatrics  Committee. 

Financial  Report 

Received  and  approved  the  quarterly  financial  report  from  the  executive  direc- 
tor  for  the  first  six  months  of  1988.  r y 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

February  16-17,  1988 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Paul  Johnson,  M.D.,  Consultant 
I.  Lee  Arnold,  M.D. 

Phillip  W.  Hayes,  M.D. 

Reciprocity  applications  were  unanimously  ap- 
proved for  Drs.  George  D.  England,  Hilda  McGlew, 
India  Van  Bebber,  Johnny  Thomas,  Hareshkumar  D. 
Patel,  and  Harohalli  R.  Vyayakumar.  Action  was  de- 
ferred on  the  reciprocity  applications  for  Drs.  Ingrid 
A.  Alcover,  Brenda  Gail  Kuhn,  Mohammad  Ramadan, 
and  David  M.  Katz.  Reinstatements  were  granted  for 
Drs.  Carter  B.  Jennings,  Jr.  and  Tracey  E.  Doering. 

Hearings 

Dr.  Archimedes  Concon’s  hearing  was  held  on  Sept. 
30,  1987,  and  he  was  found  guilty  of  gross  malpractice, 
ignorance,  negligence  or  incompetence  in  the  course 
of  medical  practice  and  dispensing,  prescribing  or  oth- 
erwise distributing  any  controlled  substance  or  any 
other  drug  to  any  person  in  violation  of  any  law  of  the 
State  or  of  the  United  States  of  America.  At  that  time, 
the  Board  revoked  Dr.  Concon’s  DEA  certificate  for 
one  year  and  he  will  be  required  to  appear  before  the 
Board  to  request  its  reinstatement;  his  medical  license 
was  suspended  for  not  less  than  six  months  and  he  must 
appear  before  the  Board  with  evidence  that  he  has 
completed  medical  education  courses  on  a university 
level  to  be  approved  by  the  Board  prior  to  the  lifting 
of  the  suspension  of  his  license.  Dr.  Concon  had  failed 
to  surrender  his  DEA  registration  and  the  matter  was 
brought  to  the  Board’s  attention  at  this  meeting.  The 
Board  voted  to  continue  this  hearing  at  another  date 
after  additional  evidence  is  gathered  and  a psycholog- 
ical evaluation  is  made. 

Dr.  William  H.  Armes  had  been  charged  with  in- 
appropriate prescribing  of  drugs  to  a patient  or  pa- 
tients; prescribing  of  a drug  in  such  a manner  as  to 
constitute  gross  negligence;  and  allowing  a lay  person 
to  prescribe  and  order  medication  for  patients,  includ- 
ing patients  not  being  seen  by  the  respondent.  The 
Board  accepted  an  agreed  order  in  the  form  of  a no- 
tice of  reprimand  as  follows:  “It  is  the  position  of  the 
Board  that  your  conduct  in  this  matter  constitutes  a 
violation  of  TCA  63-7-115(1),  (12),  (14)  because  you 
issued  the  referenced  prescription  without  knowledge 
of  the  nature  of  the  medication  and  not  in  the  course 
of  professional  practice  or  not  in  good  faith  to  relieve 
pain  and  suffering,  or  not  to  cure  an  ailment,  physical 
infirmity  or  disease.  This  is  a reprimand  for  engaging 

598 


in  such  conduct  since  this  conduct  is  not  consistent  with 
the  high  standards  of  professional  medical  practice 
which  are  requisite  for  a licensed  physician  in  Tennes- 
see.” This  notice  of  reprimand  will  be  placed  in  re- 
spondent’s official  file. 

Dr.  Michael  Smith  was  charged  with  prescribing, 
dispensing  or  otherwise  distributing  narcotic  analgesics 
in  such  a manner  as  to  appear  said  controlled  sub- 
stances are  inappropriate  or  are  not  medically  indicat- 
ed; and  prescribed,  dispensed  or  otherwise  distributed 
narcotic  analgesic  controlled  substances  in  such  a man- 
ner, amount  and  duration  to  certain  persons  as  to  con- 
stitute gross  malpractice  or  a pattern  of  continued  or 
repeated  malpractice,  ignorance,  negligence  or  incom- 
petence in  the  course  of  medical  practice.  The  Board 
accepted  an  agreed  order  as  follows:  Respondent’s  li- 
cense to  practice  medicine  in  Tennessee  is  placed  on 
probation  for  a period  of  six  months  with  probation 
beginning  on  the  effective  date  of  order;  during  the 
referenced  probation,  the  respondent  shall  surrender 
his  DEA  certificate  to  prescribe  schedule  II  medica- 
tions for  a period  of  six  months,  said  period  to  begin 
on  the  effective  date  of  this  order;  respondent  shall 
enroll  in  and  attend  the  Tennessee  School  of  Sub- 
stance Abuse  sponsored  by  the  Division  of  Alcohol 
and  Drug  Abuse  Services  of  the  Tennessee  Depart- 
ment of  Mental  Health;  respondent  is  further  ordered 
to  instruct  said  school  to  provide  to  the  Board  admin- 
istrator a copy  of  the  certificate  issued  by  the  refer- 
enced school  verifying  his  attendance;  and  said  certif- 
icate should  be  forwarded  to  the  Board  administrator 
to  be  added  to  respondent’s  licensure  file. 

Dr.  Frank  Jayakody  was  charged  with  unprofes- 
sional, dishonorable,  and  unethical  conduct;  gross 
malpractice,  and  a pattern  of  continued  or  repeated 
malpractice,  ignorance,  negligence  or  incompetence  in 
the  course  of  medical  practice;  dispensing,  prescribing, 
or  otherwise  distributing  any  controlled  substance  or 
any  other  drug  not  in  the  course  of  professional  prac- 
tice, and  not  in  good  faith  to  relieve  pain  and  suffer- 
ing, and  not  to  cure  an  ailment,  physical  infirmity  or 
disease;  and  dispensing,  prescribing  or  otherwise  dis- 
tributing to  any  person  a controlled  substance  or  other 
drug  if  such  person  is  addicted  to  the  habit  of  using 
said  controlled  substances  without  making  a bona  fide 
effort  to  cure  the  habit  of  such  patient.  The  Board 
accepted  an  agreed  order  as  follows:  The  respondent's 
license  to  practice  medicine  is  placed  on  probation  for 
a period  of  one  year  beginning  on  the  effective  date  of 
this  order;  the  probation  granted  to  respondent's  li- 
cense is  conditional  upon  the  following:  (1)  the  re- 
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spondent  contact  the  TMA  Impaired  Physician  Com- 
mittee and  become  involved  with  its  program 
concerning  patient  substance  abuse,  (2)  the  respond- 
ent shall  enroll  and  attend  the  Eleventh  Annual  Ten- 
nessee School  on  Substance  Abuse  to  be  held  in  the 
spring  of  1988  as  sponsored  by  the  Tennessee  Depart- 
ment of  Mental  Health  and  Mental  Retardation,  Di- 
vision of  Alcohol  and  Drug  Abuse  Services,  and  sub- 
mit satisfactory  proof  of  compliance  to  the  Board;  and 
any  further  violation  of  the  Medical  Practice  Act  or 
failure  to  comply  with  the  terms  of  this  order  may  re- 
sult in  revocation  of  probation  and  further  disciplinary 
action  before  the  Board. 

Dr.  Lawrence  G.  Schull  was  charged  with  unprofes- 
sional, dishonorable,  or  unethical  conduct;  habitual  in- 
toxication or  personal  misuse  of  any  drugs  or  the  use 
of  intoxicating  liquors,  narcotics,  controlled  sub- 
stances, or  other  drugs  or  stimulants  in  such  manner 
as  to  adversely  affect  the  person’s  ability  to  practice 
medicine;  dispensing,  prescribing,  or  otherwise  distrib- 
uting any  controlled  substances  or  any  other  drug  not 
in  the  course  of  professional  practice,  or  not  in  good 
faith  to  relieve  pain  and  suffering,  or  not  to  cure  an 
ailment,  physical  infirmity  or  disease;  and  dispensing, 
prescribing  or  otherwise  distributing  to  any  person  a 
controlled  substance  or  other  drug  if  such  person  is 
addicted  to  the  habit  of  using  said  controlled  sub- 
stances without  making  a bona  fide  effort  to  cure  the 
habit  of  such  patient.  The  Board  accepted  an  agreed 
order  as  follows:  Respondent’s  license  to  practice 
medicine  is  placed  on  probation  for  a period  of  one 
year  beginning  on  the  effective  date  of  this  order;  the 
probation  granted  to  respondent’s  license  is  condi- 
tioned upon  the  following:  Respondent  remains  in- 
volved with  the  TMA  Impaired  Physician  Program  and 
complies  with  all  its  directions;  respondent  causes  to 
be  submitted  to  the  Board  the  results  of  a random  ob- 
served urine  drug  screen  on  a quarterly  basis  (March, 
June,  September  and  December);  and,  any  violation 
of  the  terms  of  probation  or  any  further  violation  of 
the  practice  act  may  result  in  the  revocation  of  pro- 
bation and  further  disciplinary  action  before  the  Board. 

Petitions  of  Reinstatement 

Dr.  Frank  T.  W.  Chin’s  request  was  taken  under 
advisement  to  allow  time  to  contact  Louisiana  and  Ar- 
kansas as  to  present  status  of  license  there. 

Dr.  Richard  Sambat — License  was  reinstated  with 
the  following  restrictions:  license  on  probation  for  not 
less  than  one  year;  take  60  hours  of  continuing  educa- 
tion; no  DEA  certificate;  be  monitored  by  Dr.  Golden 
and  Dr.  Cox  with  periodic  reports  from  these  two  phy- 
sicians and  reappear  before  Board  at  end  of  one  year 
for  lifting  of  probation  and/or  DEA  restrictions. 

Dr.  Bobby  Watts — Petitioned  Board  for  reinstate- 
ment of  DEA  certificate.  The  Board  took  the  matter 
under  advisement. 

Dr.  Joseph  (Pete)  Moss — Board  reinstated  license 
with  the  following  restrictions:  (1)  keep  contract  with 
TMA  Impaired  Physician  Program;  (2)  engage  in  100 
hours  of  continuing  medical  education  within  one  year 
with  courses  approved  by  Dr.  Johnson;  (3)  provide  a 
urine  sample  once  a month;  (4)  not  apply  for  DEA 
certificate;  (5)  at  end  of  one  year  come  back  before 
Board  for  restrictions  to  be  lifted. 


Other  Business 

Mr.  Ray  Hall  gave  a Revenue  Report  to  the  Board 
for  the  fiscal  year  1986-1987. 

The  Board  approved  the  Certification  of  Physician 
Assistants  as  submitted  by  the  Physician  Assistant 
Committee;  and  approved  the  denial  of  Edward  H. 
Daniel  who  did  not  meet  the  qualifications. 

Mr.  Lyle  Craft,  Hospital  Administrator,  Depart- 
ment of  Corrections;  and  Don  Young  and  Gary  John- 
son, members  of  the  Physician  Assistants  Committee, 
were  present  to  discuss  some  additional  Rules  and 
Regulations.  Rules  and  Regulations  concerning  fees, 
application  process,  and  recertification  process  were 
approved  by  the  Board.  Approval  of  the  rules  on 
scope  of  practice  was  deferred.  This  will  be  placed  on 
the  agenda  for  the  next  meeting.  The  Board  feels  that 
the  problems  which  were  presented  by  the  Depart- 
ment of  Corrections  should  be  addressed  for  the  safety 
of  the  public  and  caregivers. 

The  Board  would  like  the  licensure  files  for  the 
physicians  who  are  having  hearings  to  be  introduced 
for  their  use  in  determining  settlement  of  case. 

Alvin  Grisham  gave  a report  on  legal  actions.  The 
1987  and  1988  cases  will  be  considered  current  cases 
and  will  be  handled  by  attorneys  assigned  to  the 
Boards.  The  older  cases  will  be  taken  care  of  by  the 
attorneys  in  the  Office  of  General  Counsel  in  the  Cor- 
dell Hull  Building.  Seventy-five  percent  will  be  set  for 
hearing  within  six  months  of  when  they  are  received. 
George  Gordon  also  gave  a report  on  open  cases. 

Dr.  Ralph  Wesley,  ophthalmologist  from  Nashville, 
was  appointed  to  the  Optometric  Therapeutics  Panel. 

Dr.  Paul  Johnson,  consultant,  will  come  in  three 
mornings  per  week  to  assist  in  clearing  the  cases,  if 
arrangements  can  be  made  to  pay  him  as  a consultant. 

There  was  discussion  to  try  to  add  to  the  bill  al- 
ready submitted  to  the  Legislature  to  require  one  year 
residency  training  for  U.S.  graduates  as  well  as  foreign 
medical  graduates.  Tennessee  Medical  Association  will 
check  into  this  possibility.  This  may  have  to  wait  until 
the  next  legislative  session. 

Dr.  Budd  will  work  on  wording  some  rules  con- 
cerning pharmaceutical  dispensing  to  be  presented  at 
the  April  meeting. 

The  scores  from  the  October,  1987,  Limited  Scope 
X-Ray  examination  were  presented  to  the  Board.  Fifty 
took  the  examination;  39  passed  and  11  failed,  using 
the  75th  percentile  as  passing. 

The  following  meeting  dates  were  set  for  1988:  April 
5-6;  June  21-22;  Aug.  16-17;  Oct.  18-19;  and  Nov.  29-30. 

Dr.  David  Adams  requested  declaratory  rulings 
concerning  athletic  trainers  as  follows:  (1)  should  ath- 
letic trainers  who  work  in  sports  medicine  clinics  or 
with  a medical  doctor  be  required  to  be  state  certified 
as  athletic  trainers;  and  (2)  could  high  school  athletic 
trainers  be  “grandfathered  in”  under  Chapter  24,  Title 
63.  The  legal  opinion  submitted  by  Kennetha  Sawyers 
states  there  is  no  “grandfather  clause”  in  Chapter  24. 
If  the  high  school  athletic  trainers  are  to  be  “grand- 
fathered in,”  it  was  suggested  the  association  go  to  the 
Legislature  for  an  amendment  to  the  law.  The  Board 
will  write  rules  to  require  athletic  trainers  employed 
by  physicians  be  certified  athletic  trainers.  /~  ^ 
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The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education , Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 


Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 


Oct.  7-8  Dedication  of  the  Henry-Joyce  Comprehen- 

sive Cancer  Center — Cancer  in  Women, 
Hematology/Oncology  Update,  and  Nursing 
Issues  in  Cancer  in  Women 


Oct.  12-15 

Computers  in  Anesthesia  IX — Napa  Valley, 
Calif. 

Oct.  29-31 

Annual  Alumni  Reunion 

Nov.  2-5 

Annual  Urology  Society  Visiting  Professor- 
ship and  Rhamy-Shelly  Lecture 

Nov.  18-19 

The  CO:  Laser  in  Gynecologic  Surgery 

Dec.  1-3 

Lasers  in  Otolaryngology — Head  and  Neck 
Surgery 

Dec.  2-3 

Annual  High  Risk  Obstetrics  Seminar 

Dec.  3-4 

Annual  Update  in  Anesthesiology 

Feb.  4-11 

6th  Annual  Advances  in  Medicine — Snow- 
mass  Village,  Colo. 

Feb.  4-11 

Diagnostic  Radiology/Medical  Imaging  II — 
Snowmass  Village,  Colo. 

Feb.  11-18 

3rd  Annual  Advances  in  Infertility  and  Re- 
productive Endocrinology — Snowmass  Vil- 
lage, Colo. 

Feb.  15-18 

1st  Annual  Vanderbilt  Symposium  on  Pain — 
Cancun,  Mexico 

For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician's  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel. (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 


Continuing  Education  Schedule 


Oct. 

6-7 

Oct. 

17 

Oct. 

20 

Oct. 

20-21 

Oct. 

21-22 

Nov. 

3 

Nov. 

11-12 

Nov. 

12-19 

Nov. 

17-18 

Dec. 

2 

Jan. 

29-Feb.  4 

Feb. 

5-10 

Feb.  15-19 
Feb.  19-25 
Feb.  25-26 
March  11-17 

April  6-8 

April  13-14 
April  14 

April  15-16 


Memphis 

Charles  Verstandig  Distinguished  Visiting 
Professorship 

Share  Visiting  Professorship:  Hypertension 
Research  Day 

Sickle  Cell  Disease  1988  and  the  Tennessee 
Newborn  Hemoglobinopathy  Screening 
Program 

Gynecological  Surgery 
Annual  College  of  Medicine  Alumni  Week- 
end 

Norfleet  Forum:  Socioeconomic  Impact  of 
AIDS 

Basic  Clinical  Hypnosis  for  Physicians  and 
Dentists 

Advances  in  Medicine — Bermuda 

Child  Health  Forum:  Spinal  Disorders  in 

Children 

Medical  Dilemmas:  Emotional  Dimensions 
of  Illness 

Medicine  Review  ’89 — Snowmass,  Colo. 
Update  on  Genetics,  Reproductive  Endocri- 
nology, and  High  Risk  Pregnancy — Grand 
Cayman  Island 
Seating  the  Disabled 

Current  Topics  in  Medicine — Kauai.  Hawaii 
Radiology 

22nd  Annual  Review  Course  for  the  Family 
Physician 

Symposium  on  Critical  Care  Medicine — Hot 
Springs,  Ark. 

Pediatric  Critical  Care  Symposium 
Dorothy  Snider  Foundation  Forum  on  Can- 
cer Research 

Advanced  Pediatric  Life  Support  Course 
(AHA  PALS  Certification) 
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Trends  in  the  Death  Rates  of 
Black  and  White  Youths  in 
Tennessee , 1935  to  1985 

ANN  HOGAN  and  DAN  McMURRY 


Introduction 

Decades  of  concern  among  public  health 
professionals  has  focused  on  the  consistently  large 
differences  in  mortality  rates  between  whites  and 
other  races.  This  concern  is  based  on  the  idea 
that  mortality  rates  are  a good  indicator  of  the 
health  of  the  population  as  a whole.  In  addition, 
death  rates  can  be  used  as  an  indirect  measure 
of  lifestyles  and  of  health  care  access  and  utili- 
zation. Less  well  known  is  the  fact  that  socioec- 
onomic level,  urban  or  rural  residence,  and  other 
variables  are  reflected  in  death  rates. 

One  of  the  most  popular  concerns  about  dif- 
ferential death  rates  is  infant  mortality.  Even  to- 
day, nonwhite  infant  mortality  rates  remain,  even 
in  an  era  of  continuing  decline,  about  twice  those 
of  whites.  The  disparity  between  black  and  white 
death  rates,  however,  goes  beyond  the  first  year 
of  life.  In  fact,  blacks  in  the  United  States,  in- 
cluding those  in  Tennessee,  are  twice  as  likely  as 
whites  to  die  before  age  45. 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville  (Ms.  Hogan),  and  the  Department  of  Sociology,  Middle 
Tennessee  State  University,  Murfreesboro  (Mr.  McMurry). 

Reprint  requests  to  Department  of  Health  and  Environment,  Cor- 
dell Hull  Bldg.,  Nashville,  TN  37219  (Ms.  Hogan). 


This  disparity  between  black  and  white  death 
rates  has  existed  for  a long  time.  For  example, 
in  1900  the  life  expectancy  for  the  United  States 
population  was  47.3  years;  for  blacks  it  was  only 
33  years. 

Since  the  turn  of  the  century,  remarkable 
progress  in  health  care  and  biomedical  research 
has  contributed  to  the  improvement  in  life  ex- 
pectancy for  all  segments  of  the  population,  yet 
statistical  trends  still  show  a distressing  disparity 
between  black  and  white  life  expectancies.  In 
1983,  life  expectancy  in  the  United  States  reached 
new  highs  of  75.2  years  for  whites  and  69.6  years 
for  blacks;  a gap  of  5.6  years,  however,  remains. 
Thus,  today’s  extended  life  expectancy  for  blacks 
is  the  same  as  that  reached  by  whites  in  the  early 
1950s. 

According  to  the  1985  Report  of  the  Secre- 
tary’s Task  Force  on  Black  and  Minority  Health, 
the  following  six  causes  of  death  account  for  more 
than  80%  of  the  excess  mortality  observed  among 
blacks:  infant  mortality,  chemical  dependency  (as 
measured  by  deaths  resulting  from  cirrhosis), 
homicide  and  other  external  causes,  cardiovas- 
cular disease  and  stroke,  cancer,  and  diabetes. 

Obviously,  it  is  not  diseases  alone  that  weigh 
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more  heavily  on  the  black  population;  it  is  life- 
style differences  as  well.  Statistics  show  homicide 
is  the  11th  leading  cause  of  death  in  the  United 
States,  but  among  blacks  it  contributes  to  more 
excess  mortality  than  any  other  cause.  In  fact,  in 
the  black  male  population  age  15  through  44, 
murder  is  the  leading  cause  of  death;  according 
to  the  report  cited  above,  there  is  a 1 in  21  life- 
time chance  of  becoming  a homicide  victim.  The 
chance  for  homicide  in  the  white  male  popula- 
tion is  1 in  131,  only  one-seventh  the  risk. 

The  Goal  of  the  Study 

During  the  past  decade,  there  has  been  a quiet 
revolution  in  mortality  patterns  among  young 
persons  in  Tennessee.  For  white  and  black  young 
people  from  the  age  of  5 to  24,  the  prospect  of 
dying  has  become  essentially  equal,  and  surpris- 
ingly, the  death  rates  for  late-teenaged  blacks  age 
15  to  19,  both  male  and  female,  have  declined  so 
rapidly  that  they  now  are  lower  than  the  rates  for 
their  white  counterparts. 

To  document  this  historic  trend  we  studied  the 
death  rates  of  this  specific  cohort  of  youngsters, 
age  15  to  19,  for  the  period  1950  to  1985.  Besides 
discovering  the  past  mortality  patterns,  we  were 
interested  in  causes  of  death  and  the  differences 
between  the  sexes,  including  racial  differences. 

Methodology 

The  data  come  from  death  certificates  for 
Tennessee  residents,  certificates  filed  with  the 
State  Center  for  Health  Statistics,  Tennessee  De- 


partment of  Health  and  Environment.  The  data 
reflect  events  that  occurred  during  a calendar  year 
to  residents  of  Tennessee,  regardless  of  where  the 
deaths  happened.  Naturally,  almost  all  deaths  re- 
ported in  this  paper  happened  within  the  borders 
of  the  state,  but  through  a cooperative  interstate 
exchange  of  vital  records  and  reports,  Tennessee 
receives  copies  of  certificates  for  deaths  of  Ten- 
nessee residents  in  other  states,  and  these  are  in 
turn  allocated  to  the  county/city  of  residence  of 
the  deceased.  Thus,  we  can  assume  our  records 
are  as  complete  as  possible. 

Causes  of  death  are  classified  according  to  the 
International  Classification  of  Diseases  revisions 
that  were  in  effect  for  the  years  presented. 

We  categorized  the  racial  distribution  of  these 
deaths  into  two  main  groups,  white  and  non- 
white. Since  about  96%  of  the  nonwhite  popula- 
tion of  Tennessee  is  black,  we  use  the  terms  black 
and  nonwhite  interchangeably.  Ease  of  data  col- 
lection and  analysis  required  that  we  use  these 
two  main  groups,  since  it  would  be  impossible  to 
get  more  specific  racial  breakdowns  for  the  peri- 
od beginning  with  1950,  the  year  our  analysis  be- 
gins. Since  the  1950  census  shows  that  the  non- 
white population  of  Tennessee  was  99.8%  black, 
the  use  of  nonwhite  instead  of  black  does  not  ap- 
pear to  affect  the  validity  of  our  conclusions. 

Population  estimates  used  in  the  denominator 
for  the  calculation  of  rates  were  based  on  the  U.S. 
Bureau  of  the  Census  estimates. 

The  most  recent  period  of  the  study  is  1983  to 
1985,  a three-year  average.  A three-year  total  was 
used  in  the  analysis  first,  because  to  smooth  out 
year-to-year  fluctuations  a three-year  total  was 
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Figure  1.  Crude  death  rates  per  1,000  population  for  whites  and  non-  Figure  2.  Average  annual  crude  death  rates  per  1,000  population  by 

whites,  resident  data,  Tennessee,  1950  to  1985.  race  and  sex,  selected  five-year  age  groups  ages  1 to  29  years,  res- 

ident data,  Tennessee,  1983  to  1985. 
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necessary,  and  second,  because  it  is  necessary  for 
enumerating  a statistically  valid  total  that  would 
lend  itself  to  stratification  by  race,  sex,  and  age. 

Discussion 

Age  Patterns.  In  1950,  the  death  rate  for  non- 
whites was  12.8  (per  1,000)  population  compared 
to  8.1  for  whites,  a difference  of  over  50%.  After 
mid-century,  nonwhite  death  rates  experienced  a 
general  decline,  and  a rapid  one,  especially  after 
1974.  The  corresponding  white  rate  increased 
slightly  over  the  years  after  1950,  because  of  the 
aging  factor,  so  the  1985  rate  was  slightly  higher 
than  the  1950  rate  (Fig.  1). 

It  is  a surprising  coincidence  that  the  white  and 
the  nonwhite  rates  in  1985  were  identical  (9.0), 
since  the  figure  was  published  after  we  began  this 
report,  which  was  to  be  called  “equality  of  mor- 
tality.” 

It  is  a well-publicized  fact  that  in  Tennessee 
the  infant  mortality  rate  among  whites  is  about 
one-half  that  of  nonwhites,  although  tremendous 
decreases  are  continuing  in  the  reduction  of  this 
rate  in  both  groups.  However,  after  the  infancy 
period  (one  year),  there  appears  to  be  negligible 
differences  in  mortality  between  black  and  white 
children  in  Tennessee.  From  age  5 to  14,  the 
death  rates  for  black  and  white  children  are  es- 
sentially equal  (Fig.  2). 

Note  that  the  differences  between  the  death 
rates  of  the  racial  groups  are  so  small  that  to  see 
any  gap  between  white  and  black  youngsters  it 
was  necessary  to  display  two  decimal  places.  In 
fact,  for  the  single  year  of  1985,  the  latest  year 
of  record,  the  rates  are  identical  for  these  age 
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Figure  3.  Crude  death  rates  per  1,000  population  for  15  to  19  year 
olds,  by  race,  resident  data,  Tennessee,  1950  to  1985. 


groups.  However,  nonwhites  age  1 to  4 have 
slightly  higher  death  rates  than  their  white  coun- 
terparts at  this  time. 

It  is  the  15  to  19  year  olds,  though,  that  are 
our  prime  concern  in  this  study,  because  it  is 
among  this  age  group  that  the  “mortality  revo- 
lution” is  so  clearly  apparent.  The  white  rate  is 
significantly  higher  than  that  for  nonwhites. 

How  this  situation  happened  is  reflected  in  the 
accompanying  line  graph  (Fig.  3).  At  mid-centu- 
ry, the  death  rate  for  late-teenaged  black  Ten- 
nesseans was  over  twice  as  large  as  for  whites. 
The  gap  was  rapidly  closed,  so  that  by  the  end  of 
the  1960s,  a time  of  increasing  death  rates  for 
white  youngsters,  the  switch-over  occurred,  and 
since  1972  mortality  has  been  lower  for  blacks 
age  15  to  19  than  for  whites.  (In  1979  the  rates 
were  identical.)  For  this  to  have  happened  the 
prime  requisite  was  the  special  attention  given  to 
health  care  of  black  children,  especially  preven- 
tive measures,  during  the  past  30  years  or  so.  This 
has  insured  that  young  black  Tennesseans  will  be 
no  more  likely  than  young  whites  to  die  from 
conditions  and  diseases  that  can  be  prevented 
through  inoculations  and  other  measures.  What 
remains  forceful,  then,  in  the  mortality  patterns 
of  both  white  and  black  youngsters,  are  “kill- 
ers”— mainly  forms  of  violence. 

The  number  of  15  to  19  year  olds  who  died 
during  the  period  1983  to  1985  is  shown  by  race 
and  sex  in  Fig.  4.  Of  the  total  number  of  deaths 
for  the  15  to  19  year  olds,  610  were  in  the  white 
male  population,  212  in  the  white  female,  110  in 
the  nonwhite  male,  and  only  39  in  the  nonwhite 
female.  We  found  that  nonwhite  female  subjects 
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Figure  4.  Total  number  of  deaths  by  race  and  sex,  15  to  19  year 
olds,  resident  data,  Tennessee,  1983  to  1985. 
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are  much  less  likely  to  die  in  their  adolescent 
years.  In  fact,  of  the  four  groups,  black  females 
appear  to  be  protected  from  early  death,  com- 
pared with  their  cohorts.  For  example,  in  some 
years  no  black  late-teenaged  girls  die  in  Tennes- 
see as  the  result  of  automobile  accidents,  a ma- 
jor cause  of  death  among  the  other  three  groups. 
In  1984,  only  two  black  girls  age  15  to  19  were 
killed  in  all  forms  of  accidents  compared  with  49 
white  girls. 

It  should  be  apparent  by  now  that  of  the  races, 
whites,  and  of  the  sexes,  boys,  contribute  more 
than  their  share  of  young  deaths  in  the  state.  The 
extent  to  which  this  is  the  case  is  shown  in  Fig. 
5.  Here  is  indicated  the  proportion  each  group  is 
of  the  total  population  and  what  share  each  ra- 
cial-sex group  contributes  to  total  mortality.  Note, 
for  example,  that  white  boys  comprised  41%  of 
the  age  15  to  19  population,  yet  they  experienced 
almost  two-thirds  of  the  deaths  in  that  age  group. 
White  girls  comprised  39%  of  the  population,  and 
experienced  only  22%  of  the  deaths.  Nonwhite 
boys  and  nonwhite  girls  each  form  10%  of  the 
population  age  15  to  19,  yet  nonwhite  boys  con- 
tributed over  11%  of  the  cohort’s  deaths,  where- 
as nonwhite  girls  only  4%. 

The  differences  in  the  way  these  teenagers  kill 
themselves  also  reflect  strong  racial  patterns. 
Motor  vehicle  accidents  account  for  over  half  of 
the  late-teenage  deaths  among  white  boys  and 
girls.  For  nonwhites,  however,  only  one-fifth  to 
one-fourth  of  the  deaths  in  this  age  group  are 
due  to  motor  vehicle  accidents.  But  while  rela- 
tively few  blacks  die  in  car  wrecks,  homicide  be- 


comes the  biggest  killer.  Over  35%  of  the  teen- 
age deaths  among  nonwhite  boys  are  from 
homicide,  compared  to  only  4%  for  white  boys, 
a black  rate  nine  times  as  high.  Interestingly, 
white  girls  are  proportionately  more  likely  to  die 
from  homicide  than  their  white  male  counter- 
parts. That  is,  as  shown  in  Fig.  6,  a slightly  high- 
er proportion  of  white  teenaged  girls  die  from 
homicide  than  do  their  male  counterparts.  And 
while  homicides  constitute  a higher  proportion  of 
deaths  in  nonwhite  than  in  white  girls,  that  pro- 
portion is  less  than  half  that  of  their  non-white 
male  cohorts. 

Together,  motor  vehicle  accidents  and  homi- 
cides comprise  over  one-half  of  the  deaths  of  both 
white  and  black  boys,  with  these  causes  switch- 
ing effect  from  white  to  black,  i.e.,  homicide  is 
high  among  blacks  and  low  among  whites. 

Suicides  are  so  rare  among  black  young  peo- 
ple, both  male  and  female,  that  this  cause  of 
death  can  be  classed  primarily  as  a white  prob- 
lem. This  is  especially  true  of  white  boys,  as  sui- 
cide among  young  Tennesseans  is  highly  concen- 
trated among  this  group. 

Residence.  One  of  the  major  differences  in  the 
demographic  characteristics  of  white  and  black 
youths  in  the  state  is  the  difference  in  residential 
distribution  of  the  racial  groups.  Only  about  one- 
third  of  young  white  Tennesseans  live  in  a met- 
ropolitan area,  whereas  over  70%  of  blacks  live 
in  the  four  large  metropolitan  counties.  This  ex- 
treme concentration  of  blacks  on  the  one  hand, 
and  the  widespread  residential  patterns  of  whites 
on  the  other,  exerts  a subtle  but  powerful  influ- 
ence on  the  mortality  patterns  of  the  groups.  The 
clearest  examples  of  this  influence  are  reflected 
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Figure  5.  Proportion  of  total  deaths  and  proportion  of  total  population, 
by  race  and  sex,  15  to  19  year  olds,  resident  data,  Tennessee,  1983 
to  1985. 


Figure  6.  Proportion  of  deaths  of  15  to  19  year  olds  attributed  to 
three  types  of  violence,  by  race  and  sex,  resident  data,  Tennessee, 
1983  to  1985. 
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Figure  7.  Proportion  of  population  and  proportion  of  deaths  by  area, 
metropolitan  vs.  rest  of  state,  15-  to  19-year-old  whites,  for  three  types 
of  violence,  resident  data,  Tennessee,  1983  to  1985. 


in  the  major  causes  of  death  of  boys,  both  black 
and  white.  As  was  noted  earlier,  over  half  of 
white  teenage  boys  who  die  in  the  state  are  vic- 
tims of  automobile  fatalities.  What  the  death  to- 
tal from  cars  would  be  if  blacks  and  whites  had 
the  same  living  patterns  is  unknown,  but  un- 
doubtedly it  would  be  lower  than  it  currently  is. 

Blacks  are  big  city  residents  in  Tennessee,  as 
they  are  in  the  rest  of  the  nation.  What  effect 
this  has  on  the  large  share  of  young  deaths  from 
homicide  is  also  speculative;  nonetheless,  that 
seven  out  of  ten  black  teenagers  live  in  the  four 
metropolitan  counties  has  a large,  even  if  un- 
known, influence  on  death  by  aggression. 

Over  two-thirds  of  whites  age  15  to  19  live 
outside  the  metropolitan  areas.  The  proportion 
of  suicides  of  white  youths  occurring  in  metro- 
politan counties  (38.9)  is  only  slightly  higher  than 
their  proportion  of  their  metropolitan  population 
(32.3).  Contrary  to  conventional  wisdom,  suicide 
among  white  youths  is  no  more  likely  to  occur  in 
large  cities  than  in  the  countryside;  also,  the 
homicide  ratio  of  events/population  is  almost  one 
to  one.  Thus,  the  same  condition  exists  for  hom- 
icide, which  is  that  it  is  as  likely  to  occur  among 
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Figure  8.  Proportion  of  population  and  proportion  of  deaths  by  area, 
metropolitan  vs.  rest  of  state,  15-  to  19-year-old  nonwhites,  for  three 
types  of  violence,  resident  data,  Tennessee,  1983  to  1985. 


young  people  in  rural  areas  as  in  big  cities,  again 
contrary  to  “pop  psychology”  (Fig.  7). 

As  noted,  for  nonwhites  the  residential  distri- 
bution is  extremely  different  from  whites.  Non- 
whites are  much  more  concentrated  in  the  met- 
ropolitan counties,  and  every  single  suicide  and 
almost  nine  of  ten  homicides  occurred  to  blacks 
residing  in  metropolitan  areas.  Well  over  half 
(59%)  of  the  motor  vehicle  deaths  were  among 
metropolitan  residents,  but  this  proportion  is  still 
much  smaller  than  expected,  based  on  the  pop- 
ulation distribution  (Fig.  8). 

If  we  take  the  likelihood  of  death  as  the  ulti- 
mate criterion  of  equality,  black  and  white 
youngsters  in  Tennessee  have  achieved  equality. 
To  be  precise,  those  youths  age  15  to  19  who  die 
in  the  state  are  more  likely  to  be  white  than  black. 
Under  the  current  situation,  black  5 year  olds  are 
more  likely  than  white  children  to  survive  to  their 
20th  birthday.  Tennessee  has  undergone  many 
significant  changes  during  the  past  third  of  a cen- 
tury, but  none  has  been  more  important  than 
equalizing  life-chances  for  black  and  white  young 
people.  A_  .y 
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Diverticulosis  of  the 
Ileum  with  Perforation 
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Introduction 

Diverticular  disease  of  the  small  bowel  is  a rare 
phenomenon  and  is  usually  an  incidental  finding 
at  autopsy  or  surgery.  Although  usually  asymp- 
tomatic, patients  with  this  disease  are  theoreti- 
cally at  risk  for  the  same  complications  as  those 
seen  in  colonic  diverticular  disease.  Reports  in 
the  literature  have  placed  the  incidence  of  fistu- 
lization,  bleeding,  perforation,  and  obstruction  at 
6.5%  to  10.4%  of  patients.12  Approximately  30% 
of  patients  may  have  intermittent  abdominal  pain, 
malabsorption  syndromes,  and  pseudo-obstruc- 
tion.2-3 The  ileum  is  among  the  least  common  of 
all  gastrointestinal  sites  for  diverticula,  including 
the  appendix.4  A 1984  report  by  Navarro  and 
coworkers3  revealed  only  16  cases  in  the  litera- 
ture of  perforation  of  ileal  diverticula.  We  report 
a case  of  multiple  ileal  diverticula  with  a normal 
jejunum,  manifested  as  appendicitis,  in  which  one 
of  the  lesions  had  perforated. 

Case  Report 

An  88-year-old  black  man,  previously  in  good  health,  was 
admitted  with  a 24-hour  history  of  acute  onset  of  severe  low- 
er abdominal  pain  accompanied  by  anorexia,  nausea,  and 
vomiting.  On  admission  his  temperature  was  100°F,  pulse  100/ 
min,  respirations  20/min,  and  blood  pressure  110/70  mm  Hg. 
He  was  exquisitely  tender  in  the  right  lower  quadrant,  with 
rebound  tenderness  but  no  guarding.  Bowel  sounds  were  ab- 
sent. He  was  tender  on  rectal  examination.  Stool  quaiac  was 
negative.  The  remainder  of  the  physical  examination  was 
negative. 

His  WBC  count  was  13.400/cu  mm,  hematocrit  41%,  BUN 
22  mg/dl  and  creatinine  1.1  mg/dl.  The  remainder  of  his  lab- 
oratory data  were  all  within  normal  limits.  Chest  x-rays  were 
normal.  Abdominal  films  showed  a nonspecific  bowel  gas 
pattern  without  air-fluid  levels.  The  EKG  showed  nonspecific 
ST-T  wave  changes. 

The  patient  was  hydrated  and  taken  to  the  operating  room 
with  a diagnosis  of  appendicitis.  He  was  found  to  have  a large 
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inflammatory  mass  involving  the  terminal  ileum  with  perfo- 
ration of  the  ileum  along  its  mesenteric  border  and  necrosis 
of  the  adjacent  bowel  wall.  The  appendix,  ascending  colon 
and  jejunum  were  all  normal.  The  mass  was  resected  en  bloc 
with  a limited  right  hemicolectomy  and  an  ileo-ascending  co- 
lon anastomosis  performed.  The  postoperative  course  was 
uneventful,  and  the  patient  was  discharged  after  nine  days. 

Gross  inspection  of  the  resected  specimen  revealed  mul- 
tiple diverticula  within  the  terminal  ileum,  the  largest  of  which 
had  perforated  (Fig.  1).  The  area  of  perforation  is  better 
demonstrated  in  Fig.  2.  showing  escape  of  luminal  contents 


Figure  1.  Gross  appearance  of  a portion  of  the  terminal  ileum  with 
several  diverticula,  the  largest  being  perforated  (probe). 


Figure  2.  View  of  the  perforated  diverticulum  showing  escape  of  lu- 
minal contents  into  the  mesentery. 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


into  the  mesentery,  which  was  markedly  thickened  and  re- 
sembled a tumor  mass.  Sections  through  the  diverticula 
showed  the  absence  of  the  muscularis  propria  of  the  wall  of 
the  ileum,  with  coverage  of  the  mucosa  by  serosa  only  (Fig. 
3).  There  was  also  evidence  of  marked  acute  inflammation. 
The  appendix  was  normal. 

Discussion 

Diverticulosis  of  the  small  bowel  was  first  re- 
ported as  an  autopsy  finding  by  Sir  Astley  Coop- 
er in  1807  and  as  an  incidental  finding  at  surgery 
100  years  later.6-7  The  first  in-vivo  demonstration 
of  small  bowel  diverticula  using  x-rays  with  con- 
trast was  in  1920  when  Case8  reported  five 
patients  out  of  6,847  patients  examined.  The 
frequency  of  diverticula  throughout  the  gastroin- 
testinal tract  in  decreasing  order  is  the  colon, 
Meckel’s  diverticulum,  duodenum,  pharynx, 
esophagus,  stomach,  jejunum,  appendix,  and 
ileum.9  Jejunal  lesions  are  seven  times  as  com- 
mon as  ileal  disease,  and  there  is  evidence  that 
diverticula  are  larger  in  the  proximal  small  bowel 
with  a decrease  in  size  as  one  approaches  the  il- 
eocecal area.10-11  Using  a selective  technique  of 
enteroclysis,  Maglinte  et  al11  in  1986  identified  12 
cases  of  small  bowel  diverticulosis  out  of  519 
studied;  disease  was  confined  to  the  jejunum  in 
eight  and  to  the  ileum  in  four.  All  of  the  ileal 
lesions  were  less  than  1 cm,  as  compared  to  a 
range  of  1 to  3 cm  in  the  jejunum.  The  etiology 
of  small  bowel  diverticula  is  thought  to  be  the 
same  as  in  the  colon;  thus  they  are  acquired,  false 
lesions  composed  of  mucosa  and  submucosa,  with 
a serosal  covering  along  the  mesenteric  border 
where  the  vessels  enter  the  bowel  wall.12  We  ob- 
served this  in  our  patient. 

Most  patients  with  perforated  ileal  diverticula 
are  admitted  with  signs  of  peritonitis  and  are  op- 
erated upon  for  presumed  appendicitis,  perforat- 
ed ulcer,  or  colonic  diverticulitis.  Our  working 
diagnosis  was  appendicitis.  It  should  be  pointed 
out  that  small  bowel  diverticula  can  cause  pneu- 
moperitoneum without  overt  perforation.13  It  is 
important  to  proceed  immediately  with  laparot- 
omy in  this  situation.  At  surgery  most  of  these 
patients  present  an  inflammatory  mass  in  the  il- 
eocecal area.  A limited  hemicolectomy  is  usually 
sufficient,  with  a primary  anastomosis.  If  one 
discovers  a normal  appendix  in  the  presence  of 


Figure  3.  Microscopic  view  of  the  ileal  diverticulum.  The  mucosa  is 
covered  only  by  serosa,  which  is  markedly  inflamed  (XI 00). 


an  inflammatory  mass  in  the  ileocecal  area,  and 
the  history  and  findings  are  not  suggestive  of 
Crohn's  disease,  one  should  consider  a perforat- 
ed ileal  diverticulum  and  proceed  with  an  en  bloc 
resection. 

In  summary,  perforated  ileal  diverticula  are 
extremely  uncommon,  and  most  patients  are  pre- 
sumed to  have  appendicitis.  These  patients  should 
undergo  immediate  laparotomy  and  en  bloc  re- 
section of  the  inflammatory  mass  with  primary 
anastomosis.  r~  ^ 
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Tuberculous  Empyema  With 
Bronchopleural  Fistula  Revisited 


JERRY  WILLIAMS,  M.D.;  MARGARET  S.  ROBBINS;  JAY  MEHTA,  M.D.; 

and  WILLIAM  M.  DRALLE,  M.D. 


Introduction 

Empyema,  once  a dreaded  complication  of  col- 
lapse therapy,  has  all  but  disappeared  with  the 
advent  of  chemotherapy.  We  describe  a patient 
with  old,  healed  tuberculosis  and  previous  pneu- 
mothorax therapy,  who  developed  a tuberculous 
bronchopleural  fistula  and  empyema.  We  present 
then  a review  of  the  literature  on  this  disease. 

Case  Report 

A 63-year-old  man  with  a known  history  of  pulmonary 
tuberculosis  was  treated  in  the  early  1940s  with  pneumotho- 
rax and  subsequent  left  phrenic  nerve  crush  in  1945.  Oral 
isoniazid,  300  mg  daily,  was  prescribed  for  12  months  in  1975. 
He  remained  clinically  asymptomatic,  with  sputum  negative 
for  acid-fast  bacilli,  until  1985  when  he  was  seen  for  recent 
loss  of  10  lb  in  weight,  and  cough,  night  sweats,  and  fever  for 
three  months. 

Findings  on  physical  examination  included:  temperature 
of  38°C  orally,  pulse  90/min,  and  blood  pressure  130/70  mm 
Hg.  There  was  dullness  to  percussion  over  the  lower  one-half 
of  the  left  posterior  lung  field  with  diminished  breath  sounds. 
There  was  no  adenopathy  or  clubbing  and  the  remainder  of 
the  examination  was  unremarkable. 

Chest  x-ray  revealed  a new  air-fluid  level  with  large  left 
pleural  effusion  (Fig.  1).  Leukocyte  (WBC)  count  was  10,100/ 
cu  mm  with  80%  segmented  neutrophils  and  11%  lympho- 
cytes. Sputum  and  pleural  fluid  smears  were  positive  for  My- 
cobacterium tuberculosis.  Isoniazid  300  mg,  rifampin  600  mg, 
ethambutol  800  mg,  and  pyrazinamide  1,500  mg  daily  were 
prescribed  initally,  routine  sensitivities  showed  resistance  to 
isoniazid,  but  the  organism  was  sensitive  to  streptomycin, 
pyrazinamide,  ethambutol,  and  rifampin.  Computerized  axial 
tomography  (CT)  confirmed  a large  air-fluid  level  with  calci- 
fication of  the  pleura  (Fig.  2),  and  thoracentesis  yielded  pu- 
rulent pleural  fluid.  Methylene  blue  dye  injected  into  the 
pleural  space  subsequently  appeared  in  the  sputum,  indicat- 
ing bronchopleural  fistula.  Inadequate  pleural  fluid  drainage 
and  persistent  pleural  sepsis  that  could  not  be  eradicated  by 
closed-tube  thoracostomy  and  antituberculous  therapy  re- 
quired open-rib  resection  and  creation  of  an  Eloesser  flap, 
after  which  sputum  and  wound  cultures  became  negative  for 
acid-fast  bacteria  approximately  seven  weeks  later. 
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Following  discharge  the  patient  was  maintained  on  24  months 
of  isoniazid,  rifampin,  pyrazinamide,  and  ethambutol.  Sputum 
smears  and  pleural  drainage  remained  negative  for  acid-fast 
bacteria,  and  at  present  the  patient  is  asymptomatic  and  contin- 
ues to  be  culture  negative  for  acid-fast  bacilli. 

Discussion 

In  the  prechemotherapy  era,  empyema  was  a 
common  complication  of  pulmonary  tuberculo- 
sis, and  a feared  complication  of  its  surgical 
treatment.  Prior  to  the  introduction  of  strepto- 
mycin in  1946,  earlier  forms  of  treatment  ap- 
peared unusual  and  radical.  Today  tuberculous 
empyema  has  all  but  disappeared. 

The  rationale  for  tuberculous  therapy  prior  to 
chemotherapy  was  to  prevent  the  formation  of 
cavities  and  to  promote  their  closure.1  Bedrest 
was  the  least  traumatic  of  the  many  advocated 
mechanical  measures  to  treat  pulmonary  tuber- 
culosis.23 The  recumbent  position  reduced  the 


Figure  1.  Chest  x-ray  reveals  air-fluid  level  with  large  left  pleural  ef- 
fusion. 
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Figure  2.  CT  scan  of  chest  reveals  air-fluid  level  with  marked  calcifi- 
cation of  the  pleura. 

lungs’  ventilatory  motion,  which  favored  closure 
of  the  cavities.  Around  1880.  Turban  presented 
statistics  suggesting  that  tuberculosis  was  not  al- 
ways fatal  if  treated  by  bedrest.  He  presented 
records  of  376  patients,  80%  having  tubercle  ba- 
cilli, who  remained  at  Davos  Platz  an  average  of 
222  days;  some  three  years  later.  175  (44%)  were 
well  and  working,  and  only  140  (35%)  had  died.2-3 
Collapse  therapy  by  artificial  pneumothorax  was 
done  in  an  attempt  not  only  to  close  cavities  but 
also  to  cause  the  Pao2  to  fall  and  therefore 
impede  bacterial  growth.1  Results  of  the  pneu- 
mothorax therapy  at  Trudeau  Sanitarium  be- 
tween 1930  and  1939  demonstrated  a decrease  in 
acid-fast  bacilli  in  the  sputum,  with  clinical  im- 
provement in  many  cases4;  disease  was  arrested 
in  41%,  but  the  complications  of  pneumothorax 
therapy  were  extraordinary.  Over  the  10  to  20 
years  that  followed  pneumothorax  therapy,  18.5% 
developed  empyema  that  was  often  fatal. 

Thoracoplasty,  the  surgical  collapse  of  the 
chest  wall,  preceded  artificial  pneumothorax 
therapy  by  a decade,  and  eventually  replaced  it 
in  a modified  form  as  a more  effective  way  to 
collapse  the  lung.3  With  the  widespread  use  of 
tuberculous  chemotherapy,  however,  an  opera- 
tive approach  suddenly  had  little  role  in  the 
treatment  of  tuberculosis. 

As  illustrated  in  our  patient,  bronchopleural 
fistulae  are  usually  seen  in  patients  with  old. 
healed  tuberculosis,  especially  in  patients  with  a 
previous  therapeutic  pneumothorax  without  ad- 
equate chemotherapy  for  tuberculosis.5  The  di- 
agnosis is  considered  on  the  basis  of  an  increas- 
ing but  variable  amount  of  sputum  production, 
air  in  the  pleural  space,  and  changing  air-fluid 
level  in  the  absence  of  pyogenic  pneumonia,  chest 
wall  trauma,  or  iatrogenic  pneumothorax.  The 


fistula  can  be  confirmed  by  the  injection  of 
methylene  blue  or  a radiopaque  dye  into  the 
pleural  space  and  examining  the  sputum  for  its 
presence. 

Stead  and  Dutt6  suggest  that  extrapulmonary 
tuberculosis  should  be  no  more  difficult  to  treat 
effectively  with  chemotherapy  than  pulmonary 
tuberculosis,  but  agree  that  loculated  suppura- 
tion must  be  drained  to  obtain  a cure.  Neihart 
and  Hof  reported  successful  treatment  of  tuber- 
culous empyema  with  serial  thoracocentesis  and 
combination  chemotherapy.  Closed-tube  thora- 
costomy is  usually  effective  in  patients  with  in- 
adequate drainage  by  serial  thoracocentesis  and 
chemotherapy.  Patients  with  persistent  pleural 
sepsis  and  poor  response  to  serial  thoracocente- 
sis and  closed-tube  thoracostomy  may  benefit 
from  surgical  procedures,  such  as  decortication 
or  open  rib  resection  (Eloesser  flap).  Decortica- 
tion involves  removal  of  the  thick  cortex  over  the 
visceral  pleura  and  resection  of  the  parietal  pleu- 
ra, thus  releasing  the  trapped  lung.3  This  is  the 
procedure  of  choice  in  the  relatively  healthy  in- 
dividual in  whom  pleural  sepsis  is  not  controlled 
by  closed-tube  thoracostomy.  Open-rib  resection 
or  creating  of  open  flap  drainage  (Eloesser  flap) 
can  be  performed  in  patients  who  are  debilitated 
with  serious  underlying  diseases  in  whom  closed- 
tube  thoracostomy  is  ineffective.8 

In  summary,  patients  with  a history  of  old. 
healed  tuberculosis  (especially  those  treated  with 
previous  pneumothorax  and  no  chemotherapy) 
may  develop  the  devastating  complication  of  em- 
pyema. Bronchopleural  fistula  is  suggested  by 
classic  historical  and  roentgenogram  findings,  and 
the  methylene  blue  dye  test  can  provide  confir- 
matory evidence.  Treatment  consists  of  appro- 
priate antituberculosis  chemotherapy  and  ade- 
quate drainage.  r ^ 
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Special  Item 


A Hot  Time  in  the  01’  Town:  Reprise 

A Report  on  the  1988  Annual  Meeting  of  the  AMA  House  of  Delegates 

JOHN  B.  THOMISON,  M.D. 


The  AMA  House  of  Delegates  met  in  Chicago,  June 
26-30,  with  422  delegates  seated,  including  336  repre- 
senting state  medical  associations,  76  representing  na- 
tional medical  specialty  societies,  and  10  representing 
their  various  sections  and  the  military  services.  It  con- 
sidered nearly  200  resolutions  and  about  half  that  many 
reports  of  the  Board  of  Trustees  and  the  various  coun- 
cils, so  clearly  any  attempt  to  summarize  all  of  that  in 
any  meaningful  way  must  either  be  almost  alarmingly 
superficial,  terribly  frustrating  for  both  of  us,  or  dead- 
ly dull.  I have  chosen  the  first  approach,  realizing  that 
in  so  doing  I may  not  be  able  to  escape  either  of  the 
others.  The  task  is  mitigated  somewhat  by  considera- 
ble redundancy,  as  many  state  delegations  were  charged 
by  their  constituents  to  submit  similar  resolutions,  and 
a remarkable  triviality  in  many  spots.  Even  covering 
the  important  areas,  however,  is  a daunting  task,  but 
we’ll  see  what  we  can  do. 

I have  already  spun  you  through  one  of  the  stickiest 
wickets  of  the  meeting,  that  of  the  Registered  Care 
Technologists,  so  I’ll  simply  refer  you  to  the  Presi- 
dent’s Page  last  month,  and  avoid  going  through  all 
that  again. 

In  its  Report  UU,  entitled  “Medicaid — Toward 
Reforming  the  Program,”  the  Board  of  Trustees  out- 
lined an  expansion  of  the  Medicaid  program  to  ad- 
dress the  needs  of  the  uninsured  with  incordfes  below 
poverty  level.  It  would  create  basic  national  eligibility 
in  benefits  standards,  eliminate  existing  categorical  re- 
quirements, and  create  adequate  payment  schedules. 
Referred  to  the  Board  for  action  by  the  House  was  a 
resolution  that  calls  for  establishment  of  a high  prior- 
ity task  force  to  address  the  problem  of  indigent  health 
care,  suggesting  that  the  task  force  use  a broad  ap- 
proach that  might  include  a coalition  with  other  orga- 
nizations, and  solicitations  of  grants  and  voluntary 
contributions  as  well. 

In  a major  report  entitled  “Drug  Abuse  in  the  United 

States:  A Policy  Report,”  which  I hope  to  summarize 
in  more  detail  for  you  later,  the  Board  of  Trustees 
submitted  a major  initiative  on  drug  abuse  in  the 
United  States,  calling  it  the  common  element  in 


America’s  most  pressing  social  problems  of  crime,  dis- 
ease, poverty,  and  corruption.  Its  major  recommen- 
dations called  for  a redirection,  away  from  concentrat- 
ing on  stemming  the  illegal  supply  and  concentrating 
on  the  offenders,  toward  a new  focus  aimed  at  curbing 
demand  through  education  and  treatment.  The  report 
calls  for  better  coordination  of  a federal  effort  against 
drug  abuse  by  urging  the  President  of  the  United  States 
to  appoint  a high  ranking  official  in  the  executive 
branch  to  assume  responsibility  for  coordinating  the 
national  effort  against  drug  abuse.  Though  govern- 
ment at  all  levels  should  be  involved,  the  report  calls 
for  a recognition  by  the  federal  government  that  re- 
ducing the  demand  for  drugs  is  a realistic  approach  to 
the  problem,  and  that  the  federal  government  should 
take  the  lead  by  instituting  programs  aimed  at  the  de- 
mand side  of  the  drug  program  through  expanded 
treatment  and  rehabilitation  programs,  a coordinated 
educational  program  that  compliments  local  educa- 
tional efforts,  and  the  expansion  of  community-based 
prevention  programs  for  youths  at  high  risk. 

The  federal  efforts  should  stimulate  private  initia- 
tive to  curb  drug  abuse  by  providing  a framework  for 
private  drug  testing  that  promotes  employer  preroga- 
tives, while  at  the  same  time  protecting  employees’ 
rights.  It  would  call  upon  the  nation  to  make  a long- 
term commitment  to  research  and  data  collection,  so 
that  programs  can  be  devised  based  on  a reasonable 
understanding  of  the  scope,  nature,  and  diversity  of 
drug  abuse.  To  date,  few  actual  data  relating  to  the 
actual  extent  of  the  problem  exist.  The  report  also 
points  out  that  whereas  to  date  programs  have  focused 
on  abuse  of  illicit,  hard  drugs,  abuse  of  alcohol  and 
tobacco  are  equally  serious  problems,  inasmuch  as  they 
generally  precede  the  use  of  hard  drugs,  and  the  pro- 
gram should  therefore  be  broadened  to  include  those 
substances. 

The  report  recommends  that  all  public  officials  and 
organizations  participating  in  the  debate  on  drug  poli- 
cy help  shift  the  emphasis  away  from  simplistic  reso- 
lutions such  as  “a  declaration  of  war  on  drugs;  the 
problem  is  very  complex,  and  its  solution  will  be  com- 
plex as  well.”  It  includes  a study  of  why  individuals 
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use  drugs,  and  a search  for  means  to  rectify  that.  The 
problem  is  not  the  drugs,  but  individuals  using  them, 
and  these  are  our  friends,  relatives,  and  neighbors,  on 
whom  we  do  not  wish  to  declare  war. 

As  would  be  expected,  considering  the  seriousness  of 

the  subject,  much  of  the  time  of  the  House  was  spent 
considering  reports  and  resolutions  having  to  do  with 
the  Acquired  Immune  Deficiency  Syndrome  (AIDS). 
Many  of  the  resolutions,  where  redundancy  was  the 
order  of  the  day,  simply  reaffirmed  AM  A policy  on 
such  things  as  AIDS  education,  adequate  public  fund- 
ing for  both  study  and  treatment,  mandatory  and 
voluntary  testing,  access  to  testing  for  the  Human 
Immunodeficiency  Virus  (HIV),  and  vigorous  enforce- 
ment of  existing  antidiscrimination  statutes. 

The  House,  in  addition,  approved  new  policy  call- 
ing for  a second  national  seroprevalence  study  in  order 
to  determine  the  rate  of  speed  of  the  AIDS  epidemic. 
It  asked  states  to  give  serious  consideration  to  imple- 
menting a contact  tracing  program,  with  adequate 
safeguards  to  protect  confidentiality  of  seropositive 
persons  and  their  contacts,  and  for  the  counseling  of 
parties  involved.  It  recognized  that  although  the  doc- 
tor’s first  consideration  is  to  his  patient,  where  that 
patient  becomes  recalcitrant  toward  his  contacts  the 
physician  has  a public  responsibility  to  protect  them. 
The  House  urged  the  FDA  to  continue  to  expedite 
evaluation  of  available  drugs  used  in  the  treatment  of 
AIDS,  and  approved  the  report  on  the  financing  of 
care  for  AIDS  patients  that  reiterates  earlier  conclu- 
sions that  private  insurance  and  existing  public  pro- 
grams, coupled  with  state  risk  pools,  provide  the  best 
approach  for  financing  care  for  AIDS  patients. 

The  availability  of  disability  insurance  for  physi- 
cians with  infectious  diseases,  including  AIDS,  was  the 
subject  of  four  resolutions,  and  the  delegates  ex- 
pressed great  concern  and  a sense  of  urgency  over  this 
issue.  The  House  instructed  the  Board  to  make  a com- 
prehensive study  of  the  situation,  with  a report  back 
to  the  House  at  the  1988  Interim  Meeting. 

Medicare  Maximum  Allowable  Actual  Charge 

(MAAC)  came  in  for  an  intensive  discussion,  with  a 
number  of  resolutions  regarding  the  problems  physi- 
cians are  having  with  Medicare’s  MAAC  provisions. 
Along  with  the  RCTs  and  AIDS,  this  was  one  of  the 
major  issues  at  the  meeting.  The  House  adopted  a 
policy  calling  for  the  AMA  to  first  seek  repeal  of  the 
MAAC  provisions,  then  support  federal  legislation  that 
would  rectify  Medicare  contractual  inequities  with 
physicians  and  patients,  establish  principles  of  free- 
dom of  contract  in  the  practice  of  medicine,  continue 
to  evaluate  the  selective  discriminatory  nature  of 
MAAC,  and  challenge  these  provisions  as  well  as  laws 
and  regulations  forcing  assignment  for  laboratory  and 
diagnostic  procedures.  The  House  instructed  the  Board 
to  continue  to  oppose  differential  treatment  of  partic- 
ipating and  non-participating  physicians  under  Medi- 
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care,  including  the  notification  of  charges  statement 
required  by  Medicare  for  non-participating  physicians, 
statements  on  the  explanation  of  benefits,  and  the  use 
of  participating  physician  directories.  It  was  instructed 
to  work  to  allow  physicians  to  treat  Medicare  patients 
outside  of  regulatory  constraints  that  threaten  the  phy- 
sician-patient relationship.  Though  this  comes  under 
the  heading  of  “old  stuff,”  it  continues  as  a major  burr 
under  the  saddle  of  practicing  physicians,  whether  or 
not  they  are  participating. 

A related  burr  is  the  Medicare  claims  denial,  which 

has  infuriated  physicians  nationwide.  Provision  for 
“medically  unnecessary”  denial  forms  of  the  Omnibus 
Budget  Reconciliation  Act  of  1986  prompted  ten  sep- 
arate resolutions  that  were  considered  by  the  House. 
The  delegates  called  for  the  AMA  to  seek  appropriate 
legislative  relief,  including  repeal  of  the  provision,  and 
to  continue  to  press  the  Health  Care  Financing 
Administration  (HCFA)  and  the  Medicare  part  B car- 
riers to  make  further  changes  in  the  implementation 
of  this  authority  to  correct  the  problems  being  experi- 
enced. These  include  urging  HCFA  and  the  carriers  to 
make  denial  criteria,  parameters  of  treatment,  and 
medical  review  policies  available  to  the  physician  com- 
munity, to  obtain  assurance  that  carrier  medical  re- 
view policies  are  developed  with  practicing  physician 
advice,  to  continue  to  work  to  assure  that  physicians 
are  notified  by  the  carrier  prior  to  a medically  unnec- 
essary notification  being  sent  to  the  patient,  and  to 
urge  carriers  to  facilitate  the  expeditious  handling  of 
physician  requests  for  reconsideration  and  appeals  of 
medically  necessary  denials.  They  should  also  work  to 
assure  that  patient  notifications  are  worded  in  such  a 
way  as  not  to  call  into  question  the  attending  physi- 
cian’s professional  judgment  or  the  quality  of  care  re- 
ceived, and  to  assure  that  the  services  denied  be  clear- 
ly identified  (by  more  than  just  a procedure  code)  in 
such  notices,  and  that  they  be  referred  to  as  “not  cov- 
ered by  Medicare”  instead  of  “medically  unneces- 
sary.” The  wording  in  the  patient  waiver  form  (ad- 
vance exculpatory  notice)  in  the  patient  waiver 
suggesting  that  the  physician  is  about  to  provide  med- 
ically unnecessary  services  to  his  patient  should  be 
changed  to  indicate  only  that  it  is  a procedure  that 
Medicare  does  not  pay  for,  and  not  that  it  is  unneces- 
sary. The  Board  was  instructed  to  seek  changes  in 
HCFA  policy  on  a national  level  so  that  all  part  B 
Medicare  denials  are  reviewed  by  a physician  and  sur- 
geon instead  of  simply  by  administrative  personnel.  In 
the  meantime,  the  Board  should  continue  to  gather 
data  regarding  the  nature  and  extent  of  physicians’ 
problems  arising  from  the  implementation  of  this  au- 
thority, and  to  explore  judicial  relief  if  legislative  or 
administrative  relief  is  not  forthcoming. 

Peer  review  after  Patrick  v.  Burget  was  the  subject 
of  a comprehensive  report  addressing  legal  liability 
concerns  for  physicians  participating  in  peer  review. 
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The  report  concluded  that  legal  risks  are  minimal  pro- 
vided that  peer  review  is  conducted  in  good  faith  with 
proper  procedures,  though  the  application  of  treble 
damages  is  chilling,  even  though  inappropriate.  Phy- 
sicians with  an  adverse  peer  review  decision  should 
have  redress,  but  additional  protection  from  antitrust 
exposure  must  either  be  assured,  or  procedures  to 
minimize  these  risks  be  developed.  The  House  urged 
wide  distribution  of  this  report,  but  since  statutes  vary 
from  one  state  to  another,  I decided  that  a study  of 
the  situation  as  it  applies  to  Tennessee  would  be 
worthwhile,  and  so  we  carry  in  this  issue  of  the  Jour- 
nal an  evaluation  of  the  situation  in  Tennessee  by  our 
staff  attorney. 

The  bad  news,  if  the  preceding  has  not  been  bad 

enough,  is  that  dues  are  due  to  go  up,  and  not  only 
AMA  dues,  but  also  perhaps,  like  those  of  us  in  Nash- 
ville, your  local  dues  as  well.  I share  your  regret,  but 
hope  it  will  be  no  more  than  that.  Fury,  and  particu- 
larly retribution,  are  inappropriate  responses.  I have 
just  recited  numerous  things  that  your  Association  has 
done,  is  doing,  and  has  been  instructed  to  do  for  you. 
All  of  this  costs  money.  In  fiscal  1987,  operating  rev- 
enues of  the  AMA  increased  by  7%  over  1986,  for  a 
total  of  something  over  $150  million,  whereas  operat- 
ing expenses  increased  8.5%  to  $144  million.  Though 
that  still  represents  a positive  cash  flow,  we  are  talking 
about  fiscal  1989,  where  the  cash  flow  is  expected  to 
become  negative,  so  that  a modest  increase  of  $25,  to 
$400,  in  1989  was  approved  by  the  House.  Medical 
student  and  resident  physician  dues  remain  un- 
changed, as  did  the  10%  rebate  on  AMA  dues  for 
members  of  unified  societies. 

In  addition  to  all  of  that,  the  House  took,  as  you 

might  expect  from  the  number  of  reports  and  resolu- 
tions, a myriad  other  actions,  some  adopted  with  such 
lack  of  enthusiasm  that  the  vote  could  scarcely  be 
heard;  they  were  the  “motherhood,  flag,  and  apple  pie” 
sort  of  resolutions  that  one  can  hardly  afford  to  op- 
pose, even  if  one  might  wish  to,  which  one  seldom 
did.  On  the  other  hand,  some  of  them  were  quite  im- 
portant, though  not  of  the  pressing  nature  of  some  of 
those  things  I have  discussed  previously.  All  of  this 
stuff  has  been  previously  reported,  sometimes  in  even 
greater  detail  than  here,  in  AM  News,  which  I trust 
you  have  perused  already;  in  case  you  have  not,  I 
commend  it  to  you. 

There  are  a few  other  items  that  are  not  minor,  but 
are  not  lumped  in  with  these  emergency  situations,  that 
should  not  be  glossed  over.  One  has  to  do  with  adop- 
tion of  a resolution  in  support  of  the  Department  of 
Defense  that  would  publicize  the  Department’s  need 
for  physicians  in  active  duty  military  service  and  in  the 
reserve  components  and  National  Guard,  and  asking 
the  AMA  to  encourage  the  active  support  and  partic- 
ipation of  physicians  in  active  duty  military  service  and 
in  the  reserves  and  guards.  This  is  exceedingly  impor- 


tant if  we  are  to  avoid  a doctor  draft,  which  is  always 
waiting  in  the  wings  should  there  be  insufficient  vol- 
untary participation.  When  I was  in  the  service,  two 
statements  were  pretty  ubiquitous;  these  were  “Kilroy 
was  here,”  and  “Let  George  do  it.”  I never  found  out 
who  George  was,  except  that  he  was  the  guy  who  got 
to  do  whatever  it  was  that  others  did  not  want  to  do. 
It  is  a common  failing  of  humanity  generally  to  pass 
whatever  it  is  onto  someone  else.  We  have  to  have 
doctors  to  take  care  of  our  military  personnel.  They 
will  be  gotten  one  way  or  another.  A word  to  the  wise 
ought  to  be  sufficient. 

Tobacco  and  the  tobacco  industry  got  some  atten- 
tion, first  by  way  of  deploring  smokeless  cigarettes, 
which  nonetheless  have  the  problem  of  nicotine  ad- 
diction. The  House  also  adopted  a resolution  reaffirm- 
ing its  position  in  support  of  federal  legislation  to  cease 
all  price  supports  to  farmers  for  growing  tobacco,  but 
also  called  on  the  federal  government  to  provide  as- 
sistance to  needy  tobacco  farmers  for  three  years  after 
termination  of  price  supports  to  assist  them  in  begin- 
ning production  of  other  agricultural  products. 

Having  suffered  setbacks  in  their  domestic  market, 
the  tobacco  industry  has  intensified  its  marketing  ef- 
forts in  other  countries.  They  have  been  abetted  in 
this  by  the  U.S.  government,  which  has  tried  to  per- 
suade other  countries  to  relax  their  regulations  con- 
cerning tobacco  promotion  and  consumption.  The 
House  referred  to  the  Board  of  Trustees  for  action  a 
resolution  opposing  these  efforts  by  the  government, 
and  also  calling  upon  the  AMA  to  support  legislation 
that  would  require  health  warning  labels  in  the  appro- 
priate native  language  to  be  on  all  packages  of  ciga- 
rettes exported,  and  require  foreign  advertising  of  U.S. 
tobacco  products  and  labeling  of  all  tobacco  products 
manufactured  abroad  to  be  at  least  as  restrictive  as 
those  produced  in  the  United  States.  In  addition,  it 
urged  the  World  Health  Organization  to  increase  its 
worldwide  antismoking  efforts. 

The  House  adopted  a resolution  that  would  remind 
third  party  payers  that  there  are  many  other  valid  and 
legal  ways  in  which  many  drugs  can  be  used  other  than 
those  approved  by  the  FDA,  and  their  declining  to 
reimburse  their  beneficiaries  for  such  uses  interferes 
with  the  practice  of  medicine.  The  House  therefore 
resolved  that  “the  AMA  affirm  the  position  that,  when 
the  prescription  of  a drug  represents  safe  and  effective 
therapy,  third  party  payers  should  consider  use  of  that 
drug  as  reasonable  and  necessary  medical  care,  irre- 
spective of  labeling,  and  should  fulfill  their  obligation 
to  their  beneficiaries  by  covering  such  therapy.” 

In  his  address  to  the  House,  the  AMA  President, 

William  S.  Hotchkiss,  M.D.,  stated  that  medicine 
through  the  years  has  always  been  faced  with  both 
challenges  and  problems,  and  despite  the  problems  that 
face  us  today,  he  remains  confident  of  the  future  of 
medicine  and  the  profession’s  ability  to  cope  with,  and 
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significantly  influence,  the  major  changes  taking  place 
in  medicine.  He  described  the  future  of  medicine  as 
bright,  and  expressed  concern  regarding  an  attitude  of 
disillusionment  that  he  sees  in  some  of  us. 

In  his  inaugural  address,  incoming  President  James 

E.  Davis,  M.D.,  emphasized  that  service  is  the  highest 
goal  of  physicians,  and  that  it  starts  with  patient  con- 
tact, and  continues  through  teaching  and  through  in- 
volvement in  the  community  at  large.  Because  the  first 
two  areas  are  natural  for  the  doctor,  he  placed  empha- 
sis on  the  last,  which  many  of  us  tend  to  ignore  be- 
cause we  believe  we  are  too  busy.  He  therefore  laid 
down  three  challenges:  first,  a tithe  of  time  for  the 
benefit  of  the  American  public,  four  hours  spent  each 
week  serving  the  public  in  any  way  the  individual  phy- 
sician believes  is  helpful.  Second,  he  challenged  each 
American  citizen  to  learn  more  about  and  work  for 
better  health  care  in  America — in  other  words,  form- 
ing a strong,  informed  constituency  for  health. 

The  last  challenge  was  to  each  physicians’  organi- 


zation to  organize  and  staff  ombudsmen  offices,  which 
would  encourage  every  physician  member  to  fulfill  his 
service  tithe,  and  would  assist  him  in  identifying  work 
that  would  be  individually  most  meaningful.  Such  of- 
fices will  “provide  health  care  information  to  the  pub- 
lic and  referrals  to  physicians.  They  will  receive  the 
public’s  questions,  concerns,  suggestions,  and  recom- 
mendations about  health  matters,  and  follow  through 
on  consumer  complaints  ....  Medical  organizations 
can  tap  the  growing  ranks  of  retired  or  semi-retired 
physicians,  [which  is]  a group  of  highly  qualified,  high- 
ly competent  dedicated  individuals  who  know  how  to 
get  things  done.  Such  ombudsmen  offices,  staffed  by 
retired  physicians,  will  surely  show  our  patients,  our 
neighbors,  and  our  community  leadership  that  their 
health  is  our  number  one  concern!”  I think  it  is  a great 
idea.  So  do  it. 

As  I stated  at  the  outset,  this  barely  scratches  the 
surface.  But  it’s  a start,  and  I have  probably  already 
told  you  a lot  more  than  you  ever  wanted  to  know,  or 
for  that  matter,  can  handle.  r ^ 


This  space  contributed  as  a public  service. 


Every  quitter  is  a winner.  I American 

The  Great  American  Smokeout.  Nov.  17.  T society- 
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Trauma  Rounds 


Current  Concepts  in  the  Management  of 
Flail  Chest 

ROBERT  B.  LEE,  M.D.  and  JOHN  A.  MORRIS,  JR.,  M.D. 


Chest  injuries  are  responsible  for  approximately 
25%  of  trauma  deaths  and  contribute  to  approximate- 
ly 50%  of  all  fatal  injuries.12  It  is  now  well  accepted 
that  any  injury  with  energy  transfer  significant  enough 
to  produce  a flail  chest  is  generally  associated  with  un- 
derlying pulmonary  parenchymal  injury.  Furthermore, 
this  parenchymal  injury,  rather  than  chest  wall  insta- 
bility, is  the  etiology  of  the  respiratory  embarrassment 
associated  with  flail  chest.3  The  following  cases  illus- 
trate the  wide  range  in  severity  of  flail  chest,  as  well 
as  some  newer  concepts  in  management. 

Case  Reports 

Case  1.  A 24-year-old  white  man  was  thrown  from  a car 
after  a head-on  motor  vehicle  collision.  On  arrival  at  a local 
emergency  room,  his  blood  pressure  was  90  mm  Hg  systolic, 
pulse  124/min,  and  respirations  30/min.  Initial  chest  x-ray 
(CXR)  revealed  a left  pneumothorax  and  irregularity  of  the 
left  diaphragm.  Following  placement  of  a left  chest  tube,  the 
patient  was  transferred  by  helicopter  for  further  evaluation 
of  a suspected  left  diaphragmatic  hernia. 

Hemodynamically  unstable  during  transport,  he  arrived  in 
the  emergency  room  approximately  2Vi  hours  after  his  initial 
injury.  Examination  revealed  a patient  in  moderate  distress 
with  cool  clammy  skin,  a capillary  refill  greater  than  2 sec- 
onds, pulse  of  126/min,  and  systolic  blood  pressure  of  88  mm 
Hg.  There  was  tenderness  over  the  left  hemithorax  as  well  as 
paradoxical  movement  over  ribs  6 through  8.  The  abdomen 
was  distended  but  nontender,  and  peritoneal  lavage  returned 
grossly  bloody.  CXR  revealed  a left  hemothorax,  the  naso- 
gastric tube  in  the  left  hemithorax,  and  anterior  and  posterior 
fractures  of  ribs  6 through  8.  Emergency  exploratory  laparot- 
omy was  performed  through  a midline  abdominal  incision, 
and  the  spleen  and  stomach  were  reduced  through  a 15-cm 
left  diaphragmatic  hernia.  Because  the  spleen  was  irreparably 
damaged,  with  several  deep  lacerations  extending  from  the 
diaphragmatic  surface  into  the  hilum,  a splenectomy  was  per- 
formed. 

Despite  the  severity  of  the  injury  and  the  need  for  signif- 
icant fluid  resuscitation,  the  patient  maintained  excellent  pul- 
monary function  and  arterial  blood  gases.  He  was  extubated 
within  48  hours,  requiring  minimal  analgesia;  his  postopera- 
tive course  was  unremarkable. 

Case  2.  While  trying  to  retrieve  a child  from  a moving 
tractor,  a 61-year-old  white  man  was  knocked  down  and  run 
over  by  one  of  the  tractor’s  wheels.  After  being  evaluated  at 
a local  emergency  room,  he  was  transferred  to  Vanderbilt  by 
helicopter  for  further  evaluation  of  a chest  injury,  arriving  in 
stable  condition  two  hours  after  being  injured.  Physical  ex- 


From  the  Division  of  Trauma,  Department  of  Surgery,  Vanderbilt 
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amination  revealed  an  abrasion  over  the  right  chest,  an  ob- 
vious flail  segment,  and  decreased  breath  sounds  on  the  right. 
CXR  revealed  fractures  of  ribs  3 through  10,  and  EKG  re- 
vealed inferior  q waves,  1-mm  ST  elevation,  and  occasional 
PVCs.  Despite  considerable  chest  pain,  adequate  blood  gas 
values  were  maintained  on  room  air.  An  intercostal  nerve 
block  was  performed  using  40  cc  of  0.25%  Marcaine  along 
the  affected  ribs  on  the  first  hospital  day,  and  on  the  second 
hospital  day  he  was  transferred  from  ICU  to  the  surgical  ward. 
A delayed  pneumothorax  on  the  right  side  resolved  after  tube 
thoracostomy,  and  after  eight  days  of  hospitalization  he  was 
discharged,  having  had  no  pulmonary  complications.  The  pain 
had  been  well  controlled  with  intercostal  nerve  block. 

Case  3.  A 39-year-old  white  male  construction  worker  was 
unloading  4-ft,  300-lb  sewer  pipes  from  a flatbed  truck  when 
fellow  workers  lost  control  of  the  load.  The  pipes  fell,  strik- 
ing the  patient  on  the  left  shoulder  and  chest  and  pinning  him 
underneath  the  pipes.  The  LifeFlight  helicopter  flew  directly 
to  the  scene  where  the  patient  was  found  to  be  in  moderate 
distress,  although  not  in  shock.  Examination  revealed  sym- 
metrical chest  expansion,  shallow  respirations,  and  a left  an- 
terior chest  abrasion.  Breath  sounds  were  heard  bilaterally 
but  were  diminished  on  the  left. 

When  the  patient  arrived  in  the  Vanderbilt  emergency 
room,  his  pulse  was  100/min,  blood  pressure  146/100  mm  Hg, 
and  respirations  40/min.  Repeated  examination  revealed  par- 
adoxical movement  on  the  left,  indicating  a flail  chest.  Chest 
x-ray  revealed  fractures  of  ribs  2 through  8 on  the  left  and 
ribs  4 through  6 on  the  right  with  underlying  bilateral  pul- 
monary contusions.  Due  to  the  need  for  open  reduction  and 
internal  fixation  of  a left  olecranon  fracture  under  general 
anesthesia,  prophylactic  bilateral  chest  tubes  were  placed. 

On  the  first  postoperative  day,  a Po2  of  108  mm  Hg  was  ob- 
tained with  an  inspired  oxygen  (Fio2)  of  40%  and  positive  end- 
expiratory  pressure  (PEEP)  of  5 cm  of  H20.  On  the  second 
postoperative  day,  through  bilateral  pleural  catheters  20  cc  of 
0.25%  Marcaine  was  injected  every  eight  hours  for  pain  con- 
trol. At  48  hours,  the  patient’s  oxygenation  had  deteriorated  to 
a Po2  of  80  mm  Hg  on  an  Fio2  of  50%  and  PEEP  of  5 cm  of  HzO. 
Though  over  subsequent  days  the  patient’s  oxygenation  stabi- 
lized, he  continued  to  require  an  Fio2  of  50%  and  an  increase  in 
PEEP  to  7.5  cm  of  H20.  His  pulmonary  function  gradually  im- 
proved and  he  was  eventually  weaned  from  the  ventilator.  He 
was  extubated  on  the  14th  hospital  day.  Six  weeks  after  his  ini- 
tial injury,  he  was  seen  in  the  clinic  complaining  of  only  minor 
pain  in  the  area  of  the  rib  fractures. 

Discussion 

Flail  chest  is  defined  as  an  unstable  segment  of  the 
chest  wall  resulting  from  multiple  rib  fractures  or  a 
combination  of  rib  fractures,  costochondral  separa- 
tion, and/or  sternal  fractures.4  Though  the  injury  most 
frequently  follows  motor  vehicle  accidents,  it  is  also 
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seen  after  falls  from  heights,  in  compression  injuries, 
and  from  direct  blows.  In  a recent  series  of  515  pa- 
tients sustaining  blunt  thoracic  trauma,  10.3%  of  the 
patients  suffered  a flail  chest.5  Despite  refined  and  more 
efficient  care  of  the  patient  with  multiple  trauma, 
mortality  associated  with  flail  chest  remains  high.1 

Since  Melgargne  applied  strapping  to  the  chest  wall 
in  1859,  the  management  of  flail  chest  has  undergone 
significant  evolution.6  Prior  to  1950,  flail  chest  was 
treated  by  various  methods  of  external  splinting,  ex- 
ternal traction  with  towel  clips  and  counter  weights, 
and  compression  of  the  chest  wall  with  sandbags.  These 
early  methods  emphasized  treatment  of  a perceived 
mechanical  instability  of  the  chest  wall,  which  was 
thought  to  result  in  the  hypoxia  associated  with  a flail 
chest.  The  concept  of  mechanical  instability  was  based 
on  the  Pendelluft  theory  as  proposed  by  Brewer  in 
1909, 6 who  attributed  inefficient  ventilation  to  a pen- 
dulum-like  movement  of  air  from  one  lung  to  the  oth- 
er during  inspiration  and  expiration.  Other  authors 
have  disputed  the  validity  of  this  theory.7 

A more  scientific  approach  to  the  treatment  of  the 
injury  was  initiated  in  the  early  1970s  by  Trinkle  and 
associates,8  who  in  a landmark  paper  proposed  that 
the  chest  wall  injury  was  a minor  component  of  the 
respiratory  defect.  They  believed  the  underlying  pul- 
monary contusion  to  be  responsible  for  the  subsequent 
respiratory  insufficiency,  and  this  theory  has  gained 
wide  acceptance  and  contributed  significantly  to  our 
understanding  of  the  pathophysiology  of  flail  chest. 

Selective  Management 

Prior  to  1975,  patients  with  flail  chest  were  univer- 
sally managed  with  mechanical  ventilation.  Trinkle  and 
others8  began  the  era  of  selective  management  of  pa- 
tients with  flail  chest.  Two  groups  of  comparable  pa- 
tients were  studied:  one  group  underwent  early  tra- 
cheostomy and  intubation,  and  the  second  group 
treatment  of  underlying  pulmonary  contusions  without 
intubation.  There  was  a reduction  in  mortality  from 
21%  to  0%  when  tracheostomy  and  mechanical  venti- 
lation were  not  used  (p  = 0.01).  Similarly,  the  compli- 
cation rate  was  reduced  from  100%  to  20%  (p  = 0.005). 
Their  protocol  for  management  of  the  pulmonary  con- 
tusion was  based  on  judicious  use  of  intravenous  fluids, 
aggressive  pulmonary  toilet,  and  adequate  pain  relief. 

Trinkle  and  others  defined  judicious  use  of  fluids 
as  1,000  ml  during  resuscitation,  and  50  ml  per  hour 
thereafter.  We  have  usually  encountered  flail  chest/ 
pulmonary  contusion  not  as  an  isolated  injury  but  one 
associated  with  cerebral,  musculoskeletal,  and  abdom- 
inal injuries.  These  patients  have  continuing  blood  loss 
and  variable  fluid  requirements.  Rather  than  arbitrar- 
ily setting  fluid  rates,  we  have  provided  fluid  therapy 
based  on  pulmonary  capillary  wedge  pressure,  cardiac 
output,  and  continuous  assessment  of  mixed  venous 
oxygenation.  Using  these  methods,  we  have  avoided 
fluid  overload  while  maximizing  tissue  perfusion. 

In  1981,  Shackford  and  others1  prospectively  treat- 
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ed  36  patients  with  flail  chest  using  a treatment  pro- 
tocol for  selective  use  of  ventilator  therapy.  They  were 
able  to  decrease  the  proportion  of  patients  treated  with 
mechanical  ventilation  from  74%  (prior  to  1975)  to 
38%  during  the  study  period  (1975  to  1979).  The  pre- 
vious mortality  rate  of  14%  was  reduced  to  8%  during 
the  study  period  using  the  selective  management  ap- 
proach. \ 

Further  studies  by  Richardson  and  others2  in  1982 
and  Miller  and  others6  in  1983  also  advocated  the  se- 
lective management  approach.  There  is  now  an 
emerging  consensus  that  management  of  flail  chest  need 
not  require  mechanical  ventilation;  the  decision  to  em- 
ploy it  should  be  determined  by  the  severity  of  the 
pulmonary  contusion,  resulting  respiratory  deficit,  and 
associated  injuries. 

Pain  Management 

A selective  management  approach  does  not  imply 
nontreatment.  Patients  with  flail  chest  and  pulmonary 
contusion  who  do  not  require  intubation  and  mechan- 
ical ventilation  will  require  vigorous  pulmonary  toilet, 
including  naso-tracheal  suctioning,  mobilization  of  se- 
cretions, active  coughing,  and  incentive  spirometry.  To 
ensure  active  patient  participation,  alleviation  of  pain 
is  crucial.  This  may  be  met  by  a variety  of  methods  as 
indicated  by  the  case  studies.  We  presently  employ  re- 
peated intercostal  nerve  block  of  the  affected  segment 
using  Marcaine  0.25%.  We  have  also  injected  20  cc  of 
Marcaine  0.25%  through  catheters  placed  in  the  pleur- 
al cavity  of  the  affected  side,  which  provides  adequate 
analgesia  for  approximately  eight  hours.  Although  this 
method  has  a greater  potential  for  associated  morbid- 
ity, we  have  used  it  for  up  to  72  hours  without  com- 
plication. 

Recently,  the  popularity  of  continuous  epidural  an- 
algesia has  increased.  Mackersie  and  Shackford9  safely 
and  successfully  used  continuous  epidural  fentanyl  an- 
algesia for  pain  management  in  40  patients  with  mul- 
tiple rib  fractures  or  flail  chest.  Using  an  initial  100-p. 
bolus  of  fentanyl  (5  |xg/cc),  an  infusion  of  50  p-g/hr  was 
begun,  and  titrated  based  on  adequacy  of  analgesia  and 
clinical  assessment  of  the  patient.  Eighty-five  percent 
of  the  patients  had  good  pain  relief,  without  significant 
Co2  retention  as  measured  by  arterial  blood  gas  anal- 
ysis. Adequate  pain  relief  allowed  significant  improve- 
ment in  vital  capacity  and  maximum  inspiratory  force. 

Ventilator  Management 

Despite  selective  management  and  attempts  to  re- 
duce unnecessary  mechanical  ventilation,  respiratory 
function  in  some  patients  will  be  compromised  by  sig- 
nificant pulmonary  contusions.  A deterioration  of  ar- 
terial oxygenation  will  indicate  which  patients  will 
benefit  from  assisted  ventilation,  and  when  indicated, 
a volume-cycled  ventilator  with  PEEP  should  be  em- 
ployed. The  Fio2  and  ventilator  rate  are  adjusted  ac- 
cording to  serial  arterial  blood  gas  determinations.  As 
the  pulmonary  contusion  resolves,  the  patient  is  weaned 
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from  the  ventilator. 

One  of  the  more  recent  advances  in  ventilator  man- 
agement of  flail  chest  lung  injuries  involves  use  of  the 
high-frequency  positive  pressure  low-rate  ventilator. 
The  “jet”  ventilator  produces  adequate  gas  exchange 
while  lowering  peak  and  mean  airway  pressure.  The 
advantages  of  high  frequency  jet  ventilation  (HFJV) 
are  decreased  airway  pressure  and  chest  wall  move- 
ment, which  allows  increased  patient  comfort  and  tol- 
eration of  mechanical  ventilation.  Barzilay  and  Lev3 
were  able  to  show'  improved  arterial  oxygenation,  de- 
creased pulmonary'  shunting,  and  lower  Fio2  require- 
ments; less  time  wras  required  for  mechanical  ventila- 
tion in  11  patients  with  flail  chest  and  pulmonary' 
contusion  than  in  10  similar  patients  in  whom  conven- 
tional mechanical  ventilation  was  employed. 

Conclusion 

Clinical  experience  and  recent  literature  now  sup- 
port selective  management  of  patients  with  flail  chest, 
based  on  the  severity  of  the  underlying  pulmonary' 
contusion.  Aggressive  treatment  of  patients  not  re- 
quiring mechanical  ventilation  includes  vigorous  pul- 


monary toilet,  adequate  analgesia,  and  close  observa- 
tion. Pain  relief  may  be  provided  by  a variety  of 
methods,  including  intercostal  nerve  block,  pleural 
catheters,  or  epidural  analgesia.  Patients  requiring 
mechanical  ventilation  should  be  managed  with  a vol- 
ume-cycled ventilator  and  PEEP.  Although  we  have 
no  experience  with  HFJV.  this  method  appears  prom- 
ising for  patients  with  complicated  flail  chest  or  severe 
pulmonary'  contusions.  CUP’ 
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Vanderbilt  Morning  Report 


A Man  With  a Large  Abdominal  Mass 


Case  Report 

A 59-year-old  man  was  admitted  to  Vanderbilt  Hospital 
for  evaluation  of  a large  right  abdominal  mass. 

The  patient  had  been  in  good  health  until  nine  days  ear- 
lier, when  he  was  awakened  from  sleep  by  a dull  aching  pain 
in  his  right  flank  and  lateral  mid-abdomen,  which  was  re- 
lieved by  sitting.  He  had  several  more  episodes  of  pain  over 
the  next  several  days,  but  denied  fever,  chills,  nausea,  vom- 
iting, or  change  in  his  bowel  or  urinary  habits.  He  noted  a 
20-lb  weight  loss  over  the  previous  three  months  but  had  been 
dieting.  Three  days  prior  to  admission  he  noticed  what  he 
believed  to  be  a hard  mass  in  his  right  mid-abdominal  region; 
he  saw  his  doctor,  who  confirmed  the  presence  of  the  mass. 
An  abdominal  CT  scan  revealed  a 12  x 18-cm  mass  in  the 
right  suprarenal  region  (Fig.  1).  The  mass,  believed  to  be  an 
adrenal  tumor,  contained  multiple  areas  of  low  attenuation 
consistent  with  necrosis.  The  patient  was  referred  to  Vander- 
bilt Hospital. 

On  physical  examination,  he  was  afebrile,  with  a blood 
pressure  of  150/80  mm  Hg  and  pulse  of  80/min.  He  did  not 
appear  to  have  Cushing’s  syndrome.  There  were  no  enlarged 
lymph  nodes.  Heart  and  lungs  were  normal.  In  the  abdomen 
a large,  movable,  right  mid-abdominal  mass  could  be  palpat- 
ed. No  hepatosplenomegaly  was  present.  The  stool  was  neg- 
ative for  occult  blood. 

Initial  laboratory  examination  was  normal  except  for  an 
LDH  of  935  IU/L  (normal  125  to  250).  Twenty-four  hour 
urine  for  norepinephrine,  epinephrine,  metanephrine,  and 
vanillylmandelic  acid  were  normal,  which  virtually  eliminated 
a pheochromocytoma.  Serum  cortisol  was  normal,  while  24- 
hour  urine  values  for  free  cortisol  and  cortisol  derivatives  were 
slightly  increased,  consistent  with  an  adrenocortical  tumor.  A 
renal  and  adrenal  artery  angiogram  revealed  a large  mass  in 
the  right  adrenal  gland  with  the  blood  supply  arising  from  the 
right  adrenal  artery. 

The  patient  was  taken  to  the  operating  room  and  under- 
went resection  of  a huge  well-encapsulated  right  adrenal  mass 
weighing  1,710  gm.  No  metastatic  lesions  were  present  in  any 
abdominal  organs,  and  surrounding  lymph  nodes  showed  no 
tumor.  Histologically,  the  tumor  was  an  adrenocortical  car- 
cinoma. The  patient  made  a full  recovery  postoperatively. 

Discussion 

Adrenocortical  carcinoma  is  uncommon,  with  only 
approximately  100  new  cases  per  year  in  the  United 
States1;  sex  distribution  is  roughly  equal,  though  wom- 
en appear  more  often  to  have  a functional  tumor.2  The 
average  age  at  presentation  is  in  the  fifth  decade  of 
life  but  the  tumor  can  occur  in  all  age  groups.  Adren- 
ocortical tumors  are  classified  as  either  functional  or 
nonfunctional,  depending  on  whether  they  produce  in- 
creased amounts  of  estrogen,  corticosteroids,  or  mi- 
neralocorticoid.  This  division  is  somewhat  academic, 
however,  because  some  degree  of  hormone  excess  is 
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Figure  1.  Abdominal  CT  scan  showing  large  right  suprarenal  mass 
with  areas  of  low  attenuation. 


found  with  all  adrenocortical  carcinoma.2  Hypercorti- 
solism  occurs  in  50%  of  cases,  virilization  in  20%,  and 
both  in  10%  to  15%;  the  remainder  are  classified  as 
nonfunctional.2 

Clinically,  adrenocortical  carcinoma  presents  itself 
either  as  a functional  tumor  or  an  abdominal  mass. 
Corticosteroid  excess  produces  truncal  obesity,  hyper- 
tension, moon  facies,  and  other  findings  supportive  of 
Cushing’s  syndrome.  Excess  sex  hormone  production 
leads  to  either  virilization  in  women  or  feminization  in 
men.  Presentation  as  an  abdominal  mass  produces 
symptoms  related  to  local  pressure,  necrosis,  or  hem- 
orrhage. Evaluation  of  a suspected  adrenal  tumor  in- 
cludes urinary  levels  of  cortisol  metabolites  and  cate- 
cholamines, CT  scan  of  the  abdomen,  and  appropriate 
arteriography.  Tumors  greater  than  6 cm  in  diameter 
are  usually  malignant.3 

Therapy  generally  involves  surgical  removal  of  the 
primary  tumor.  Metastatic  disease  may  be  treated  with 
o,g-DDD  (mitotane)  which  suppresses  cortisol  produc- 
tion and  is  cytotoxic  for  the  adrenal  cortex.4  Survival  is 
poor,  with  most  patients  dying  within  three  years. 
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A Case  of  Typhoid  Fever 


Case  Report 

A 30-year-old  man  was  admitted  to  Vanderbilt  Hospital 
for  evaluation  of  fever. 

The  patient  was  a native  of  Bangladesh  and  was  studying 
in  an  American  university  . He  had  returned  to  Bangladesh 
two  months  earlier  for  a prolonged  visit.  One  month  into  his 
visit.  he  developed  a high  fever,  with  headache  and  rigors: 
except  for  one  episode  of  diarrhea,  he  denied  gastrointestinal 
symptoms.  He  thought  he  had  contracted  malaria  and  took 
several  doses  of  sulfadoxine  pyrimethamine  (Fansidar).  which 
resulted  in  defervescence.  He  returned  to  the  United  States 
and  felt  well  until  one  week  prior  to  admission,  when  his 
fever  recurred.  He  also  noted  anorexia,  weakness,  headache, 
and  malaise.  Examinations  of  his  blood  for  malaria  done  by 
his  physician  were  negative,  but  again  he  was  treated  with 
sulfadoxine  pyrimethamine.  His  fever  persisted,  however,  and 
he  was  admitted  to  Vanderbilt.  He  denied  tuberculosis  ex- 
posure. 

Physical  examination  disclosed  an  ill-appearing  man  whose 
temperature  was  103. 8CF  orally,  pulse  80  min.  and  blood 
pressure  120  80  mm  Hg.  He  had  no  skin  lesions  or  adenopa- 
thy. but  his  spleen  was  palpable:  his  heart  and  lungs 
were  normal.  Laboratory  examination  disclosed  a normal 
SNLA-6  and  SNLV12.  CBC.  and  urinalysis.  His  chest  x-ray 
was  normal. 

The  patient's  history  and  physical  findings  were  believed 
most  consistent  with  an  infection  or  malignancy.  Stools  ex- 
amined for  ova.  parasites,  and  pathogenic  bacteria  were  neg- 
ative. His  stool  contained  no  leukocytes.  Blood  cultures  were 
negative.  Multiple  blood  smears  for  malaria  were  negative. 
Serology  for  brucella,  tularemia,  and  rickettsial  disease  were 
unremarkable.  A PPD  was  negative,  with  a positive  control: 
abdominal  CT  scan  showed  only  splenomegaly. 

When  the  patient's  fever  and  systemic  symptoms  persist- 
ed. a bone  marrow  examination  was  performed  but  was  nor- 
mal: cultures  of  the  bone  marrow,  however,  grew  Salmonella 
txphi.  for  which  he  was  treated  with  intravenous  and  then 
oral  chloramphenicol  for  21  days  with  complete  resolution  of 
his  symptoms. 

Discussion 

Salmonella  txphi  is  the  etiologic  agent  of  typhoid 
fever.  Other  species  of  Salmonella  may  produce  a sim- 
ilar clinical  syndrome,  but  by  convention  these  illness- 
es are  termed  paratyphoid  fever  when  caused  by  Sal- 
monella other  than  5 txphi.  Typhoid  fever  is  a 
prolonged  illness  with  a high  complication  rate.  If  left 
untreated,  the  complications  can  include  gastrointes- 
tinal bleeding  and  perforation,  endocarditis,  osteo- 
myelitis. and  death.  The  incubation  period  of  typhoid 
fever  averages  10  to  14  days  after  ingestion  of  the  or- 
ganism. Upon  ingestion  there  may  be  an  acute  episode 
of  enterocolitis  which  resolves  prior  to  the  onset  of 


typhoid  fever.1  Typhoid  fever  begins  in  a nonspecific 
manner  with  fever,  which  is  often  remitting,  malaise, 
headache,  and  anorexia:  gastrointestinal  symptoms  may 
not  be  present.  There  may  be  cough,  sore  throat,  and 
neuropsychiatric  symptoms. : Physical  findings  are  var- 
iable. and  include  a pulse-temperature  dissociation, 
hepatomegaly,  and  splenomegaly.  The  classic  skin  le- 
sions of  typhoid  fever,  rose  spots,  are  erythematous 
maculopapular  lesions  2 to  4 mm  in  diameter  that 
blanch  on  pressure  and  are  primarily  on  the  upper  ab- 
domen: fewer  than  50%  of  patients,  however,  have 
these  lesions.3  Laboratory  findings  of  typhoid  fever  may 
include  anemia,  leukopenia,  and  thrombocytopenia. 
Liver  function  abnormalities  are  not  unusual. 

Diagnosis  is  confirmed  by  isolation  of  the  organism 
from  the  body  fluids.  Eighty  percent  of  patients  have 
positive  blood  cultures  in  the  first  week  of  illness,  but 
this  falls  to  only  20%  to  30%  by  the  third  week  of  the 
untreated  disease.  Stool  cultures  are  usually  negative 
early  in  the  illness  but  are  more  often  positive  as  the 
disease  progresses.  A positive  stool  culture,  however, 
does  not  establish  the  diagnosis  of  typhoid  fever.  Re- 
cent evidence  suggests  that  bone  marrow-  cultures  may- 
yield  the  organism  when  other  cultures  are  negative, 
even  after  antibiotics  have  been  given.14 

Chloramphenicol  is  the  antibiotic  of  choice  for 
treatment  of  typhoid  fever.  Response  to  therapy  may- 
be slow,  with  defervescence  of  fever  often  requiring 
five  days.  The  dose  of  chloramphenicol  should  be  50 
mgkg  body  weight  divided  into  three  or  four  equal 
doses  per  day.  After  the  patient  has  become  afebrile, 
the  dose  may  be  reduced  to  30  mgkgday.  Therapy- 
should  be  continued  for  at  least  two  weeks  and  may- 
be given  orally  or  intravenously.  xAltemative  therapy- 
may  include  ampicillin  or  trimethopim-sulfamethoxa- 
zole.  Resistance  to  chloramphenicol  has  been  reported 
in  Asia  and  Mexico.4  r ^ 
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Radiology  Case  of  the  Month 


JOSEPH  H.  HARPOLE,  JR.,  M.D.  and  STEPHEN  L.  GAMMILL,  M.D. 


Case  Report 

A 57-year-old  white  woman  with  a history  of  carcinoma 
of  her  cervix  and  her  right  breast  gave  a five-day  history  of 
left  flank  pain  associated  with  fever,  chills,  dysuria  and  nau- 
sea. On  physical  examination  the  left  flank  was  tender,  and 
urinalysis  showed  numerous  white  blood  cells,  occult  blood, 
3+  protein,  4+  ketose,  and  a specific  gravity  of  1.02.  Her 
WBC  count  was  12,600/cu  mm  with  a marked  left  shift. 

When  E coli  was  grown  from  the  patient’s  urine  she  was  giv- 
en antibiotics  specific  for  urinary  tract  infection.  Abdominal  ul- 
trasonography demonstrated  a soft  tissue  density  measuring  4 cm 
in  diameter  in  the  upper  pole  of  the  left  kidney.  CT  scan  of  the 
abdomen  showed  a hypoattenuated  mass  along  the  supermedi- 
al  aspect  of  the  left  kidney.  Injection  of  intravenous  contrast 
material  gave  an  inhomogeneous  enhancement  of  the  mass  (Fig. 
1),  but  selective  renal  angiography  and  gallium  scan  demon- 
strated no  abnormalities.  A CT  guided  biopsy  of  the  mass  re- 
vealed normal  renal  parenchyma  without  evidence  of  inflam- 
mation, blood,  cystic  residue  or  neoplasm.  After  a ten-day  course 
of  antibiotics  her  clinical  status  improved  significantly,  and  five 
months  later  a repeat  CT  scan  demonstrated  that  the  mass  had 
disappeared  (Fig.  2). 

Please  examine  Fig.  1 and  choose  the  best  diagnosis: 

(1)  Renal  cell  carcinoma 

(2)  Renal  abscess 

(3)  Angiomyolipoma 

(4)  Acute  pyelonephritis 

(5)  Focal  nephritis 

Discussion 

Acute  focal  bacterial  nephritis,  also  referred  to  as 
acute  lobar  nephronia,  represents  an  acute  inflamma- 
tory process  of  the  renal  parenchyma,  which  may  cause 
both  functional  and  structural  damage  to  the  affected 
kidney.  E coli  is  the  predominant  gram-negative  or- 
ganism responsible  for  this  inflammatory  disease.  The 
urinary  tract  is  the  presumed  route  of  infection  as 
demonstrated  in  our  case.  Physical  examination  often 
reveals  no  localized  tenderness  or  swelling,  as  is  seen 
so  often  with  acute  pyelonephritis. 

Ultrasonography  demonstrates  a poorly  defined  sol- 
id mass  usually  containing  echoes  of  lower  amplitude  than 
normal  renal  cortex.  With  time,  central  liquefaction  may 
occur,  causing  the  affected  region  to  become  anechoic 
and  better  defined.  Unlike  renal  abscess,  a focal  mass 
without  a definable  wall  appears  on  CT.  With  intrave- 
nous contrast  there  is  inhomogeneous  enhancement,  not 
unlike  that  in  benign  or  malignant  renal  tumors  such  as 
angiomyolipoma  and  renal  cell  carcinoma.  Angiomyoli- 
pomas  usually  have  distinct  margins  with  a smooth  con- 
tour, whereas  renal  cell  carcinoma  demonstrates  irregu- 
larly marginated  foci  of  hypoattenuation  due  to  necrosis, 
hemorrhage,  or  cystic  change. 


From  the  Department  of  Radiology,  Baptist  Memorial  Hospital, 
Memphis. 
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Figure  1.  Initial  CT  scan  of  lower  abdomen  with  IV  contrast  showing 
focal  mass  in  supermedial  aspect  of  left  kidney  with  wedge-shaped 
configuration. 


Figure  2.  Repeat  CT  scan  of  lower  abdomen  with  IV  contrast.  Com- 
plete resolution  of  focal  mass  is  demonstrated  five  months  after  initial 
presentation  following  medical  treatment. 


In  cases  of  acute  pyelonephritis  CT  shows  diffuse  renal 
enlargement,  either  unilateral  or  bilateral.  Intravenous 
contrast  shows  multiple  wedge-shaped  zones  of  dimin- 
ished enhancement  radiating  from  the  collecting  system 
to  the  renal  capsule . This  is  quite  unlike  the  picture  of  fo- 
cal nephritis,  which  demonstrates  a single  wedge-shaped 
zone  of  edema  and  phlegmonous  tissue  (Fig.  1 ) . 

Studies  have  shown  that  acute  focal  bacterial  ne- 
phritis is  only  one  phase  of  the  spectrum  of  acute  pye- 
lonephritis. Resolution  occurs  with  appropriate  anti- 
biotic therapy  even  in  cases  with  areas  of  liquefaction. 
Nevertheless,  the  distinction  between  medically  treat- 
able bacterial  nephritis  and  frank  renal  abscess  requir- 
ing drainage  should  not  be  disregarded.  In  our  case 
the  focal  mass  showed  complete  resolution,  with  no 
evidence  of  permanent  kidney  damage.  r ^ 
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On  a Clear  Day  You  Can  See  Peer  Review 
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The  gray  cloud  of  Patrick  v.  Burget'  has  unleashed 
a torrent  of  articles  in  virtually  every  medical  trade 
publication  in  the  country  for  the  past  few  months. 
Everything  from  predictions  of  gloom  to  rays  of  hope 
have  been  forecast  for  the  future  of  physician  peer  re- 
view groups.  The  question  is,  what  does  this  down- 
pour of  information  and  opinions  mean  to  the  Tennes- 
see physician?  Let’s  take  a look. 

What  is  “State  Action”? 

Patrick  v.  Burget  was  decided  on  the  basis  of  the 
“state  action”  doctrine.  The  state  action  concept  is  an 
important  vein  of  constitutional  law  born  in  the  1943 
case,  Parker  v.  Brown.2  In  the  Parker  case,  a raisin 
producer  sued  the  California  Director  of  Agriculture 
to  stop  a legislatively  mandated  marketing  plan.  The 
plan  restricted  competition  among  food  producers  in 
order  to  stabilize  prices  and  prevent  economic  waste. 
The  raisin  grower  said  that  stifled  competition.  He  was 
right,  but  the  U.S.  Supreme  Court  held  that  the  Sher- 
man Antitrust  Act,  which  protects  against  such 
anticompetitive  practices,  was  not  intended  “to  re- 
strain state  action  or  official  action  directed  by  the 
state.” 

In  later  cases,  the  court  determined  that  state  ac- 
tion must  also  exempt  certain  private  parties  from 
Sherman  Act  liability  when  their  anticompetitive  acts 
were  “truly  the  product  of  state  regulation.”  A two- 
pronged test  is  currently  used  to  determine  whether 
private  parties,  such  as  physician  peer  review  groups, 
are  protected  by  the  state  action  doctrine  from  Sher- 
man Act  liability  for  their  anticompetitive  acts.  The 
test  has  two  requirements: 

(1)  “The  challenged  restraint  (of  trade)  must  be 
‘one  clearly  articulated  and  affirmatively  ex- 
pressed as  state  policy.’  ”3 

(2)  The  anticompetitive  action  “must  be  ‘active- 
ly supervised’  by  the  state  itself.”4 

State  Action,  Peer  Review  and  Tennessee 

The  Patrick  case  applied  state  action  to  physician 
peer  review.  What  the  court  said  was  that  in  Oregon, 
no  state  agency  actively  supervises  hospital  peer  re- 
view committees  pursuant  to  a state  policy  and  to  cor- 
rect abuses.5  Therefore,  part  2 of  the  above  test  fails. 
The  state  action  doctrine  does  not  protect  Oregon 


physicians  from  antitrust  liability  resulting  from  peer 
review  activities,  which  are  anticompetitive  in  nature. 
But  what  about  Tennessee  physicians? 

The  Tennessee  General  Assembly  recently  passed 
a law  immunizing  physicians  from  liability  for  furnish- 
ing information  to  peer  review  committees,  or  for 
damages  resulting  from  any  decision  made  by  such  a 
committee.6  But,  that’s  not  as  nice  as  it  sounds.  There 
still  may  be  no  immunity  based  on  state  action.  Ten- 
nessee law  requires  physicians’  professional  societies 
that  undertake  formal  disciplinary  action  against  a 
member  to  report  the  results  and  make  their  records 
available  to  the  Board  of  Medical  Examiners.6  Hospi- 
tals must  do  the  same  when  disciplining  a physician 
staff  member.  But  that’s  as  far  as  the  law  goes,  and 
questions  remain.  Is  state  government  sufficiently  in- 
volved in  the  process?  Does  the  Tennessee  statute 
constitute  the  “active  supervision”  required  to  satisfy 
the  state  action  doctrine?  The  law  has  not  yet  been 
tested  in  the  courts,  but  the  answer  is  probably  “no” 
on  both  counts.  In  a nutshell,  physician  peer  review 
groups  in  Tennessee  may  not  be  protected  from  anti- 
trust liability  by  the  state  action  doctrine.  This  places 
an  obvious  burden  on  physicians  who  participate  in 
peer  review. 

What’s  Next? 

The  AMA  believes  several  approaches  may  be  tak- 
en, but  warns  that  approaches  most  likely  to  result  in 
a state  action  exemption  benefitting  physicians  will  be 
“the  most  expensive  for  the  state  to  implement  and 
the  most  intrusive  on  the  peer  review  process.”7  The 
AMA  Office  of  the  General  Counsel  suggests  a prac- 
tical approach  similar  to  ours  in  Tennessee,  but  broad- 
er. The  key  is  to  give  the  Board  of  Medical  Examiners 
or  some  other  state  entity  the  power  to  overturn  a de- 
cision by  a hospital  or  a physician  peer  review  com- 
mittee. Following  the  appeal  to  the  state  entity,  a phy- 
sician who  thinks  he  has  suffered  an  injustice  would 
have  the  option  of  appeal  to  the  courts.  Though  that 
sounds  reasonable,  it  still  may  not  be  enough  to  result 
in  the  state  action  exemption  for  Tennessee  peer  re- 
view committee  members.  It’s  possible  that  the  only 
sure  way  to  protect  peer  review  groups  is  to  require  a 
state  agency  to  review  every  physician  peer  review  de- 
cision handed  down  by  a committee — an  expensive  and 
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intrusive  approach. 

In  the  meantime,  it  appears  that  federal  legislation 
(the  Health  Care  Quality  Improvement  Act  of  1986) 
will  become  effective  in  Tennessee  next  year.  That 
should  ease  the  burden  somewhat.  The  HCQIA  gives 
peer  reviewers  immunity  from  prosecution  under  the 
Sherman  Act  if  the  peer  review  is  conducted  “in  the 
reasonable  belief  that  (it)  was  in  the  furtherance  of 
quality  care.”8 

What  You  Can  Do 

Take  a look  at  the  constitution  and  bylaws  of  your 
component  medical  society.  Find  out  if  they  give  the 
physician  who  is  the  subject  of  peer  review  his  consti- 
tutional right  of  due  process.  Simply  put,  is  he  given 
(1)  notice  of  a hearing,  and  (2)  an  opportunity  to  be 
heard  by  a fair  and  impartial  group  of  his  peers? 

A fair  and  impartial  group  of  his  peers  does  not 
mean  physicians  who  are  in  the  same  type  of  practice 
or  could  in  any  way  be  construed  as  being  in  compe- 
tition with  the  accused. 

If  your  bylaws  do  not  allow  for  the  above,  appoint 
a committee  and  change  them.  The  HCQIA  provides 
comprehensive  guidelines  for  conducting  peer  review. 
In  addition,  the  AMA  Committee  on  Medicolegal 
Problems  has  prepared  a set  of  guidelines  they  believe 
provide  a good  framework  for  peer  review  commit- 
tees. These  guidelines,  along  with  a packet  of  other 
information  on  which  this  article  is  founded,  are  avail- 
able to  you  through  the  TMA  staff  attorney’s  office. 

The  fact  is,  Patrick  v.  Burget  and  state  action  need 
not  mean  bad  weather  in  the  days  to  come.  Efforts  are 
being  made  to  protect  physicians  who  are  willing  to 
take  on  the  responsibility  of  peer  review,  and  orga- 
nized medicine  can  help.  Start  with  your  bylaws.  A 
fair  and  impartial  approach  to  peer  review  can’t  guar- 
antee sunny  skies,  but  it  will  certainly  lessen  the 
chances  of  rain  on  the  parade.  £2  W 
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CORRECTION 

An  error  occurred  in  the  article  entitled,  “The  Fami- 
lies of  Tennessee  in  the  Southern  Surgical  Associa- 
tion,” published  in  the  August  issue  of  the  Journal 
(81:497-503,  1988).  On  page  500,  the  correct  date  of 
death  for  Dr.  Duncan  Eve,  Sr.  was  1937  (not  1899). 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HC1,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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When  it's  brain  versus  bowel, 


IT’S  TIME 
FOR  THE 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 
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Please  see  summary  of  prescribing  information  on  adjacent  page. 


Loss  Prevention  Case  of  the  Month 


Where  Is  That  Prenatal  Record? 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

An  established  family  physician  who  had  previously  deliv- 
ered two  babies  for  his  patient  saw  her  on  Dec.  19  with  a 
history  of  amenorrhea.  The  LMP  was  said  to  be  either  Aug. 
25  or  Sept.  15.  When  pelvic  examination  revealed  no  evi- 
dence of  pregnancy,  Norlutate  was  given,  but  no  menses  re- 
sulted. On  Jan.  9,  the  patient  returned,  and  again  the  uterus 
was  normal  in  size  and  consistency.  Provera  was  prescribed, 
but  again,  no  menses  resulted. 

When  the  patient  was  seen  again  on  April  1,  no  menses 
had  occurred  and  the  uterus  was  enlarged  consistent  with  a 
four-month  pregnancy.  Ultrasound  estimated  the  fetal  age  to 
be  21  weeks.  Based  on  this  information,  the  physician  wrote 
in  his  record  an  EDC  of  Aug.  15.  The  routine  prenatal  ex- 
amination was  within  normal  limits.  On  May  8,  another  ul- 
trasound examination  revealed  the  fetus  in  the  breech  posi- 
tion and  the  fetal  age  to  be  approximately  26  weeks  with  an 
accuracy  range  of  ± 1.3  weeks.  No  other  office  visits  were 
recorded  in  the  medical  record. 

On  July  4,  the  patient  came  to  the  hospital  complaining  of 
back  pain.  Examination  by  the  nurse  found  the  fetus  in  the 
breech  position,  BOW  intact.  The  presenting  part  was  at  O sta- 
tion, and  the  patient  was  thought  to  be  in  labor.  Cesarean  sec- 
tion was  scheduled  for  one  hour  later.  Demorol  was  given  as 
preoperative  medication.  Under  general  anesthesia,  the  C-sec- 
tion  was  done  and  a 3 lb  3 oz  infant  was  delivered.  Apgars  were 
recorded  as  3 in  1 minute  and  1 in  5 minutes.  Narcan  was  given, 
and  the  infant  survived,  brain-damaged  and  blind. 

When  the  child  was  6 years  of  age,  a lawsuit  was  filed  charg- 
ing the  attending  family  physician  with  negligence.  The  com- 
plaint listed,  among  other  things,  the  prescribing  of  a progesta- 
tional agent  in  the  early  weeks  of  pregnancy,  failure  to  appreciate 
the  degree  of  prematurity,  accepting  the  nurse’s  diagnosis  of  ac- 
tive labor,  the  scheduling  of  a C-section  based  on  that  evalua- 
tion, and  the  use  of  a narcotic  (Demorol)  as  preoperative  medi- 
cation in  this  premature  delivery.  All  of  these  actions  were  said 
to  be  below  an  acceptable  standard  of  care. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


Loss  Prevention  Comments 

Despite  clear  warnings  in  the  PDR  and  other  liter- 
ature, the  physician  prescribed  a progestational  agent 
on  two  occasions  for  amenorrhea  without  having  done 
a pregnancy  test;  the  latter  of  the  two  prescriptions 
could  have  been  in  the  first  week  or  two  of  this  preg- 
nancy. Although  there  was  some  confusion  as  to  the 
EDC,  the  attending  physician  had  estimated  it  to  be 
approximately  Aug.  15  after  the  first  ultrasound  ex- 
amination, and  recorded  this  in  the  patient’s  record. 
Six  weeks  before  the  EDC,  the  patient  arrived  at  the 
hospital  with  back  pain,  the  BOW  intact,  and  the 
breech  presenting.  Although  there  were  some  uterine 
contractions,  active  labor  was  questionable  from  the 
medical  record. 

The  physician  apparently  did  not  consult  his  office 
records  as  to  the  EDC  and  accepted  the  nurse’s  eval- 
uation of  active  labor.  He  ordered  the  preoperative 
narcotic  for  the  C-section,  apparently  having  lost  sight 
of  the  prematurity,  without  making  any  attempt  to 
abort  labor  at  that  point. 

The  physician  had  a good  relationship  with  his  pa- 
tient, but  the  financial  demands  on  the  parents  for  care 
of  this  severely  handicapped  child  undoubtedly  precip- 
itated this  lawsuit. 

Unlike  what  so  often  happens,  there  was  no  lack  of 
knowledge  or  skill  on  the  part  of  the  attending  physi- 
cian, nor  in  this  case  was  there  even  the  problem  of 
sloppy  record  keeping  that  so  frequently  makes  the 
lawsuit  impossible  to  defend.  Instead,  though  the  facts 
were  known,  they  were  not  acted  upon,  and  the  med- 
ical record  was  not  reviewed.  What  was  the  physician’s 
responsibility  he  apparently  delegated  to  the  nurse.  This 
mismanaged  case  resulted  in  a severely  compromised 
baby.  EL  ~P 
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Health  and  Environment  Report 


AIDS  Surveillance  in  Tennessee: 
A Report  of  Trends,  1982-1988 

BERNARD  H.  ELLIS,  JR.,  M.A.,  M.P.H. 


As  of  June  30,  1988,  498  AIDS  cases  have  been 
identified  in  Tennessee,  comprising  both  in-state  resi- 
dents and  those  who  have  come  to  Tennessee  from 
neighboring  states  for  medical  treatment.  Tennessee 
ranks  among  the  top  25  states  in  AIDS  cases  reported 
to  the  federal  Centers  for  Disease  Control  (CDC).  With 
the  identification  (in  February  1988)  of  an  infant  with 
AIDS  whose  infection  was  due  to  parental  IV  drug 
use,  Tennessee  now  has  reported  AIDS  cases  repre- 
senting all  major  risk  categories. 

AIDS  surveillance  efforts  are  expanding  to  keep 
pace  with  the  growth  of  the  epidemic  in  Tennessee. 
Since  June  1987,  all  AIDS  cases  have  been  required 
to  be  reported  to  the  Tennessee  Department  of  Health 
and  Environment  (TDHE).  This  regulation  applies  to 
physicians,  hospitals,  and  medical  clinics  treating  these 
patients.  Reporting  is  required  for  both  newly  diag- 
nosed patients  and  patients  who  have  returned  to  Ten- 
nessee after  a previous  AIDS  diagnosis  elsewhere.  In 
addition,  many  physicians  are  reporting  AIDS  cases 
that  they  treated  prior  to  the  June  1987  reporting  re- 
quirement to  assist  in  obtaining  a complete  picture  of 
the  epidemic  in  Tennessee.  Since  CDC  has  recently 
expanded  the  case  definition  for  AIDS,  physicians  are 
also  now  reporting  “old”  cases  not  previously  report- 
able  because  they  did  not  meet  the  earlier  AIDS  case 
definition. 

Additional  surveillance  staff  have  now  been  em- 
ployed by  the  TDHE  to  assist  medical  providers  with 
AIDS  case  reporting  and  follow-up  and  to  allow  for 
more  rapid  and  complete  AIDS  investigations  in  the 
state.  In  addition,  surveillance  staff  are  available  to 
assist  physicians  with  the  confidential  notification  of 
the  sex  and  needle-sharing  partners  of  AIDS  patients, 
an  important  component  of  AIDS  prevention  and  con- 
trol efforts  in  Tennessee. 

This  article  outlines  AIDS  case  reporting  procedures 
to  use  in  reporting  AIDS  patients  to  the  TDHE.  In  addi- 
tion, it  reviews  trends  in  demographic  characteristics  of 
AIDS  cases  identified  in  Tennessee  to  date. 


Mr.  Ellis  is  coordinator,  AIDS  Surveillance  and  Seroprevalence. 
Tennessee  Department  of  Health  and  Environment,  Nashville. 


Case  Reporting  Procedure  for  AIDS 

Public  health  departments  have  traditionally  con- 
ducted epidemiological  surveillance  of  communicable 
diseases  in  order  to  track  the  course  of  infection  and 
to  assess  the  impact  of  disease  prevention  and  control 
efforts.  However,  AIDS  case  surveillance  is  unlike  that 
of  other  diseases  for  the  following  reasons: 

• Strict  confidentiality  must  be  maintained  for  the 
protection  of  the  patient. 

• More  detailed  medical  and  epidemiological  infor- 
mation must  be  collected  to  follow  trends  in  the  dis- 
ease. 

• AIDS  patients,  their  friends,  and  family  members 
usually  require  counseling  and  referral  to  social  and 
medical  support  services. 

• Health  department  follow-up  continues  as  long  as 
the  AIDS  patient  remains  in  Tennessee. 

For  these  and  other  reasons,  AIDS  case  reporting 
requires  a different  reporting  and  follow-up  procedure 
than  that  used  for  other  diseases.  Regional  AIDS  sur- 
veillance representatives  have  been  employed  to  assist 
physicians  and  other  medical  providers  with  AIDS  case 
reporting  and  partner  notification.  Case  reporting  pro- 
cedures have  now  been  systematized  to  facilitate  case 
reporting  by  physicians  and  infection  control  nurses  in 
Tennessee  hospitals.  Reports  may  be  submitted  by 
phone  or  mail  to  regional  AIDS  surveillance  represen- 
tatives, and  are  handled  in  strictest  confidence. 

Physicians  and  others  who  need  to  report  AIDS 
cases  or  who  wish  additional  information  on  AIDS  case 
reporting  procedures  should  contact  the  regional 
AIDS  surveillance  representatives  listed  at  the  end  of 
this  report. 


A Review  of  Demographic  Trends  Among 
Tennessee  AIDS  Cases 

The  majority  of  AIDS  cases  in  Tennessee  continue 
to  be  white  homosexual  or  bisexual  males.  An  analysis 
of  demographic  trends  among  Tennessee  AIDS  cases, 
however,  reveals  that  minorities  and  IV  drug  users  are 
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TABLE  1 

RESIDENCE  OF  TENNESSEE  AIDS  CASES 


1982-1985 

1986 

1987 

Jan-June 

1988 

Totals 

Residence 

(n  = 97) 

(n  = 104) 

(n  = 208) 

ST 

00 

ll 

(n  = 498) 

A Case 

67  (69%) 

76  (73%) 

170  (82%) 

74  (83%) 

387 

B Case 

8 (8%) 

16  (15%) 

23  (11%) 

11  (12%) 

58 

C Case 

22  (23%) 

12  (12%) 

15  (7%) 

4 (4%) 

53 

A case  = in-state  resident,  diagnosed  in-state 
B case  = out-of-state  resident,  diagnosed  in-state 
C case  = out-of-state  resident,  diagnosed  out-of-state 


increasing  within  the  Tennessee  AIDS  caseload.  These 
emerging  patterns  will  shape  the  scope  of  AIDS  sur- 
veillance activities  in  Tennessee,  as  they  already  have 
within  the  major  AIDS  epicenters  in  the  United  States. 

The  following  trend  analysis  is  based  on  498  AIDS 
cases  in  Tennessee  diagnosed  by  June  30,  1988.  Cases 
are  assigned  to  the  year  in  which  they  were  first  diag- 
nosed, rather  than  the  year  in  which  they  were  iden- 
tified by  the  Tennessee  AIDS  surveillance  staff.  Given 
the  small  numbers  of  AIDS  cases  reported  in  Tennes- 
see during  the  first  years  of  the  epidemic,  all  AIDS 
cases  diagnosed  from  1982  to  1985  have  been  col- 
lapsed into  a single  category.  These  cases  are  then 
compared  with  cases  diagnosed  in  1986,  1987,  and  the 
first  six  months  of  1988.  This  analysis  of  trends  among 
Tennessee  AIDS  cases  focuses  on  the  residence,  racial 
composition,  and  risk  factor  status  of  these  cases. 

Table  1 indicates  that,  over  time,  a larger  propor- 
tion of  Tennessee  AIDS  cases  have  been  in-state  resi- 
dents who  were  diagnosed  in-state  (defined  as  “A” 
cases  on  the  Tennessee  AIDS  registry).  Only  “A”  cas- 
es on  the  Tennessee  AIDS  registry  are  assigned  by 
CDC  to  the  official  Tennessee  AIDS  caseload. 

For  each  time  period  in  the  analysis,  a significant 
number  of  out-of-state  residents  have  been  diagnosed 
with  AIDS  in  Tennessee  hospitals.  (These  are  defined 
as  “B”  cases  on  the  Tennessee  AIDS  registry.)  Given 
the  large  numbers  of  residents  from  neighboring  states 
who  traditionally  receive  medical  care  from  Tennessee 
physicians  and  hospitals,  it  is  anticipated  that  Tennes- 
see AIDS  surveillance  efforts  will  continue  to  identify 
a sizable  number  of  AIDS  cases  who  are  out-of-state 
residents  at  the  time  of  their  diagnosis.  For  example, 
since  November  1987,  Tennessee  has  identified  over 
10%  of  the  entire  AIDS  caseload  for  Mississippi,  Ken- 
tucky, and  Arkansas.  Thus,  Tennessee’s  surveillance 
staff  perform  an  important  regional  function  by  assist- 
ing in  the  identification  of  AIDS  cases  from  these  and 
other  neighboring  states. 

During  the  first  years  of  the  epidemic,  a large  num- 
ber of  Tennessee  cases  were  out-of-state  residents  when 
they  were  first  diagnosed  with  AIDS;  after  their  diag- 
nosis they  returned  to  Tennessee  to  reside  with  rela- 
tives or  friends.  (These  are  defined  as  “C”  cases  on 
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the  Tennessee  AIDS  registry.)  The  continuing  medical 
care  of  these  patients  then  became  the  responsibility 
of  Tennessee  physicians  and  hospitals.  While  “C”  cas- 
es represented  23%  of  the  cases  reported  during  the 
first  four  years  of  the  epidemic,  they  represented  only 
4%  of  the  cases  diagnosed  in  1988. 

The  Tennessee  AIDS  surveillance  staff  submits  re- 
ports on  both  “B”  and  “C”  cases  to  CDC  as  they  are 
identified,  even  though  CDC  assigns  these  cases  to  the 
caseload  of  their  home  states. 

On  the  national  level,  though  nonwhites  were  un- 
derrepresented in  the  first  years  of  the  AIDS  epidem- 
ic, blacks  now  account  for  26%  of  all  adult  AIDS  cas- 
es in  the  United  States  and  53%  of  all  pediatric  AIDS 
cases.  Hispanics  account  for  14%  of  all  U.S.  adult  cas- 
es and  23%  of  pediatric  cases.  The  trend  in  racial 
composition  of  Tennessee  AIDS  cases  is  now  begin- 
ning to  mirror  the  national  AIDS  experience  (Table 
2).  The  proportion  of  nonwhite  AIDS  cases  in  Ten- 
nessee has  risen  almost  65%  from  the  1982-1985  time 
period  to  1988.  Nonwhites  are  now  overrepresented 
among  Tennessee  AIDS  cases,  compared  with  their 
numbers  in  the  general  population,  since  blacks  and 
Hispanics  comprise  only  approximately  17%  of  the 
Tennessee  population. 

Risk  Factors  Among  Tennessee  AIDS  Cases 

Table  3 indicates  the  distribution  of  risk  factors 
among  AIDS  cases  in  Tennessee  since  the  beginning 
of  the  epidemic. 

Though  the  majority  of  Tennessee  AIDS  cases  have 
been  homosexual  or  bisexual  males,  the  proportion  of 
the  total  caseload  represented  by  this  risk  group  has 
shown  a steady  decline  during  the  course  of  the  epi- 
demic. The  most  apparent  increase  has  been  among 
IV  drug  users  who  report  IV  drug  use  as  their  only 
risk  factor,  where  there  has  been  a 300%  increase  from 
the  1982-1985  time  period  to  1988. 

On  the  national  level,  the  increasing  role  of  IV  drug 
use  as  a risk  factor  for  AIDS  is  the  primary  explana- 
tion for  the  rapidly  growing  numbers  of  blacks  and 
Hispanics  among  both  adult  and  pediatric  AIDS  cases. 
To  date,  14%  of  all  white  AIDS  cases  in  the  United 
States  have  had  a history  of  IV  drug  use,  while  44% 
of  black  and  45%  of  Hispanic  AIDS  cases  nationally 
have  had  IV  drug  involvement. 

TABLE  2 

RACIAL  COMPOSITION  OF  TENNESSEE  AIDS  CASES 

Jan-June 

1982-1985  1986  1987  1988  Totals 

Race  (n  = 97)  (n  = 104)  (n  = 208)  (n  = 89)  (n  = 498) 

White  80(82%)  82(79%)  158(76%)  64(72%)  384 

Black  17(18%)  20(19%)  44(21%)  25(28%)  106 

Hispanic  0 2 (2%)  6 (3%)  0 6 
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TABLE  3 


DISTRIBUTION  OF  RISK  FACTORS  AMONG  AIDS  CASES  IN  TENNESSEE 


Risk  Factor 

1982-1985 
(n  = 97) 

1986 
(n  = 1 04) 

1987 
(n  = 208) 

Jan-June 
1988 
(n  = 89) 

Totals 
(n  = 498) 

Homosexual  Bisexual 

73  (75%) 

78  (75%) 

146  (71%) 

62  (70%) 

359 

IV  drug  user  alone 

3 (3%) 

4 (4%) 

CD 

‘S 

«> 

8 (9%) 

34 

Homosexual  Bisexual  IV 

9 (9%) 

10  (10%) 

10  (5%) 

5 (6%) 

34 

drug  user 
Hemophiliac 

6 (6%) 

6 (6%) 

7 (3%) 

7 (8%) 

26 

Heterosexual  contact 

2 (2%) 

0 

8 (4%) 

2 (2%) 

12 

Transfusion 

4 (4%) 

5 (5%) 

12  (6%) 

3 (3%) 

24 

Undetermined  risk* 

0 

1 (1%) 

6 (3%) 

2 (2%) 

9 

'Includes  cases  still  under  investigation  and  cases  wcse  AIDS  status  a as  determined  through  death  certrfcate  review 


In  Tennessee,  the  impact  of  IV  drug  use  as  a risk 
factor  for  AIDS  is  also  considerably  greater  among 
nonwhites.  Throughout  the  epidemic,  approximately 
one-fourth  of  black  and  Hispanic  AIDS  cases  have  had 
IV  drug  involvement,  compared  with  under  10 9c  of 
white  cases. 

As  AIDS  continues  to  unfold  in  Tennessee,  a reli- 
able surveillance  system  is  essential  for  mapping  epi- 
demic trends,  influencing  public  policy,  and  assessing 
the  impact  of  AIDS  prevention  and  control  efforts. 
Health  care  proriders  in  Tennessee  have  been  very  co- 
operative in  AIDS  case  reporting  and  follow-up  in  the 
past.  Such  efforts  are  appreciated. 


Regional  AIDS  Surveillance  Representatives: 

West  Tennessee: 

Linda  Dininger.  BSN  RNC  or  Amalie  Weems.  RN 
emphis  Shelby  Regional  Office 
814  Jefferson  St..  Memphis.  TN  38105 
phone  (901)  576-7817 
Middle  Tennessee: 

Jay  Arnold.  M.Ed. 

Tennessee  Dept,  of  Health  and  Environment 
100  9th  Ave..  North.  Nashville.  TN  37219-5405 
phone  (615)  741-7500 
East  Tennessee: 

Floyd  Wade.  BA 

East  Tennessee  Regional  Office 

2501  Milne  Ave..  Chattanooga.  TN  37406 

phone  (615)  624-9921  “ r ~P 


The 

Dodson 

Dividend 

Plan 

A program  for  workers'  compensation 
insurance  coverage  that  gives  you  the 
opportunity  to  earn  back  a portion  of 
your  premium  at  the  end  of  your  policy 
year,  depending  on  claim  experience. 


Members  of  Tennessee 
Medical  Association 
received  a dividend  of 
35%  of  premium  in  1987. 

The  Plan  can  work  for  you,  too  . . . 

1-800-825-3760, 

Ext.  2990 

policies  issued  by 

Casualty  Reciprocal  Exchange, 

member 

DODSON  GROUP 


9201  State  Line  Road  • Kansas  City,  MO  64114  • 800-825-3760 
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Disability  Update 


Approaching  Social  Security  Disability  Cases 
Via  “Impairment  Listings” 


LARRY  R.  WILLIAMS,  J.D. 


For  physicians  who  are  frustrated  by  the  failure  of 
Social  Security  (SSA)  to  accept  their  findings  that  a 
patient  is  disabled,  it  is  important  to  know  that  SSA 
finds  a person  disabled  through  one  of  two  basic  for- 
mulas. First,  if  the  person  is  unable  to  do  his  previous 
work  he  may  be  found  “disabled”  by  reference  to  cer- 
tain tables  published  by  SSA  known  as  “Grids.”  These 
tables  take  into  account  the  claimant’s  age,  education, 
past  work  experience,  and  residual  capacity.  This  pro- 
cedure necessarily  involves  vocational  factors  that  the 
physician  is  often  unable  to  address. 

The  other  method  of  successfully  establishing  a dis- 
ability claim  is  through  the  “Impairment  Listings.”  The 
SSA  has  published  in  the  Code  of  Federal  Regulations 
descriptions  of  certain  conditions  that  they  have  deter- 
mined automatically  entitle  a person  to  disability  ben- 
efits without  regard  to  age,  work  experience,  or  resid- 
ual capacity.  These  Impairment  Listings  are  published 
for  each  body  system. 

I have  been  successful  in  many  Social  Security  cases 
by  sending  the  physician  a copy  of  a particular  impair- 
ment listing  and  asking  the  physician  to  describe  the 


Mr.  Williams  is  an  attorney  in  practice  with  the  firm  of  Williams 
& Smith  in  Nashville. 


patient’s  condition  in  terms  used  in  the  listing.  If  the 
physician  will  provide  medical  findings  to  document 
the  descriptions  contained  in  the  report  and  will  certify 
that  based  upon  these  findings  the  patient’s  condition 
meets,  exceeds,  or  is  the  equivalent  of  the  listed  im- 
pairment, the  administrative  law  judge  will  usually  ac- 
cept this  as  sufficient  to  find  disability. 

The  following  is  an  example  of  a response  from  a 
physician  on  a case  involving  a patient  with  Disorders 
of  the  Spine  (Listing  1.05)  that  would  be  very  helpful 
in  establishing  a patient’s  disability: 

As  per  your  request  I have  reviewed  the  Social  Secu- 
rity Administration  “Listing  of  Impairments”  relating 
to  the  Musculoskeletal  System.  I find  that  based  upon 
my  examinations  of  Mr.  Smith  and  the  enclosed  clini- 
cal records,  his  condition  meets  or  exceeds  the  re- 
quirements of  Listing  1.05,  “Disorders  of  the  Spine,” 
in  that  he  has  osteoporosis,  generalized,  and  manifest- 
ed by  pain  and  limitation  of  back  motion.  He  addi- 
tionally experiences  paravertebral  muscle  spasms,  and 
there  is  x-ray  evidence  of  multiple  fractures  of  the  ver- 
tebra with  no  intervening  direct  traumatic  episode. 

If  the  opinion  by  the  physician  is  supported  by  clin- 
ical evidence  and  the  Impairment  Listing  criteria  are 
carefully  followed,  it  will  be  very  difficult  for  the  pa- 
tient not  to  be  found  disabled.  r ^ 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Medical  IF  riting 

Many  reasons  for  the  current  litigious  hazards  of  medical  practice  have 
been  cited  by  both  our  friends  and  those  not  so  friendly.  They  range  from 
our  own  alleged  functional  impairment  and  carelessness  to  too  many  hungry 
lawyers  to  isolated  results  so  good  that  the  public  has  come  to  expect  them 
as  the  norm  because  they  are  so  well  publicized.  Failure  to  live  up  to  those 
results  is  to  the  aggrieved  tantamount  to  medical  malpractice.  It  makes  no 
difference  that  the  individual  patient  may  have  had  the  risks  carefully  ex- 
plained to  him:  that  marvelously  unique  being  sitting  there  before  you  has  a 
hard  time  picturing  himself  as  a statistic  at  all,  let  alone  the  cipher  at  the 
bottom  of  the  pile. 

The  doctor-patient  relationship,  with  the  trust  it  implies,  is  of  course  the 
bedrock  of  loss  prevention,  but  such  a satisfying  relationship  may  on  occa- 
sion be  hard  to  come  by,  modern  referral  patterns  being  what  they  are. 
Once  upon  a time  if  your  good  ol'  family  doc  decided  you  might  have  ap- 
pendicitis. he  either  operated  on  you  himself  or  got  the  surgeon  next  door 
to  do  it.  Procedures — not  appendectomies,  but  you  know  what  I mean — 
have  gotten  so  complex  nowadays  that  your  friendly  patient  has  to  be.  like 
as  not.  shipped  off  to  some  unfriendly,  furrin  place  and  jabbed  at  and  poked 
on,  and  possibly,  though  we  hope  not.  insulted,  or  at  least  made  to  feel  insignificant.  All  sorts  of 
subspecialists  may  get  into  the  act.  including  people,  such  as  for  example  the  “RAPS,”  whom  the 
patient  may  see  either  fleetingly  or  not  at  all. 

Communication  is  all-important.  Though  communication  with  the  patient  is  basic.  I don't  mean  just 
with  the  patient.  You  have  been  told  that  so  often,  it  should  be  second  nature  to  you  by  now.  You 
have  first  to  recognize  that  you  may  be  communicating  not  only  with  your  friendly  patient,  but  also 
with  lawyers,  possibly  an  army  of  them,  both  the  plaintiffs  (which  your  now  not  so  friendly  patient 
has  become)  and  your  own.  You  will  in  the  meantime  have  communicated  with  nurses  and  pharma- 
cists to  carry  out  your  orders;  they  are  (sometimes,  at  least)  hospital  employees,  and  the  hospital, 
having  found  itself  a codefendent  with  you.  is  going  to  do  its  best  to  avoid  culpability — pass  the  buck, 
in  a word. 

One  hopes  you  have  communicated  all  your  instructions  in  writing,  and  that  you  have  communi- 
cated them  in  such  a way  that  not  only  the  nurse,  the  pharmacist,  and  your  colleagues  were  able  to 
understand  them,  but  that  the  jury  can,  too — and  in  such  a way  as  to  absolve  you  of  any  misdeeds 
whatsoever. 

I know  your  powers  of  persuasion  are  great,  but  if  your  "q.d."  looked  like  *'q.i.d.”  in  the  chart, 
and  your  patient  got  four  times  as  much  digitalis  (or  insulin,  or  whatever)  as  she  should  have  (don't 
laugh;  it’s  happened)  then  you  are  going  to  have  a bad  day  in  court.  In  fact,  it's  doubtful  your  profes- 
sional liability  carrier  would  let  it  get  that  far.  I would  bet  on  it. 

The  simple  message  I am  trying  to  get  across  to  you  with  this  rather  windy  discourse  is  that  you  had 
better  learn  to  write  passably,  or  if  you  already  know  how  to.  do  it.  I am  not  referring  to  essays,  either.  I 
mean  just  plain  old  penmanship.  As  a pathologist,  I get  (or  better,  have)  to  wade  through  a lot  of  your  jot- 
ted abominations;  I can  tell  you  from  that  experience  that  this  letter  is  a word  to.  I hope,  the  wise.  From  my 
experience  as  a member  of  your  claims  review  committee . I can  assure  you  it  is  a necessary  one . Your  pres- 
ident, your  pathologist,  and  your  insurance  carrier  all  hope  you  heed  it. 


John  B.  Thomison 
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editorial/ 


Bloody  AIDS  and  AIDSy  Blood 

“Is  this  blood  safe?”  asks  your  patient.  You 
wouldn’t  tell  him  yes,  now  would  you?  Your 
professional  liability  carrier  is  afraid  you  might. 
Composed  of  naturally  cautious  people,  who  are 
just  as  interested  in  their  own  survival,  closely 
tied  as  it  is  to  that  of  their  (our)  company,  as 
your  patient  is  in  his,  they  fear  you  might  hedge 
and  tell  your  patient  something  other  than  just 
plain  “No!,”  such  as,  “Oh,  sure,”  or  some  words 
to  that  effect  from  which  you  both  might  take 
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comfort — like  maybe,  “Nothing  is  absolutely  safe, 
but.  . . .” 

Well,  of  course  nothing  is.  But  your  patient 
doesn’t  really  care  about  that  anyway.  What  he 
is  really  asking  nowadays  is  can  he  catch  AIDS 
from  it.  The  answer  had  better  be  an  unequivo- 
cal yes,  or  you’re  apt  to  be  in  a heap  o’  trouble. 
After  that,  you  can  then  temper  your  answer  with 
the  statement  that  such  an  eventuality  is  highly 
unlikely,  but  nevertheless  possible.  There  had 
been,  up  until  July  1988,  something  fewer  than 
500  cases  of  AIDS  in  Tennessee;  24  of  those  have 
been  traced  to  blood  transfusion.  In  the  five  years 
covered  by  the  Health  and  Environment  Report 
in  this  issue  of  the  Journal,  literally  hundreds  of 
thousands  of  units  of  blood  have  been  given.  The 
chances  are  vanishingly  small,  therefore,  that  in 
Tennessee  your  questioner  would  get  AIDS  from 
one.  But  he  could.  As  a colleague  once  ob- 
served, with  blood  it  is  always  better  to  give  than 
to  receive. 

This  is  not  a question  you  can  dismiss  in  a cav- 
alier fashion;  in  fact,  blood  transfusion  is  not  a 
procedure  one  enters  into  lightly.  It  never  has 
been — or  never  should  have  been,  anyway — but 
it  clearly  is  not  now.  You  need  to  explain  to  your 
patient,  as  a matter  of  helping  him  give  his  in- 
formed consent  for  the  transfusion,  that  the  test 
applied  by  the  blood  bank  to  the  blood  is  not  a 
test  for  the  virus  itself,  since  at  present  no  such 
test  exists,  but  a test  for  antibodies  circulating  in 
the  donor’s  blood  against  the  virus,  which  is  evi- 
dence of  infection.  It  takes  time — in  some  indi- 
viduals as  much  as  six  months,  and  sometimes 
maybe  even  more — for  these  antibodies  to  form. 
Until  then  there  is  no  way  to  diagnose  infection, 
and  no  way  to  find  out  whether  or  not  the  blood 
is  contaminated  with  the  human  immunodefi- 
ciency virus  (HIV).  Since  blood  banks  do  not  ac- 
cept blood  from  patients  admitting  to  behavior 
that  puts  them  at  risk  for  infection,  and  since  in 
any  case  the  pool  of  infected  individuals  in  Ten- 
nessee is  thus  far  small,  the  risk  of  contracting 
AIDS  from  a transfusion  is  minimal,  but  none- 
theless real. 

Despite  its  willingness  to  engage  in  all  manner 
of  manifestly  dangerous  activities  that  have  been 
clearly  proven  hazardous  to  life  and  limb — in- 
cluding life  and  lung — the  public  still  expects  to 
be  protected  from  every  hazard,  and  to  have 
everything  that  is  done  to — and  even  for — them 
warranted  as  safe,  even  when  it  clearly  isn't.  One 
has  only  to  look  at  the  persistent  use  of  isotreti- 
noin (Acutane)  by  pregnant  women,  despite  re- 
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peated  warnings  of  the  likelihood — three  chances 
out  of  four,  which  any  reasonable  person  would 
consider  unacceptable — that  their  offspring  will 
be  hopelessly  deformed.  When  the  almost  inevi- 
table happens,  they  sue.  And  not  only  that — jur- 
ies return  verdicts  in  their  favor.  So  far,  all  have 
been  reversed  on  appeal.  But  it  just  goes  to  show 
that  people  are  convinced  that,  whatever  the 
odds,  it  just  will  not  happen  to  them. 

When  you  have  in  mind  to  transfuse  your  pa- 
tient, first  make  certain  it  is  necessary.  When  you 
determine  it  is,  make  sure  your  patient  under- 
stands that  the  blood’s  having  been  screened  for 
HIV  antibodies  is  not  an  implied  warranty  as  to 
its  safety;  it  means  only  that  the  donor  had  no 
antibodies  to  the  HIV.  This  may  not  prevent  your 
being  sued,  but  it  should  prevent  a judgment 
against  you. 

Note  I said  “should.”  I don’t  wish  to  imperil 
myself  by  warranting  your  immunity,  even  though 
you  have  been  given  the  basis  for  informed  con- 
sent. My  crystal  ball  has  gone  cloudy,  doubtless 
due  to  the  hot  breath  of  hungry  lawyers  in  pur- 
suit. 

J.B.T. 


A November  Masquerade 

Masquerade!  Paper  faces  on  parade — 

Masquerade!  Hide  your  face 
So  the  world  will  never  find  you! 

— Andrew  Lloyd  Webber 
The  Phantom  of  the  Opera 

It  has  been  said  that  each  individual  is  in  fact 
a trinity:  one  person  that  other  people  see,  one 
person  that  the  individual  himself  sees,  and  one 
person  that  is  the  real  one.  We  can,  for  our  pur- 
poses here,  ignore  the  last  one,  since  that  book 
is  open  only  to  God,  contrary  claims  of  the  psy- 
chiatrists notwithstanding.  The  situation  is  more 
complicated  than  that,  though,  because  when  an 
individual  speaks  of  “the  real  me”  like  as  not  he 
means  a “me”  that  may  be  none  of  the  above, 
but  some  other  image  that  he  wishes  to  project 
to  the  world.  Sometimes,  of  course,  all  may  be 
close  to  the  same,  but  that  seems  to  be  rare,  es- 
pecially in  politicians;  to  get  ahead  in  politics,  it 
helps  tremendously  if  one  is  good  at  dissimula- 
tion, and  can  seem  to  be  all  things  to  all  people. 

Both  of  our  presidential  candidates  are  out  to 
change  their  public  image,  believing  that  what 
they  have  projected  thus  far  is  not  helping  their 
prospects  as  candidates  for  leadership  of  their 


country.  In  short,  they  want  to  look  better  than 
they  presently  do,  or  at  least  have.  Mr.  Bush  has 
spent  the  last  eight  years  doing  what  he  said  he 
would  do — demonstrating  absolute  loyalty  by 
being  the  ideal  yes-man.  He  may,  in  fact,  have 
been  the  only  person  in  government,  federal  or 
otherwise,  who  has  absolutely  honored  his  word; 
that  in  itself  is  certainly  no  small  accomplish- 
ment. His  wish  for  the  one-shot  geni  would  be  to 
project  an  image  of  forcefulness  from  a man  with 
clear  ideas  of  his  own.  He  has  had  a lot  of  con- 
versation, but  no  help,  from  the  media  in  accom- 
plishing that,  but  he  did  get  a boost  from  his 
speech  writers  (which  included  himself,  since  it  is 
said  he  wrote  most  of  his  acceptance  speech)  and 
the  “choreographers”  of  the  convention.  (They 
said  choreographers;  I think  they  may  have  meant 
orchestrators,  but  then  again  maybe  they  didn’t. 
Waltz  me  around  again,  Georgie.)  Some  people 
think  Mr.  Bush’s  first  idea  of  his  own  was  not  a 
very  good  one;  it  was  to  choose  Sen.  Dan  Quayle 
as  his  running  mate,  thereby  opening  up  an  ave- 
nue for  a lot  of  bad  puns  and  jokes.  Sen.  Quayle 
might  do  all  right  if  the  media  would  stay  off  his 
back. 

Having  driven  the  once  flourishing  state  of 
Massachusetts  to  the  verge  of  bankruptcy  by  up- 
ping state  expenditures  from  former  Gov.  King’s 
FY  1983  budget  of  $6.9  billion  to  a 1989  FY 
budget  of  $12  billion  (at  three  times  the  rate  of 
inflation),  Mr.  Dukakis  is  trying  to  delude  the 
electorate  into  thinking  of  him  as  a fiscal  con- 
servative. He  also  has  come  down  hard  on  Ed 
Meese  and  the  “one  scandal  after  another”  of 
the  Reagan  administration.  “One  of  the  things  I 
bring  to  this  race,”  he  said,  “is  a record  of  ap- 
pointing people  . . . who  . . . understand  what 
integrity  is  all  about.”  Sure  he  does;  that  record 
in  Massachusetts  is  clear.  To  quote  Howie  Carr, 
a columnist  for  the  Boston  Herald,  “Mike  Du- 
kakis— the  Democratic  nominee  for  President, 
the  ‘honest  technocrat’  devoted  to  competence 
rather  than  ideology — has  presided  over  the  most 
corrupt  administration  in  the  last  25  years  of  the 
already  ripe  history  of  Massachusetts  state  gov- 
ernment.” Maybe  that  is,  as  he  avows,  because 
he  stood  above  it  all.  So  much,  if  so,  for  leader- 
ship. 

We  all  know  of  course,  what  Mr.  Dukakis  did 
to  medicine  by  engineering,  as  a model  for  other 
states,  the  first  (but  far  from  the  last)  statute  in 
the  country  making  acceptance  of  Medicare  as- 
signment a prerequisite  for  state  licensure  to 
practice  medicine.  Our  colleagues  in  the  com- 


OCTOBER,  1988 


651 


monwealth  are  now  referring  to  it  as  “The  Peo- 
ple’s Republic  of  Massachusetts.”  Its  medical  care 
system  is  in  just  about  the  same  shape  as  its 
budget. 

Mr.  Dukakis  has  had  all  the  help  in  the  world 
from  a liberal  news  media  in  projecting  his  de- 
sired image.  Mr.  Bush  made  a start  on  his,  but, 
thanks  again  to  the  media,  he  may  be  limping 
now.  It  may  be  asking  too  much,  but  will  the  real 
George  and  Mike,  and  not  a hologram  from 
either  this  or  a former  life,  please  stand  up  so  we 
can  see  you  and  make  a proper  judgment?  The 
answer  to  this  rhetorical  question  is,  of  course, 
“Don’t  be  silly!”  And  even  if  they  did,  the  media 
would  touch  them  up  in  their  own  preconceived 
image. 

J.B.T. 


Howd’ye  Answer  Howd’ye  Do? 

It  is  expected  that  you  will  lie  if  the  answer 
would  be  anything  but  “Fine”  or  something 
roughly  approximating  that.  “Not  Bad”  is  ac- 
ceptable, and  even  “Pretty  Good”  or  “Fair  to 
Middlin’.”  “How  do  you  do?”  (or  its  contraction 
“Howd’ye  do?”  further  contracted  by,  among 
others,  Grinder’s  Switchians  to  simply  “Hi-dy”) 
is  actually  pretty  much  a rhetorical  question,  the 
equivalent  of  “Hello”  (hola,  ciao,  Guten  Tag,  and 
so  on),  but  considered  more  polite,  since  it,  the- 
oretically at  least,  expresses  concern  of  the  greet- 
er about  the  well-being  of  the  greetee.  If  you  are 
ailing,  though,  start  telling  the  truth  and  see  how 
far  it  gets  you.  If  a body  really  cares,  he  won’t 
just  say  “How’re  ya  doin’,”  but  will  inquire  after 
a specific  ailing  part.  That  way  you  can  be  pretty 
sure  he  wants  to  know;  otherwise,  you  can  be 
pretty  sure  he  doesn’t. 

As  one  gets  older,  he  hesitates  to  answer  with 
a quick,  “Fine,”  having  a sort  of  nagging  suspi- 
cion that  in  so  doing  he  might  somehow  be 
tempting  Providence.  “Able  to  sit  up  and  take 
nourishment”  usually  just  belabors  the  obvious. 
“Everything  is  working  properly”  may  be  only 
boasting,  and  also  wrong  (see  under  “Provi- 
dence” above).  Better  might  be  “Everything 
seems  to  be  working  properly,”  or  maybe  even 
better,  “Everything  I’ve  tried  so  far  today  seems 
to  be  working  properly.”  Chances  are  the  one 
who  asked  will  be  long  gone  by  the  time  you  get 
done. 

If  you  want  to  lose  your  audience  in  a hurry, 
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ask  “How  much  time’ve  you  got?”  That  really 
scares  ’em!  You  might  say  instead,  ‘Dun’t  esk!” 
(He  already  did,  of  course,  but  will  be  comforted 
that  you  aren’t  going  to  tell  him.) 

Or  you  might  just  forget  about  trying  to  be 
bright,  original,  cute — not  to  mention  truthful — 
and  do  as  expected  of  any  well-bred  person.  The 
show  is,  after  all,  going  to  go  on,  with  or  without 
you.  Say  “Fine,”  and  be  done  with  it.  (And  don't 
forget  to  add,  “Thanks.”  It  makes  you  seem  ap- 
preciative that  your  greeter  tried  to  seem  inter- 
ested enough  to  ask.) 

Just  be  assured  that  whatever  your  answer,  he 
won’t  think  twice  about  it.  So  don’t  you.  Only, 
for  pity  sakes,  don’t  tell  the  truth,  if  it’s  anything 
but  good,  or  then  he  will. 

The  Good  Book  says,  “There  is  a way  that 
seemeth  right  to  a man,  the  end  whereof  is 
death.”  This  ain’t  it.  Just  forget  the  whole  thing. 

J.B.T. 


ChoiceCare 

To  the  Editor: 

Dr.  Weinberg’s  article  in  the  July  issue,  entitled 
“ChoiceCare:  Judgment  Day  for  an  IPA”  (/  Tenn  Med 
Assoc  81:443-444,  1988),  expressed  the  feelings  of  many 
of  us  about  the  control  that  managed  health  care  plans 
have  exerted  on  our  practices.  The  ChoiceCare  case 
raises  the  hope  that  we  are  beginning  to  regain  some 
of  that  control. 

My  own  belief  is  that  a managed  health  care  plan 
which  will  achieve  the  stated  goal  of  controlling  cost, 
while  remaining  acceptable  to  physicians  and  patients, 
will  require  more  financial  responsibility  for  the  pa- 
tient. I believe  the  knowledge  that  the  patient  will  be 
responsible  for  a significant  part  of  his  medical  ex- 
penses is  the  single  most  powerful  (ethical)  incentive 
for  physicians  to  control  costs;  so  powerful  that  the 
current  burdensome  system  of  fee-setting,  withholding 
fees,  concurrent  review,  gatekeepers,  etc.,  would  be 
largely  unnecessary  if  such  a plan  could  be  devised  and 
successfully  implemented.  The  elimination  of  this  mass 
of  bureaucratic  and  administrative  red  tape  alone  would 
result  in  tremendous  cost  savings,  which  could  be 
passed  along  to  employers  in  the  form  of  lower  pre- 
miums, and  to  the  employees,  our  patients,  in  the  form 
of  extended  benefits. 
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The  combination  of  cost-efficient  medical  practice 
by  physicians,  decreased  incentives  for  ovenitilization 
by  patients,  and  decreased  administrative  costs  and 
inefficiency  should  result  in  thoughtful,  ethical  medical 
care  at  reasonable  medical  cost  to  employers  and  pa- 
tients. 

The  obvious  objection  to  such  a plan  is  that  it  would 
be  unmarketable  because  of  employees’  objections  to 
increased  out-of-pocket  costs,  and  that  may  be  true. 
However,  if  there  were  a fair  trade-off  in  the  form  of 
improved  benefits,  this  objection  could  be  minimized. 
Even  without  this  compensation,  I believe  that  many 
employees,  having  had  some  experience  with  the  re- 
strictions imposed  on  their  access  to  the  health  care 
system  by  current  plans,  would  gladly  pay  more  for 
their  right  to  decide  where  and  to  whom  to  go  for  their 
medical  care. 

Philosophically,  it  is  difficult  to  understand  the  ex- 
pectation that  medical  care  should  be  “free”  to  the 
consumer.  There  is  no  other  service  in  our  society, 
professional  or  otherwise,  for  which  the  individual  does 
not  bear  some  cost.  When  one  considers  what  the  av- 
erage household  spends  annually  for  entertainment, 
junk  food,  alcohol,  cigarettes,  etc.,  it  does  not  seem 
unreasonable  that  medical  care  be  included  in  the 
budget.  Of  course,  only  the  wealthy  could  afford  to 
bear  all  of  their  medical  costs,  but  most  employees 
could  afford  to  pay  a reasonable  portion. 

The  current  expectation  in  the  workplace  of  free 
medical  care  has  developed  gradually  and  will  take  time 
to  change,  but  employees  and  employers  alike  are 
finding  that,  just  as  there  is  no  free  lunch,  there  is  no 
free  medical  care.  I believe  it  is  time  to  nudge  the  pen- 
dulum back  in  the  opposite  direction. 

Edwin  B.  Anderson,  Jr.,  M.D. 

2011  Church  St.,  Suite  205 

Nashville,  TN  37203 


George  Brainard  Higley,  Sr.,  age  83.  Died  April  19, 
1988.  Graduate  of  University  of  Michigan  Medical 
School.  Member  of  Memphis-Shelby  County  Medical 
Society. 

Walter  H.  Murphy,  age  55.  Died  August  10,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Boyce  Bowen  Pryor,  Jr.,  age  56.  Died  July  29,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Putnam  County  Medical  Society. 

Thomas  B.  Zerfoss,  Sr.,  age  93.  Died  August  5,  1988. 
Graduate  of  Vanderbilt  University  School  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Anil  K.  Bjatia,  M.D.,  Chattanooga 

Marshall  Horton,  M.D.,  Chattanooga 

Kenneth  H.  Hyman,  Jr.,  M.D.,  Ft.  Oglethorpe,  GA 

C.  Ann  Mashchak,  M.D.,  Chattanooga 

Thomas  M.  Reynolds,  M.D.,  Chattanooga 

Sithipol  Tantihachai,  M.D.,  Dayton 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

Lia  Cecilia  Boyanton,  M.D.,  Cowan 
Larry  Keith  Scarborough,  M.D.,  Monteagle 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Twenty-two  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  July 
1988. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Robert  W.  Adams,  Jr.,  M.D.,  Nashville 
Charles  H.  Alper,  M.D.,  Chattanooga 
Benjamin  L.  Beatus,  Jr.,  M.D.,  Memphis 
William  E.  Bost,  M.D.,  Knoxville 
Ralph  C.  Goodman,  M.D.,  Memphis 
Robert  L.  Harrington,  M.D.,  Dyersburg 
Richard  E.  Hopper,  M.D.,  Chattanooga 
William  S.  Keane,  M.D.,  Nashville 
John  A.  Kendall,  M.D.,  Jackson 
Kathryn  R.  Killman,  M.D.,  Nashville 
Buford  B.  Ledbetter,  M.D.,  Clarksville 
Chung-Yuen  Liu,  M.D.,  Chattanooga 
David  MacNaughton,  Jr.,  M.D.,  Chattanooga 
Hiram  B.  Moore,  M.D.,  South  Pittsburg 
Lawrence  S.  Nagle,  M.D.,  Chattanooga 
James  G.  Neal,  M.D.,  Cookeville 
James  R.  Noonan,  M.D.,  Dyersburg 
Henry  P.  Pendergrass,  M.D.,  Nashville 
William  A.  Pettit,  M.D.,  Nashville 
Benjamin  G.  Santos,  M.D.,  Chattanooga 
Audrey  W.  Tuberville,  M.D.,  Memphis 
John  E.  VanHooydonk,  M.D.,  Nashville 
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HARDIN  COUNTY  MEDICAL  SOCIETY 

Josephs.  Thomas,  M.D.,  Savannah 

KNOXVILLE  ACADEMY  OF  MEDICINE 

J.  Sidney  Alexander,  M.D.,  Knoxville 
Joseph  D.  Minardi,  M.D.,  Knoxville 


announcement/ 


CALENDAR  OF  MEETINGS 


MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Gilbert  T.  Brandon,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

J.  W.  Thomas  Byrd,  M.D.,  Nashville 
William  H.  Coltharp,  M.D.,  Nashville 
Donald  Ramon  Eisert,  M.D.,  Nashville 
Gilbert  D.  Ezell,  M.D.,  Nashville 
Richard  Allen  Fox,  M.D.,  Nashville 
Richard  Paul  Garvin,  M.D.,  Smyrna 
Barbara  A.  Greco,  M.D.,  Nashville 
Carl  R.  Hampf,  M.D.,  Nashville 
Julian  C.  Heitz,  M.D.,  Nashville 
Patricia  Joan  Hicks,  M.D.,  Nashville 
Stanley  G.  Hopp,  M.D.,  Nashville 
Susan  Goshgarian  McGrew,  M.D.,  Nashville 
Harry  Andre  Michel,  M.D.,  Nashville 
Malcolm  O.  Perry,  M.D.,  Nashville 
Daniel  L.  Phillips,  M.D.,  Nashville 
Jere  K.  Price,  M.D.,  Nashville 
Cynthia  Lee  Putinski,  M.D.,  Nashville 
Cynthia  G.  Susskind,  M.D.,  Nashville 
David  Coleman  Wilson,  M.D.,  Nashville 

(Student) 

Yoland  Annette  Thigpen,  Nashville 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

James  Criss  Yelton,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Robert  Paul  Fuller,  M.D.,  Oak  Ridge 
Alan  McMurray  Weems,  M.D.,  Oak  Ridge 

WARREN  COUNTY  MEDICAL  SOCIETY 

Bryan  D.  Chastain,  M.D.,  McMinnville 


pei/onol  neui/ 


Robert  B.  Batalden,  M.D.,  Nashville,  has  been 
elected  to  serve  on  the  advisory  board  of  the  Institute 
of  Medicine,  a group  that  advises  the  federal  govern- 
ment on  key  policy  issues  relating  to  medical  care,  re- 
search, and  education. 

Robert  L.  Summitt,  M.D.,  Memphis,  has  been  named 
to  the  newly  created  post  of  provost  at  the  University 
of  Tennessee,  Memphis. 


NATIONAL 

Nov.  1-6  American  Medical  Women's  Association — 

Fairmont.  Chicago 

Nov.  2-6  American  Society  of  Cytology — Crown 

Center,  Kansas  City.  Mo. 

Nov.  2-6  Christian  Medical  Foundation  Internation- 

al— Clearwater.  Fla. 

Nov.  5-8  American  Association  for  the  Study  of  Liver 

Disease — Marriott.  Chicago 

Nov.  6-9  American  Physicians  Art  Association — New 

Orleans 

Nov.  6-9  Southern  Medical  Association — New  Or- 

leans Convention  Center 

Nov.  8-12  American  Cancer  Society — Waldorf.  New 

York 

Nov.  10-12  Southern  Thoracic  Surgical  Association — 
Marriott's  Marco  Beach  Resort.  Marco  Is- 
land. Fla. 

Nov.  10-13  Association  of  Clinical  Scientists — Newport- 
er Resort.  Newport  Beach.  Calif. 

Nov.  11-13  American  Society  for  Adolescent  Psychia- 
try— Omni  Hotel.  San  Diego 

Nov.  11-14  Association  for  Hospital  Medical  Educa- 
tion— Chicago 

Nov.  11-17  Association  of  American  Medical  Col- 
leges— Marriott.  Chicago 

Nov.  12  Chinese  American  Medical  Society — Cor- 

nell-New York  Medical  Center 

Nov.  12-16  American  College  of  Allergy  and  Immunol- 
ogy— Century  Plaza.  Los  Angeles 

Nov.  13-17  American  Public  Health  Association — Bos- 
ton 

Nov.  13-17  International  Health  Society,  Inc. — Boston 

Nov.  14-17  American  Heart  Association — Washington 
Convention  Center.  Washington.  D.C. 

Nov.  17-20  Academy  of  Psychosomatic  Medicine — Royal 
Orleans.  New  Orleans 

Nov.  18-22  Gerontological  Society  of  America — Hilton. 
San  Francisco 

Nov.  27-Dec.  2 Radiological  Society  of  North  America — 
McCormick  Place.  Chicago 

Nov.  29-Dec.  2 American  Association  for  Cancer  Educa- 
tion— San  Diego 

Dec.  3-6  American  Society  of  Hematology — San  An- 

tonio. Tex. 

Dec.  14-18  American  Psychoanalytic  Association — 
Waldorf-Astoria.  New  York 

Jan.  18-21  Contact  Lens  Association  of  Ophthalmolo- 
gists/International Association  of  Refractive 
Surgery — Marriott  Hotel.  New  Orleans 

Jan.  24-27  Southeastern  Surgical  Congress — Innis- 
brook.  Tarpon  Springs.  Fla. 

Jan.  26-28  American  Association  for  the  Study  of 
Headache — Hyatt  Union  Square.  San  Fran- 
cisco 


Nov.  1-4 


Nov.  4-5 


STATE 

Tennessee  Academy  of  Family  Physicians 
40th  Annual  Scientific  Assembly — Gatlin- 
burg 

Tennessee  Society  of  Internal  Medicine  and 
the  Tennessee  Chapter  of  the  American 
College  of  Physicians 
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In  Tennessee,  when  you  decide  to  prescribe  Librium 


/ 


To  protect  your  prescription 


You  sign  the 
bottom  line 


5-mg,  10-mg,  25-mg  capsules 


brand  of 


Copyright  c 1987  by  Roche  Products  Inc.,  Manati,  Puerto  Rico  00701.  All  rights  reserved 


TMA  Membership  Information  and  Statistics — 1988 


CAROLYN  SANDLIN 
TMA  Membership  Director 


Dues  Information 

Bills  for  1989  local,  state,  and  American  Medical 
Association  dues  will  be  mailed  to  the  membership  this 
month.  Tennessee  Medical  Association  dues  remain 
$220,  with  $25  allotted  to  the  Student  Education  Fund 
and  $15  allotted  to  the  Impaired  Physician  Program. 

1989  Dues  to  the  Tennessee  Medical  Association 


Active  $220 

Active  (1st  and  2nd  year  in  practice)  110 

Resident  40 

Retired  (working  less  than  20  hours  per  week)  110 


TMA  dues  are  reduced  by  one-half  for  physicians  new 
to  the  Association  joining  at  mid-year  (after  July  1) 


Dues  Exempt  Membership  Categories  for  TMA — 1989 

Veteran  members  (over  age  70);  Retired  members  (age  65- 
70 — working  0 hours  per  week);  Disabled  members  (those 
physicians  who  are  unable  to  practice  medicine);  Associate 
members  (those  physicians  who  are  serving  in  the  armed  forces 
or  the  public  health  service);  Honorary  members  (special 
membership  voted  by  the  Board  of  Trustees);  and  Student 
members  (limited  to  Tennessee  medical  schools). 

Physicians  who  were  exempt  from  dues  in  1987  and  1988 
because  of  retirement  (over  age  65.  working  less  than  20  hours 
per  week)  will  retain  their  dues  exempt  status  under  the 
grandfather  clause. 


1989  Dues  to  the  American  Medical  Association 


Active  $400 

Active  (1st  year  in  practice)  200 

Active  (2nd  year  in  practice)  300 

Resident  45 

Retired  (working  less  than  20  hours  per  week)  80 

Over  age  70  (working  1-20  hours  per  week)  200 

Military  264 

Student  20 


AMA  dues  are  reduced  by  one-half  for  physicians 
joining  the  Association  at  mid-year  (after  July  1) 

Dues  Exempt  Membership  Categories  for  AMA — 1989 

Veteran  members  (those  members  over  age  70  and  fully 
retired — working  0 hours  per  week);  Disabled  members  (those 
physicians  who  are  unable  to  practice  medicine  or  are  expe- 
riencing financial  hardship). 

All  physicians  who  were  previously  certified  as  exempt 
from  dues  under  former  AMA  categories  will  remain  exempt 
under  the  grandfather  clause. 

All  membership  privileges  are  extended  the  dues 
exempt  membership  by  both  the  TMA  and  AMA.  with 
the  exception  of  the  AMA  publications.  Dues  exempt 
members  are  offered  a reduced  rate  for  these  publi- 
cations. Current  year  membership  cards  are  sent  by 
both  TMA  and  AMA  to  the  dues  exempt  members. 


FIGURE  1 

NUMBER  OF  TMA  MEMBERS  IN  LISTED  SPECIALTIES* 


Internal  Medicine 

809 

Family  Practice 

578 

General  Surgery 

515 

Obstetrics/Gynecology 

379 

Pediatrics 

307 

Anesthesiology 

293 

Orthopedic  Surgery 

272 

General  Practice 

267 

Radiology 

235 

Ophthalmology 

225 

Psychiatry 

203 

Pathology 

190 

Urology 

169 

Otorhinolaryngology 

136 

Diagnostic  Radiology 

118 

Cardiovascular  Diseases 

104 

Emergency  Medicine 

90 

Neurological  Surgery 

89 

Dermatology 

81 

Plastic  Surgery 

73 

Neurology 

65 

Thoracic  Surgery 

59 

Gastroenterology 

58 

Pulmonary  Diseases 

44 

Gynecology 

41 

Oncology 

34 

Cardiovascular  Surgery 

33 

Occupational  Medicine 

30 

Public  Health 

28 

Nephrology 

21 

Child  Psychiatry 

19 

Rheumatology 

19 

Hematology 

16 

Therapeutic  Radiology 

15 

Allergy/lmmunology  13 

Pediatric  Surgery  13 

Colon  & Rectal  Surgery  1 1 

General  Preventive  Med  1 1 

Physical  Med  & Rehab  10 

Otology  9 

Infectious  Diseases  7 

Nuclear  Medicine  7 

Pediatric  Allergy  7 

Endocrinology  6 

Aerospace  Medicine  5 

Child  Neurology  5 

Neonatal-Perinatal  Med  5 

Pediatric  Cardiology  5 

Diabetes  4 

Geriatrics  3 

Other  30 


‘Only  primary  specialties  listed  in  this  study. 
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All  TMA  members  must  be  members  of  a compo- 
nent medical  society.  Each  society  certifies  its  mem- 
bers to  the  TMA.  The  TMA  currently  bills  for  local, 
state,  and  AM  A dues  on  behalf  of  46  component  so- 
cieties across  the  state;  the  remaining  five  societies  bill 
their  membership  for  all  dues,  reporting  TMA  and 
AM  A dues  to  the  TMA  office.  The  TMA  reports  all 
AMA  dues  received  to  the  Chicago  office  of  the  AMA 
monthly. 

Statistics 

The  TMA  has  5,070  dues  paying  members,  and  1,043 
physician  and  student  members  who  are  exempt  from 
dues  (figures  as  of  July  1988).  Figure  1 gives  the  number 
of  physicians  in  listed  specialties  as  indicated  by  the  Li- 
censing Board  for  the  Healing  Arts  or  by  the  physician. 


Figure  2 provides  a study  in  age  distribution.  Very 
little  change  is  noted  from  1987;  the  over  age  65  group 
has  increased  by  only  0.8%,  and  the  35  to  44  age  group 
comprises  30.4%  of  the  TMA  membership.  Female 
physicians  number  376,  up  from  339  last  year,  making 
up  6.1%  of  the  TMA  membership. 

Tennessee  Medical  Association  members  gradu- 
ating from  Tennessee  medical  schools  comprise  56% 
of  the  membership,  with  2,698  graduates  from  the 
University  of  Tennessee,  College  of  Medicine, 
Memphis;  653  from  Vanderbilt  University  School  of 
Medicine,  Nashville;  73  from  Meharry  Medical 
College,  Nashville;  and  14  from  Quillen-Dishner 
East  Tennessee  State  University  College  of  Medi- 
cine, Johnson  City.  Figure  3 lists  all  of  the  medi- 
cal schools  in  the  United  States  and  Canada  repre- 
sented in  the  TMA  membership. 


FIGURE  2 

TMA  MEMBERSHIP  PROFILE  BY  AGE 


OCTOBER,  1988 


657 


FIGURE  3 


MEDICAL  SCHOOLS  IN  UNITED  STATES  AND  CANADA  REPRESENTED  IN  TMA  MEMBERSHIP 


University  of  Tennessee/TN  2,698 

Vanderbilt  University/TN  653 

Tulane  University/LA  104 

Emory  University/GA  86 

Loma  Linda  University/CA  84 

University  of  Arkansas/AR  82 

University  of  Louisville/KY  79 

University  of  Mississippi/MS  74 

Meharry  Medical  College/TN  73 

Medical  College  of  Georgia/GA  72 

University  of  Virginia/VA  71 

Duke  University/NC  69 

University  of  Alabama/AL  67 

Johns  Hopkins  University/MD  56 

Medical  College  of  Virginia/VA  56 

Harvard  Medical  School/MA  46 

Bowman  Gray  School  of  Medicine/NC  43 

Indiana  University/IN  43 

Louisiana  State  University,  New  Orleans/LA  43 

University  of  North  Carolina/NC  42 

Washington  University/MO  42 

University  of  Pennsylvania/PA  41 

Baylor  College  of  Medicine/TX  38 

Medical  College  of  South  Carolina/SC  37 

University  of  lllinois/IL  32 

University  of  Kentucky/KY  31 

University  of  Texas,  Galveston/TX  31 

Jefferson  Medical  College/PA  29 

Ohio  State  University/OH  29 

University  of  Michigan/Ml  28 

George  Washington  University/DC  27 

Northwestern  University/IL  27 

University  of  Oklahoma/OK  24 

University  of  Kansas/KS  24 

University  of  Cincinnati/OH  22 

University  of  Texas,  Southwestern/TX  22 

Columbia  University/NY  21 

St.  Louis  University/MO  21 

University  of  Pittsburgh/PA  21 

Cornell  University/NY  20 

Wayne  State  University/Ml  20 

Case  Western  Reserve  University/OH  18 

Temple  University/PA  18 

University  of  Miami/FL  17 

West  Virginia  University/WV  17 

Georgetown  University/DC  16 

Pritzker  School  of  Medicine/IL  16 

State  University  of  New  York,  Brooklyn/NY  16 

University  of  Wisconsin/WI  16 

University  of  Rochester/NY  15 

East  Tennessee  State  University/TN  14 

Medical  College  of  Wisconsin/WI  14 

Tufts  University/M  A 14 

University  of  Minnesota/MN  14 

McGill  University/Canada  13 

New  York  University/NY  13 

University  of  Nebraska/NE  13 

University  of  Missouri,  Columbia/MO  13 

Hahnemann  Medical  College/PA  12 

University  of  Florida/FL  12 

University  of  lowa/IA  1 2 

New  York  Medical  College/NY  1 1 

University  of  Maryland/MD  1 1 


Foreign  Medical 


Yale  University/CT  1 1 

Loyola  University/IL  10 

University  of  South  Florida/FL  10 

Medical  College  of  Pennsylvania/PA  9 

Boston  University/MA  8 

Howard  University/DC  8 

University  of  Colorado/CO  8 

Albany  Medical  College/NY  7 

State  University  of  New  York,  Buffalo/NY 
University  of  Vermont/VT  7 

Chicago  Medical  College/IL  6 

Dalhousie  University/Canada  6 

Michigan  State  University/Ml  6 

Mount  Sinai  School  of  Medicine/NY  6 

Rush  Medical  College/IL  6 

University  of  Texas,  San  Antonio/TX  6 

University  of  Washington/WA  6 

University  of  Southern  California/CA  6 

University  of  California,  San  Francisco/CA  6 

University  of  Ottawa/Canada  6 

University  of  South  Alabama/AL  6 

Creighton  University/NE  5 

Mayo  Medical  School/MN  5 

State  University  of  New  York,  Syracuse/NY  5 

University  of  Western  Ontario/Canada  5 

East  Virginia  Medical  School/VA  4 

Louisiana  State  University,  Shreveport/LA  4 

Medical  College  of  Ohio,  Toledo/OH  4 

Pennsylvania  State  University/PA  4 

Southern  Illinois  Medical  School/IL  4 

University  of  Texas,  Houston/TX  4 

University  of  Toronto/Canada  4 

University  of  Alberta/Canada  4 

New  Jersey  Medical  School/NJ  3 

Texas  Tech  University/TX  3 

University  of  Manitoba/Canada  3 

University  of  California,  Los  Angeles/CA  3 

University  of  Connecticut/CT  3 

University  of  Oregon/OR  3 

Albert  Einstein  College  of  Medicine/NY  2 

Memorial  University  of  Newfoundland/Canada  2 

Texas  A&M  University /TX  2 

Uniformed  Services  University,  Bethesda/MD  2 

University  of  New  Mexico/NM  2 

University  of  South  Dakota/SD  2 

University  of  Utah/UT  2 

Wright  University/OH  2 

Brown  University/RI  1 

Dartmouth  Medical  School/NH  1 

East  Carolina  University/NC  1 

Laval  University/Canada  1 

McMaster  University/Canada  1 

Northeastern  Ohio  University/OH  1 

Queens  University,  Ontario/Canada  1 

Stanford  University/CA  1 

University  of  Puerto  Rico/PR  1 

University  of  South  Carolina/SC  1 

University  of  North  Dakota/ND  1 

University  of  Montreal/Canada  1 

University  of  California,  Irvine/CA  1 

University  of  Calgary/Canada  1 

University  of  Arizona/AZ  1 

University  of  Missouri,  Kansas  City/MO  1 


Schools  413 
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Tennessee  Medical  Association  Auxiliary 


Health  Discovery: 

A Health  Education  Center  for  Knoxville 


Thanks  to  a joint  project  of  the  Knoxville  Academy 
of  Medicine  Auxiliary  and  the  Students’  Museum, 
Knoxville  students  will  soon  be  learning  about  health 
in  a dramatic  setting.  Four  classrooms  containing  elec- 
tronic exhibitry  will  be  built  in  the  Candy  Factory  on 
the  World’s  Fair  site. 

The  Auxiliary  wanted  a project  that  would  have  an 
impact  on  health  in  the  East  Tennessee  area  and  be  a 
permanent  symbol  of  the  care  and  concern  physicians 
and  their  families  feel  for  the  community.  Auxiliary 
members  traveled  extensively  to  research  health  edu- 
cation centers  and  chose  to  pattern  the  one  for  Knox- 
ville after  the  renowned  Robert  Crown  Center  in  Chi- 
cago. Richard  Rush  and  Associates  of  Chicago, 
designers  of  the  Crown  Center,  have  prepared  designs 
for  the  KAM  Auxiliary. 

Health  professionals  will  instruct  classes  in  four 
areas:  general  health,  nutrition,  alcohol  and  drug 
abuse  prevention,  and  family  living.  Students  will  sit 
on  carpeted  risers  as  teachers  activate  electronic 
equipment,  audiovisuals,  and  three-dimensional  light- 
ed models  in  each  unforgettable  lesson. 

The  general  health  room  will  contain  a life-sized 
transparent  woman,  which  will  be  used  to  teach  the 
body  systems.  The  drug  abuse  prevention  classroom 
features  a huge  lighted  brain  that  can  illustrate  the  ef- 


fects of  alcohol  on  a transparent  man  next  to  it.  Dra- 
matic figures  in  the  family  living  classroom  show  the 
development  of  the  fetus  and  birth  of  a baby.  Students 
in  the  nutrition  classroom  will  be  able  to  analyze  their 
food  choices  by  use  of  a computer  and  try  to  work  off 
calories  on  an  electronic  bicycle. 

This  type  of  teaching  is  known  to  have  an  impact 
on  teen  pregnancy,  drug  abuse,  eating  disorders,  and 
other  health  problems.  Teachers  will  not  “preach”  ideas 
such  as  “don’t  drink”;  they  will  show  what  happens  to 
the  body  when  someone  does.  Teaching  students  to 
establish  good  lifelong  health  habits  is  what  this  center 
is  all  about. 

The  fund-raising  campaign  for  this  exciting  project 
begins  in  September  of  1988,  and  the  grand  opening 
of  the  center  is  projected  for  the  fall  of  1990.  Individ- 
ual classrooms  will  be  completed  as  funding  allows. 

The  Knoxville  Academy  of  Medicine  has  shown  its 
support  by  donating  seed  money  of  $10,000.  and  the 
City  of  Knoxville  has  prepared  the  space  for  construc- 
tion to  begin.  Community  support  is  very  positive  for 
the  much  needed  facility.  Medical  families  are  once 
again  doing  their  part  to  improve  the  community  in 
which  they  live.  /~  ^ 

Mrs.  William  R.  (Susan)  McKissick 
President.  KAM  Auxiliary 


MISSING 

Don’t  be  among  the  missing  at  the  Tennes- 
see Medical  Association’s  154th  Annual 
Meeting— April  12-15,  1989,  at  the  fabu- 
lous Opryland  Hotel  in  Nashville.  Mark  your 
calendar  NOW  so  you  won’t  miss  out. 
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continuing  medical 

BIB  Bfl  cducotion  opportunUic/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel. (615)  327-6235. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 
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Pulmonary  Function  Loss  in  Patients 
On  Long-Term  Anticonvulsive  Therapy 

E.  ANN  RUSH,  M.D. 


Pulmonary  function  loss  is  a well-described  but 
not  well-known  complication  of  long-term  di- 
phenylhydantoin  (DPH)  therapy.1 

Moore,2  in  1959,  reported  that  “of  a group  of 
31  epileptic  patients  on  hydantoin  therapy,  87% 
showed  pulmonary  changes  roentgenologically  in 
the  form  of  ‘accentuated  bronchovascular  mark- 
ings’ or  ‘diffuse  pulmonary  fibrosis.’  ” This  was 
not  confirmed  the  following  year  in  the  study  by 
Low  and  Yahr3  of  113  patients  who  had  received 
DPH  for  from  2 to  22  years.  None  of  their  pa- 
tients showed  abnormal  markings  or  pulmonary 
fibrosis.  In  1961,  Livingston’s  group4  combined 
vital  capacity  determinations  with  radiologic 
evaluation,  and  except  for  patients  with  skeletal 
deformities  none  were  found  to  have  pulmonary 
abnormalities. 

Hazlett  et  al,1  in  1974,  studied  40  patients  and 
found  a reduced  pulmonary  diffusing  capacity 
(Dlc0)  in  45%  and  reduced  lung  volume  in  23%. 
Several  authors,  however,  still  believe  “the  con- 
troversy remains  unresolved”5  6 and  “requires 
further  study.”7 

The  finding  of  right  ventricular  hypertrophy  in 
a nonsmoking  female  patient  who  had  taken  DPH 

From  the  Outpatient  Department,  University  of  Tennessee  Hos- 
pital, Knoxville. 

Reprint  requests  to  Outpatient  Department,  University  of  Ten- 
nessee Hospital,  1924  Alcoa  Hwy.,  Box  U-45,  Knoxville,  TN  37920 
(Dr.  Rush). 


for  29  years  raised  the  question  of  an  association 
between  the  long-term  use  of  DPH  and  her  pul- 
monary abnormalities  of  “severe  airflow  limita- 
tion with  air  trapping.”  This  prompted  another 
look  at  the  pulmonary  complications  of  long-term 
DPH  therapy. 

Patients  and  Methods 

All  seizure  patients  whom  I had  followed  in 
the  Ambulatory  Care  Clinic  at  the  University  of 
Tennessee  Hospital  were  included  in  the  study. 
Twenty-three  patients  were  studied  with  a chest 
x-ray  and  pulmonary  function  tests;  seven  of  these 
patients  who  had  never  smoked  were  studied  in 
detail.  Nine  other  seizure  patients  were  excluded 
from  the  study  because  they  were  either  too  re- 
tarded, had  other  physical  problems,  or  had  such 
severe  psychiatric  problems  that  they  were  una- 
ble to  perform  the  pulmonary  function  test. 

Six  patients,  five  women  and  one  man,  who 
had  never  smoked  and  who  had  all  received  DPH 
for  18  or  more  years  had  additional  tests  per- 
formed. The  patients  ranged  in  age  from  26  to  50 
years.  The  following  studies  were  obtained  on  all 
patients:  medical  history  and  physical  examina- 
tion, complete  blood  count,  alpha-l-antitrypsin, 
antinuclear  antibody,  quantitative  immunoglob- 
ulin, serum  IgE,  chest  x-ray,  pulmonary  function 
test,  and  arterial  blood  gas  determination.  DLC0 
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was  determined  on  five  patients;  patient  No.  1 
was  unable  to  cooperate  for  the  study. 

The  possibility  of  associated  diseases,  congen- 
ital abnormalities,  and  an  environmental  influ- 
ence was  explored.  This  included  information 
about  hobbies,  pets,  type  of  heat  in  the  house, 
exposure  to  coal  dust  or  other  dusty  environ- 
ments, and  a history  of  smokers  in  the  home  as 
well  as  other  pertinent  occupational,  social,  and 
family  history. 

Control  patients  were  not  studied  since  pul- 
monary function  tests  are  based  on  control  sub- 
jects of  the  same  age  and  weight. 

Results 

In  the  nonsmoking  group,  three  patients  had 
no  other  associated  disease,  patient  No.  2 had  a 
congenital  bicuspid  aortic  valve,  patient  No.  3 had 
persistent  IgA,  IgG  and  IgM  deficiency,  and  pa- 
tient No.  1 was  obese,  being  123  lb  overweight. 
None  had  skeletal  deformities.  Table  1 lists  the 
results  of  the  tests  in  these  patients. 

All  had  abnormal  pulmonary  function  tests 
ranging  from  mild,  to  severe  restrictive  impair- 
ment and  moderate  airflow  limitation  with  nor- 
mal lung  volume  to  severe  airflow  limitation  with 
air  trapping.  The  Dlco  was  abnormal  in  two  pa- 


tients; patient  No.  1 could  not  perform  the  test. 
Arterial  oxygen  was  mildly  abnormal  in  three  with 
Po2  of  78. 4 ±.2.  The  chest  x-ray  was  normal  in 
four  patients,  while  two  showed  cardiomegaly.  An 
echocardiogram  on  patient  No.  3 revealed  a 
“probably  enlarged”  right  ventricle.  In  patient 
No.  2,  cardiac  catheterization  in  1981  showed 
mild  aortic  stenosis  and  insufficiency,  and  an  el- 
evated pulmonary  wedge  pressure. 

One  patient  had  gingival  hyperplasia;  another 
was  edentulous,  but  may  have  had  gingival  hy- 
perplasia prior  to  his  full  mouth  extraction.  Ma- 
crocytosis  was  present  in  one  patient.  Alpha-1- 
antitrypsin  and  ANA  were  normal  in  all  patients. 
Immunoglobulins  were  normal  in  one  patient 
while  serum  gammaglobulin  was  increased  in  two 
and  immunoglobulin  A,  G and  M decreased  in 
patient  No.  3.  Patient  No.  4 had  an  increase  in 
IgG,  IgA,  and  IgM;  serum  IgE  was  increased  in 
patient  No.  2. 

Patients  No.  6 and  No.  3 were  taken  off  DPH 
to  see  if  their  pulmonary  function  would  im- 
prove. Table  2 shows  the  observed  values  for 
pulmonary  function  while  taking  DPH,  and  that 
after  DPH  had  been  discontinued  for  27  and  22 
months  respectively.  The  observed  FEV!  im- 
proved in  both  patients,  from  1.0  L to  1.28  L for 
patient  No.  6 and  from  0.9  L to  1.06  L for  pa- 
tient No.  3.  The  total  lung  capacity  increased 


TABLE  1 

PULMONARY  FUNCTION  IN  NONSMOKING  PATIENTS 


Patient 

Age/Race/Sex 

FEV, 

L 

Observed 

FEV, 

% 

Predicted 

% 

Total 

FVC 

VC 

% 

TLC 

% 

No.  1 

26/W/F 

2.44 

76 

73 

74 

69 

No.  2 

42/B/F 

1.88 

68 

65 

66 

69 

No.  3A 

47/W/F 

.90 

38 

38 

38 

81 

No.  3BC 

47/W/F 

1.06 

48 

48 

57 

69 

No.  4 

36/W/F 

1.8 

66 

77 

74 

74 

No.  5 

44/B/F 

1.79 

72 

102 

100 

95 

No.  6A 

50/W/M 

1.0 

30 

40 

68 

104 

No.  6Bd 

50/W/M 

1.28 

31 

39 

67 

86 

RV 

% 

Yr 

on 

DPH 

Di-co 

% 

CXR 

Pulmonary  Function 

56 

18 

a 

Normal 

Mild  restrictive 

72 

29 

59b 

Cardiomegaly 

impairment 
Moderate  restrictive 

139 

29 

61b 

Cardiomegaly 

impairment 

Severe  airflow  limitation, 

93 

73 

29 

82 

Normal 

air  trapping 
Severe  restrictive 
impairment 

Restrictive  and  obstruc- 

80 

31 

(nl) 

83 

Normal 

tive  impairment 
Moderate  airflow 

176 

36 

(nl) 

126 

Normal 

limitation 

Severe  airflow  limitation, 

126 

(nl) 

air  trapping 

Severe  airflow  limitation, 
air  trapping 

aPatient  was  unable  to  perform  DLc0;  123  lb  overweight 
bModerate  reduction  diffusing  capacity 
cObtained  after  the  patient  had  not  received  DPH  for  22  months 
dObtained  after  the  patient  had  not  received  DPH  for  27  months 
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slightly  in  patient  No.  6,  from  6.23  L to  6.67  L, 
but  decreased  in  patient  No.  3 from  3.18  L to 
2.75  L.  The  vital  capacity  increased  in  both  from 
2.85  L to  3.47  L in  patient  No.  6 and  1.0  L to 
1.5  L in  patient  No.  3.  These  changes  were  not 
significant. 

There  was  no  suggestion  of  an  environmental 
cause.  Areas  looked  at  included  dusty  environ- 
ments and  exposure  to  birds  of  other  animals.  Al- 
though smokers  were  present  in  the  houses  of  three 
patients,  no  smokers  were  present  in  the  other  three 
homes;  smoke  was  believed  not  to  be  the  cause  or  a 
contributing  factor  in  this  study.  An  incidental 
finding  was  the  prior  use  of  coal  for  heating  by  four 
patients.  All  now  use  electric  heat. 

Table  3 lists  the  results  of  the  pulmonary  func- 
tion tests  in  the  smoking  patients.  Table  4 gives 
the  values  for  patients  not  taking  DPH.  Patient 
No.  20,  receiving  only  phenobarbital,  was  a 
nonsmoker  who  received  DPH  for  27  years;  her 
last  dose  of  DPH  was  three  years  prior  to  the 


TABLE  2 

PULMONARY  FUNCTION  IN  NONSMOKING  PATIENTS 
AFTER  SEVERAL  MONTHS  OFF  DPH 


Patient 

FEV, 

TLC 

RV 

VC 

Comment 

No.  3A 

0.9 

3.18 

1.71 

1.0 

On  DPH 

No.  3B 

1.06 

2.75 

1.24 

1.5 

Off  DPH  22  mo 

No.  6A 

1.0 

6.23 

2.73 

2.85 

On  DPH 

No.  6B 

1.28 

6.67 

3.2 

3.47 

Off  DPH  27  mo 

study.  Patient  No.  23  had  received  DPH  for  only 
a short  time,  and  her  pulmonary  problems  were 
probably  due  to  the  chemotherapy  she  received 
for  uterine  sarcoma.  Patient  No.  21,  a nonsmok- 
er, never  received  DPH,  her  seizures  having  been 
controlled  with  phenobarbital  alone.  Patient  No. 
22  was  a heavy  smoker  who  had  never  taken 
DPH. 

Table  5 lists  the  type  of  pulmonary  function 
abnormalities  and  the  years  on  DPH. 


TABLE  3 

PULMONARY  FUNCTION  IN  SMOKING  PATIENTS 


Patient 

Age/Race/Sex 

FEV, 

L 

Observed 

FEV, 

% 

Predicted 

% 

Total 

FVC 

VC 

% 

No.  7 

60/W/F 

1.38 

56 

63 

75 

No.  8 

63/W/M 

4.03 

128 

78 

99 

No.  9 

45/W/F 

2.1 

77 

72 

94 

No.  10 

30/W/F 

2.64 

94 

86 

86 

No.  11 

77/B/M 

.66 

35 

44 

62 

No.  12 

46/W/M 

1.15 

45 

43 

88 

No.  13 

64/W/M 

2.5 

86 

102 

102 

No.  14 

42/W/F 

2.3 

95 

78 

97 

No.  15 

52/W/M 

3.53 

85 

87 

76 

No.  16 

46/B/M 

2.46 

74 

91 

71 

No.  17 

43/W/F 

2.84 

103 

69 

120 

No.  18 

62/B/F 

1.51 

70 

87 

69 

No.  19 

50/W/F 

1.66 

68 

77 

72 

aStatus  post-mitral  valve  replacement 

bPipe  smoker  over  30  years 

cSmoked  for  one  year;  has  gingival  hyperplasia 


TLC 

RV 

Yr 

on 

% 

% 

DPH 

CXR 

Pulmonary  Function 

103 

151 

5 

Diffuse  prominent 
interstitial  markings 

Severe  airflow  limita- 
tion, air  trapping 

94 

80 

6 

Basal  fibrosis 

Normal 

87 

71 

7 

Normal 

Mild  airflow  limitation 

79 

66 

9 

Normal 

Decreased  MW  non- 
pulmonary,  304  lb 

81 

106 

9 

Normal 

Severe  airflow  limita- 
tion, air  trapping 

81 

82 

10 

Normal 

Severe  airflow  limita- 
tion, normal  lung 
volume 

117 

139 

10 

Hyperexpanded 

Small  airway  obstruc- 
tion, air  trapping 

112 

145 

10 

Normal3 

Mild  airflow  limitation, 
air  trapping 

80 

81 

20 

NormaP 

FRC  decreased,  MW 
secondary  to  nonpul- 
monary  factors 

78 

94 

21 

Normal 

Mild  restrictive3 

105 

78 

23 

Normal 

Mild  airflow  limitation, 
small  airway  disease 

64 

58 

24 

Normal 

Moderate  restrictive 
impairment 

75 

81 

32 

Diffuse  prominent 
interstitial  markings 

Mild  restrictive,  mod- 
erate obstructive 
impairment 
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TABLE  4 


PULMONARY  FUNCTION  IN  PATIENTS  NOT  ON  DPH 


FEV, 

FEV, 

% 

Yr 

L 

% 

Total 

VC 

TLC 

RV 

on 

Di-co 

Patient 

Sex/Race/ Age 

Obstructive 

Predicted 

FVC 

% 

% 

% 

DPH 

% 

CXR 

Pulmonary  Function 

No.  20 

57/W/F 

2.38 

103 

105 

92 

87 

82 

27 

91 

Normal 

Normal,  no  DPH  3 yr 

(nl) 

No.  21 

26/W/F 

2.86 

99 

82 

93 

87 

74 

None 

Normal 

One  cigarette,  mild 
decrease  in  FRC 

No.  22 

39/W/F 

1.88 

73 

76 

74 

77 

84 

None 

Smoker,  moderate  airflow 
limitation 

No.  23 

48/W/F 

1.40 

54 

52 

a 

Smoker,  severe 

obstructive  impairment 


a On  DPH  for  only  a short  time.  Received  adriamycin,  methotrexate,  and  cytoxan.  Patient's  cooperation  was  poor,  she  was  unable  to  perform  the  rest  of  the  tests.  Values 
consistent  with  severe  obstructive  impairment. 


Discussion 

Six  patients  currently  taking  DPH,  and  who 
had  received  the  drug  for  18  to  36  years,  dem- 
onstrated some  pulmonary  function  abnormali- 
ties when  compared  with  that  predicted  for  their 
age  and  weight.  These  patients  were  also  receiv- 
ing phenobarbital,  but  no  pulmonary  abnormali- 
ties have  been  reported  with  it.  Fifty  percent 
(3/6)  had  restrictive  type  lung  disease,  while  two 
had  severe  airflow  limitation  with  air  trapping; 
the  sixth  patient  had  moderate  airflow  limitation 
with  normal  lung  volume.  One  patient  had  both 
restrictive  and  obstructive  impairment.  A sev- 
enth nonsmoking  patient  had  taken  DPH  for  27 
years.  She  had  received  only  phenobarbital,  and 
not  DPH,  for  the  past  three  years.  Pulmonary 
function  tests  on  this  patient  demonstrated  nor- 
mal pulmonary  function  and  Dlco. 

In  Hazlett’s  group,1  only  23%  had  reduced 
lung  volumes.  Hazlett  stated,  “Forty-five  percent 
of  the  subjects  had  reduced  steady  state  diffusing 
capacities  (Dlco)  and  abnormal  blood  gas  ten- 


sion during  exercise.”1  The  reduced  lung  vol- 
umes in  Hazlett’s  group  were  of  the  type  that  ac- 
companies interstitial  lung  disease.  He  speculated 
that  fibrous  replacement  due  to  DPH  stimulation 
of  fibroblasts  might  explain  the  reduced  DLco  in 
half  his  subjects,  concluding  that  “subjects  start- 
ing therapy  with  DPH  before  eight  years  of  age 
exhibited  abnormalities  twice  as  often  as  those 
beginning  treatment  later  in  life.  Such  patients 
may  need  close  physiologic  monitoring.”  Hazlett 
also  found  that  “macrocytosis  and  abnormal  lung 
functions  occurred  together  with  remarkable  fre- 
quency.” 

In  this  present  study  patient  No.  4 was  started  on 
DPH  at  age  7 and  patient  No.  1 at  age  8.  An  associ- 
ation of  macrocytosis  and  abnormal  lung  function 
was  not  confirmed  in  this  small  group.  The  one  pa- 
tient who  exhibited  macrocytosis  was  found  to  have 
a low  serum  folate  level;  the  small  size  of  our  study 
may  account  for  this  difference.  The  DLC0  abnor- 
mality was  comparable  to  Hazlett’s  in  that  40% 
(2/5)  were  found  to  be  abnormal. 


TABLE  5 

PULMONARY  FUNCTION  TESTS  IN  SMOKERS  AND  NONSMOKERS  ON  DPH 


On  DPH  Less  Than  10  Years 

On  DPH  10  to  20  Years 

On  DPH  More  Than  20  Years 

Pulmonary  Function 

Smokers 

Nonsmokers 

Smokers 

Nonsmokers 

Smokers 

Nonsmokers 

Normal 

1 

Nonpulmonary 

1 

1 

Restrictive 

1 

2 

1 

Obstructive 

3 

3 

1 

3 

Restrictive  & 

Obstructive 

1 

1 
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Smith  et  al8  studied  21  epileptic  patients  who 
had  taken  DPH  for  2 to  17  years.  Five  had  lung 
abnormalities,  four  had  abnormal  airway  func- 
tion and  five  had  abnormal  alveolar  mixing,  but 
when  compared  to  epileptic  patients  on  other 
drugs  the  changes  were  not  statistically  signifi- 
cant. His  conclusion,  however,  was  that  “the  to- 
tal number  of  abnormal  results,  when  our  pa- 
tients are  considered  as  a group,  appears  higher 
than  expected  ...  it  is  possible  that  these  epi- 
leptic patients  have  developed  subtle  pulmonary 
changes.” 

Although  Low  and  Yahr3  had  a rather  large 
series  of  113  patients  that  showed  no  pulmonary 
changes  on  chest  x-ray,  they  did  not  perform  pul- 
monary function  tests.  Had  the  criteria  of  “in- 
creased pulmonary  markings”  been  the  sole  pa- 
rameter evaluated  in  the  present  study,  the  only 
patient  with  an  abnormal  chest  x-ray  who  would 
have  met  the  criteria  would  have  been  the  one 
with  congenital  aortic  stenosis  and  pulmonary 
edema  (patient  No.  2).  Although  patient  No.  3 
exhibited  cardiomegaly  due  to  right  ventricular 
hypertrophy,  she  had  no  abnormal  pulmonary 
markings,  and  her  panhypogammaglobulinemia 
was  probably  congenital,  since  the  IgA  level  did 
not  improve  after  DPH  was  discontinued.  Tran- 
sient IgA  deficiency  and  hypogammaglobuline- 
mia have  been  reported  in  patients  taking  DPH.9 

The  patients  in  this  study  have  been  taking 
DPH  longer  than  the  previously  studied  groups. 
Their  pulmonary  function  abnormalities  ranged 
from  mild  to  severe  restrictive  impairment  and 
moderate  airflow  limitation  with  normal  lung 
volume,  to  severe  airflow  limitation  with  air 
trapping.  The  one  patient  that  had  been  taking 
DPH  for  27  years  but  who  exhibited  normal  pul- 
monary function  three  years  after  having  discon- 
tinued taking  DPH  raised  the  possibility  that  the 
pulmonary  function  abnormalities  might  be  re- 
versible if  DPH  was  discontinued.  Medication  of 
two  patients  was  changed  to  carbamazepine,  and 
pulmonary  function  was  repeated  at  22  and  27 
months.  The  FEVj  and  vital  capacity  improved 


slightly  in  both  patients,  but  the  change  was  be- 
lieved not  to  be  significant. 

These  findings  of  abnormal  pulmonary  func- 
tion tests  in  all  six  nonsmoking  patients  appear 
higher  than  expected  and  would  suggest  that  some 
patients  receiving  long-term  DPH  therapy  (over 
18  years)  may  be  at  greater  risk  for  pulmonary 
function  abnormalities  than  is  currently  believed. 
Periodic  pulmonary  function  tests  might  be  jus- 
tified, along  with  discouraging  known  factors  that 
contribute  to  obstructive  and  restrictive  pulmo- 
nary disease. 

Conclusions 

Six  nonsmoking  epileptic  patients  who  had 
been  taking  DPH  for  18  to  36  years  demonstrat- 
ed pulmonary  function  abnormalities;  three  had 
restrictive  type  lung  disease,  two  had  severe  air- 
flow limitation  with  air  trapping,  and  one  had 
moderate  airflow  limitation  with  normal  lung 
volume.  The  Dlco  was  abnormal  in  two  patients. 
In  two  patients  who  discontinued  taking  DPH 
there  was  some  slight  improvement  in  pulmonary 
function  after  22  and  27  months  respectively.  This 
was  not  considered  significant. 

The  patients  in  this  study  have  been  taking 
DPH  longer  than  the  previously  studied  groups. 
These  findings  would  suggest  that  some  patients 
receiving  long-term  DPH  therapy  (over  18  years) 
may  be  at  greater  risk  for  pulmonary  function 
abnormalities  than  is  currently  believed,  r 
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Total  Ankle  Arthroplasty: 
A Review  of  37  Cases 

AMAL  KUMAR  DAS,  JR.,  M.D. 


Introduction 

This  paper  reviews  37  total  ankle  arthroplas- 
ties performed  by  a single  surgeon  over  a ten- 
year  period;  31  were  for  pain  due  to  osteoarthri- 
tis and  six  for  pain  due  to  rheumatoid  arthritis. 
Forty-eight  percent  satisfactory  results  were 
achieved  in  osteoarthritis  and  100%  in  rheuma- 
toid arthritis. 

In  1973,  Paul  C.  Thompson,  M.D.,  of  Chat- 
tanooga, designed  the  TPR  (Thompson-Park- 
ridge-Richards)  total  ankle  prosthesis  and  align- 
ment instrumentation  based  on  cadaveric 
dissections  (Figs.  1 and  2).  The  tibial  component 
is  of  ultra-high  molecular  weight  polyethylene, 
and  the  talar  component  is  constructed  of  Co- 
balt-Chromium.1 Two  sizes  are  available. 

Materials  and  Methods 

Using  an  anterior  approach  to  the  ankle,  the 
extensor  hallicus  longus  and  neurovascular  bun- 
dle are  retracted  medially  and  the  extensor  digi- 
torum  longus  laterally.  A spacer-drill  guide-tem- 
plate is  used  to  make  the  tibial  cut,  and  a drill 
guide-template  is  used  to  prepare  the  talus.  Min- 
imal bone  resection  is  required.  After  trials  are 
inserted  and  the  motion  checked,  the  tibial  com- 
ponent is  cemented  first  then  the  talar  compo- 
nent. 

Between  February  1975  and  July  1985,  54  TPR 
total  ankles  were  performed  on  51  patients  by 
Thompson.  At  least  one  year  of  follow-up  is 
available  in  37  of  these  54  arthroplasties.  The 
charts  were  reviewed  and  the  results  termed  sat- 
isfactory as  defined  by  Newton.2  Criteria  for  sat- 
isfactory results  are  (1)  little  or  no  pain,  and  the 
patient  was  satisfied  with  the  prosthesis;  (2)  no 
evidence  of  loosening  or  malposition  of  the  pros- 


From  the  Department  of  Orthopedic  Surgery,  University  of  Ten- 
nessee College  of  Medicine,  Chattanooga  Unit. 

Reprint  requests  to  Joint  Implant  Surgeons,  Inc.,  720  E.  Broad 
St.,  Columbus,  OH  43215  (Dr.  Das). 

682 


thesis;  (3)  additional  surgery  was  not  required. 
The  average  follow-up  was  four  years  ten  months 
(one  year  to  ten  years  five  months).  The  arthro- 
plasties were  performed  for  posttraumatic  os- 
teoarthritis in  29  cases  and  rheumatoid  arthritis 
in  six  cases.  The  two  other  cases  involved  flatten- 
ing of  the  talus  as  a result  of  poliomyelitis  in  one 
case,  and  congenital  malformation  in  the  other. 
These  two  cases  with  the  29  posttraumatic  cases 
constitute  the  “osteoarthritic”  group,  which  ac- 
counted for  84%  of  the  patient  population,  and 
16%  consisted  of  rheumatoid  patients. 

Results 

A review  of  the  results  indicated  that  they 
should  be  considered  by  etiology  for  analysis 
(Table  1). 


Figure  1.  TPR  ankle  joint  prosthesis.  The  tibial  component  is  at  the 
top,  and  the  talar  component  at  the  bottom. 
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The  average  age  of  the  osteoarthritic  patient 
was  45  (19  to  60  years);  48%  satisfactory  results 
were  achieved.  The  average  follow-up  was  four 
years  seven  months.  The  average  preoperative 
range  of  motion  was  17°  (5°  dorsiflexion  to  12° 
plantarflexion).  The  average  postoperative  range 
of  motion  was  37°  (10°  dorsiflexion  to  27°  plan- 
tarflexion). A 71%  complication  rate  was  en- 
countered. Six  patients  required  revision,  and 
four  of  those  ultimately  required  removal  of  the 
revision  prosthesis  and  fusion  of  the  ankle  joint. 

The  average  age  of  the  patients  with  rheuma- 
toid arthritis  was  58  years  (54  to  71  years).  Sat- 
isfactory results  were  achieved  in  100%  of  these 
patients.  The  average  follow-up  was  six  years  two 
months.  The  average  preoperative  range  of  mo- 
tion was  25°  (6°  dorsiflexion  to  19°  plantarflex- 
ion). The  average  postoperative  range  of  motion 
was  29°  (10°  dorsiflexion  to  23°  plantarflexion). 
There  was  only  one  complication  (Table  2). 

Discussion 

Fifteen  of  31  patients  with  osteoarthritis  (48%) 
had  satisfactory  results.  These  patients  func- 
tioned well,  many  of  them  on  their  feet  eight 
hours  a day.  These  results  are  comparable  to 
other  published  studies  (Table  3). 25  Newton2  re- 
ported 61%  satisfactory  results  in  patients  with 
osteoarthritis  as  did  Stauffer.3  The  criteria  used 
in  the  present  study  to  consider  a result  satisfac- 
tory were  strict  in  that  if  a second  procedure  was 


Figure  2.  A model  demonstrating  the  components  of  the  ankle  joint 
prosthesis  in  place. 


TABLE  1 

RESULTS 

Overall  21/37  (57%  satisfactory) 

Osteoarthritic  patients  15  31  (48%  satisfactory) 

Rheumatoid  patients  6/6  (100%  satisfactory) 


TABLE  2 

COMPLICATIONS 


Osteoarthritic 

Rheumatoid 

Complication 

Overall 

Patients 

Patients 

Any 

23/37  (62%) 

22/31  (71%) 

1/6  (16%) 

Impingement 

16/37  (43%) 

15/31  (48%) 

1/6  (16%) 

Aseptic  loosening 

8/37  (22%) 

8/31  (26%) 

0/6  ( 0%) 

Skin  slough 

4/37  (11%) 

4/31  (13%) 

0/6  ( 0%) 

Deep  infection 

3/37  (08%) 

3/31  (10%) 

0/6  ( 0%) 

Excess  cement 

3/37  (08%) 

3/31  (10%) 

0/6  ( 0%) 

Peroneal  tendonitis 

3/37  (08%) 

3/31  (10%) 

0/6  ( 0%) 

Other 

7/37  (19%) 

7/31  (23%) 

0/6  ( 0%) 

required,  even  for  a minor  problem,  the  result 
was  termed  unsatisfactory.  Five  patients  encoun- 
tered in  this  study  required  a second  procedure 
resulting  in  an  ankle  with  little  or  no  pain  with 
which  the  patient  was  satisfied,  yet  the  results 
were  considered  unsatisfactory  because  a second 
procedure  was  required.  Each  of  these  five  pa- 
tients required  excision  of  osteophytes  for  im- 
pingement, with  good  results.  Sixteen  of  31  pa- 
tients had  unsatisfactory  results.  In  11  of  these 
16  patients,  an  acceptable  ankle  was  attained  aft- 
er one  or  more  additional  procedures.  Despite 
all  efforts,  five  patients  continued  to  have  pain 
due  to  loosening  of  one  or  both  components  of 
the  prosthesis. 

Eleven  patients  ultimately  have  an  acceptable 
ankle  despite  unsatisfactory  results  from  total  an- 
kle arthroplasty.  Pain  was  alleviated  by  spur  ex- 
cision in  five,  fusion  in  four,  revision  in  one,  and 
heel  cord  lengthening  in  one. 

Of  the  16  unsatisfactory  results,  eight  were  the 
result  of  aseptic  loosening,  impingement  ac- 
counted for  five,  deep  infection  was  responsible 
for  two,  and  heel  cord  rupture  for  one.  Clearly, 
loosening  is  the  most  serious  problem  encoun- 
tered in  osteoarthritic  patients  in  this  study,  and 
over  26%  incidence  is  comparable  to  the  24% 
reported  by  Newton2  (Table  4). 

In  retrospect,  two  factors  may  have  signifi- 
cantly contributed  to  this  unsatisfactory  rate  of 
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TABLE  3 


TABLE  4 


REVIEW  OF  REPORTED  SATISFACTORY  RESULTS  REVIEW  OF  REPORTED  RATES  OF  ASEPTIC  LOOSENING 


Osteoarthritic  Rheumatoid 

Osteoarthritic 

Rheumatoid 

Author 

Follow-Up 

Overall 

Patients  Patients 

Author 

Overall 

Patients 

Patients 

Newton2 

36.2  mo 

25/50  (50%) 

21/34(61%)  4/10(40%) 

Newton2 

11/44  (25%) 

8/34  (24%) 

3/10  (30%) 

Stauffer3 

23.0  mo 

74/102  (72.5%) 

36/59  (61%)  38/43  (88%) 

Stauffer3 

9/102  (09%) 

— * 

— 

Lachiewicz4 

39.0  mo 

— * 

— 15/15(100%) 

Lachiewicz4 

— 

— 

1/15  (7%) 

Kirkup5 

84.0  mo 

12/21  (57%) 

— — 

Kirkup5 

6/20  (29%) 

— 

— 

Present  study 

59.0  mo 

21/37  (57%) 

15/31  (48%)  6/6  (100%) 

Present  study 

8/37  (22%) 

8/31  (26%) 

0/6  (0%) 

“Indicates  no  data  available  'Indicates  no  data  available 


loosening.  Two  types  of  total  ankle  prostheses  are 
currently  being  used,  single-axis  and  multi-axis 
(Fig.  3). 6 These  single-axis  prostheses  move  only 
in  the  flexion-extension  plane,  whereas  the  mul- 
ti-axis prostheses  allow  motion  in  both  the  flex- 
ion-extension and  the  inversion-eversion  planes; 
they  may  also  allow  some  rotation.  Some  authors 
feel  that  this  less  constrained  design  is  prefera- 
ble, as  it  should  be  associated  with  a lower  inci- 
dence of  loosening.7  8 

The  TPR  is  of  the  single-axis  type.  Perhaps  in 
osteoarthritic  patients,  who  are  likely  to  subject 
their  ankles  to  more  wear  than  rheumatoid  pa- 
tients, the  less  constrained  multi-axis  type  would 
be  preferable. 

The  second  factor  that  may  contribute  to  loos- 
ening is  the  non-metal  backed  tibial  component. 
It  is  well  known  in  total  knee  arthroplasty  that 
non-metal  backed  components  are  associated  with 
a higher  incidence  of  loosening  because  the  rel- 
atively deformable  polyethylene  component 
transfers  stresses  to  the  cement,  leading  to  loos- 
ening. 

All  six  of  the  patients  with  rheumatoid  arthri- 
tis had  satisfactory  results;  these  results  are  com- 
parable to  other  published  series  (Table  3).  The 
only  complication  seen  in  the  rheumatoid  group 
was  in  one  patient  who  had  impingement  at  the 
inferior  aspect  of  the  fibula  one  month  postop- 
eratively;  it  responded  to  short-term  enteral  ste- 
roid therapy.  These  results  do  not  seem  to  be 
deteriorating  with  time  as  the  average  follow-up 
is  over  six  years. 

Of  interest  is  the  fact  that  Stauffer  and  Lach- 
iewicz  achieved  88%  and  100%  satisfactory  re- 
sults respectively  in  rheumatoid  patients  using  a 
single-axis  prosthesis,  whereas  Newton  achieved 
satisfactory  results  in  only  four  of  ten  using  a 
multi-axis  prosthesis.  Stauffer  believes  that  a sin- 
gle-axis prosthesis  confers  less  risk  of  ankle  liga- 
ment injury,9  and  Evanski  and  Waugh10  have 


shown  that  ligamentous  instability  is  detrimental 
in  total  ankle  arthroplasty.  These  data  imply  that 
a relatively  constrained  prosthesis  like  the  single- 
axis type  is  preferable  to  the  multi-axis  type  in 
rheumatoid  arthritis. 

Ankle  arthrodesis  has  been  the  treatment  of 
choice  for  severe  ankle  arthritis  of  any  etiology, 
but  ankle  arthrodesis  has  more  disadvantages  in 
the  rheumatoid  patient  than  in  the  osteoarthritic 
patient.  Mazur  et  al11  have  shown  that  patients 
with  ankle  arthrodesis  require  compensation  by 
the  small  joints  of  the  foot  for  loss  of  motion, 
but  in  the  rheumatoid  patient  the  small  joints  of 
the  foot  cannot  compensate,  because  they,  too, 
are  participating  in  the  degenerative  process. 


Figure  3.  Type  1 total  ankle  is  a multi-axis  prosthesis  such  as  that 
used  by  Newton.  Multi-axis  prostheses  allow  motion  in  the  flexion- 
extension  and  in  the  inversion-eversion  planes.  They  may  also  allow 
some  rotation.  Type  2 total  ankle  is  a single-axis  prosthesis  such  as 
that  used  in  the  present  study  and  by  Stauffer  and  Lachiewicz  Sin- 
gle-axis prostheses  move  only  in  the  flexion-extension  plane  (repro- 
duced with  permission  from  Demottaz  et  al6). 
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Another  problem  is  that  arthrodesis  requires 
prolonged  cast  immobilization,  which  can  lead  to 
limitation  of  motion  and  even  ankylosis  of  the 
other  joints  in  the  foot.12  Thus  the  rheumatoid 
foot  may  not  be  able  to  compensate  for  arthro- 
desis of  the  tibio-talor  joint. 

Up  to  80%  satisfactory  results  have  been  re- 
ported in  ankle  arthrodesis  in  rheumatoid  pa- 
tients.13 Because  of  their  small  number  in  this 
study,  I reviewed  the  literature  (Table  3)  in  or- 
der to  obtain  a statistically  significant  number  for 
comparison.  Stauffer  reported  satisfactory  results 
in  38  of  43,  and  Lachiewicz  in  15  out  of  15  rheu- 
matoid patients  using  single-axis  arthroplasties.  In 
the  present  study  six  out  of  six  patients  obtained 
satisfactory  results  from  single-axis  total  ankle 
arthroplasty.  Thus,  59  of  64  (92%)  single-axis  to- 
tal ankle  arthroplasties  were  rated  as  satisfacto- 
ry. Further  studies  are  needed,  but  it  would  seem 
that  a relatively  constrained  total  ankle  arthro- 
plasty is  the  procedure  of  choice  for  severe  ankle 
pain  due  to  rheumatoid  arthritis. 

Conclusion 

Total  ankle  arthroplasty  in  osteoarthritic  pa- 
tients was  shown  to  be  satisfactory  in  only  48%, 
with  a complication  rate  of  71%.  Improvements 
in  the  prosthesis  will  be  needed  to  achieve  results 
comparable  to  ankle  fusion. 

In  rheumatoid  patients,  however,  since  the  rest 
of  the  joints  of  the  foot  are  diseased  as  well,  an 


ankle  fusion  is  not  tolerated  as  well  as  it  is  in  the 
osteoarthritic  foot.  Furthermore,  the  results  of 
total  ankle  arthroplasty  are  superior  in  rheuma- 
toid patients  to  those  achieved  in  osteoarthritic 
patients.  Ninety-two  percent  satisfactory  results 
were  achieved  in  64  single-axis  arthroplasties  in 
rheumatoid  patients  derived  from  a literature  re- 
view and  from  this  study.  Thus  total  ankle  ar- 
throplasty should  be  considered  for  the  patient 
with  rheumatoid  arthritis  of  the  ankle.  r T7 
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Bulla  Versus  Pneumothorax : 
A Diagnostic  Dilemma 

JERRY  WILLIAMS,  M.D.;  SCOTT  WILHOITE,  M.D.;  and  WILLIAM  M.  DRALLE,  M.D. 


Introduction 

The  improper  recognition  and  treatment  of 
pneumothorax  in  patients  with  chronic  obstructive 
pulmonary  disease  (COPD)  can  be  life-threaten- 
ing. Pneumothorax  can  be  easily  overlooked  be- 
cause its  signs  and  symptoms  often  resemble  those 
of  the  underlying  disease.14  Since  bullae  occur 
commonly  in  patients  with  COPD,4  a major  con- 
cern is  the  differentiation  of  bullae  from  pneumo- 
thorax. We  present  a case  that  illustrates  the  diffi- 
culty in  making  the  correct  distinction  between 
pneumothorax  and  bullae,  with  a review  of  roent- 
genogram findings  that  may  be  helpful  in  making 
the  correct  diagnosis. 

Case  Report 

On  Oct.  31,  1986,  a 47-year-old  man  with  a history  of 
peptic  ulcer  disease  and  a 60  pack-year  smoking  history  was 
brought  to  the  Veterans  Administration  Medical  Center  in 
acute  respiratory  distress  after  being  found  cyanotic  at 
home.  His  family  related  a history  of  progressive  dyspnea  on 
only  minimal  activity  over  the  last  few  months,  which  was 
recently  associated  with  a one-week  history  of  fever  and  pu- 
rulent sputum. 

On  arrival,  physical  examination  showed  a man  in  marked 
respiratory  distress  who  was  sweating  profusely  and  using  the 
accessory  muscles  of  respiration,  with  paradoxical  motion  of 
the  abdomen.  Vital  signs  revealed  a temperature  of  37°C,  pulse 
rate  120/min,  respirations  32/min,  and  blood  pressure  110/70 
mm  Hg.  There  was  jugular  venous  distension  of  7 cm  at  ap- 
proximately 30°.  Auscultation  of  the  lungs  revealed  no  appre- 
ciable breath  sounds  of  the  right  anterior  chest  with  de- 
creased breath  sounds  throughout  the  remaining  lung  fields. 
Tactile  fremitus  was  decreased  bilaterally,  and  both  lungs  were 
hyperresonant  to  percussion.  Heart  sounds  were  regular  but 
very  distant.  The  extremities  revealed  bilateral  cyanosis. 

Arterial  blood  gas  studies  revealed  a pH  of  7.19,  Pco2  of 
56  mm  Hg,  Po2  of  50.8  mm  Hg,  and  Hco,  of  20  mEq/L  while 
being  ventilated  with  manual  resuscitator.  Because  of  his  acute 
respiratory  failure,  endotracheal  intubation  was  performed. 
Chest  roentgenogram  was  initially  interpreted  as  showing  a 
right-sided  pneumothorax  (Fig.  1),  and  a chest  tube  was  in- 
serted into  the  right  pleural  space,  but  the  chest  roentgeno- 
gram following  chest  tube  placement  revealed  no  change  in 
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the  presumed  pneumothorax  (Fig.  2);  hence  it  was  consid- 
ered that  the  presumed  pneumothorax  was  probably  a bulla, 
rather  than  a pneumothorax.  The  chest  tube  was  removed 
and  the  patient  was  transferred  to  the  intensive  care  unit. 

After  arrival  in  the  intensive  care  unit,  the  patient  was 
treated  with  intravenous  aminophylline,  solumedrol,  and  ag- 


Figure  1.  Large  radiolucency  in  the  right  upper  lung  field  presumed 
to  be  pneumothorax. 


Figure  2.  Following  chest  tube  insertion  there  is  no  change  in  the 
radiolucency  in  the  right  upper  lobe. 
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gressive  pulmonary  toilet,  and  cefuroxime  (Zinacef)  was  pre- 
scribed based  upon  finding  gram-negative  coccobacillary  forms 
on  sputum  gram  stain;  Haemophilus  influenzae  was  con- 
firmed by  culture.  EKG  revealed  P pulmonale  and  right  axis 
deviation;  serial  cardiac  enzymes  failed  to  show  evidence  of 
acute  infarction.  Alpha-l-antitrypsin  level  was  normal.  The 
patient  improved  clinically  and  was  weaned  from  the  venti- 
lator, but  a few  days  later  his  clinical  situation  deteriorated, 
with  a new  infiltrate  on  chest  x-ray,  which  required  reintu- 
bation. Thereafter,  the  patient  received  multiple  courses  of 
antibiotics  for  recurrent  episodes  of  nosocomial  pneumonia 
that  resulted  in  ventilator  dependence. 

On  May  6,  1987,  the  patient  developed  hematemesis  due  to 
gastritis  which  required  discontinuation  of  subcutaneous  hepa- 
rin, and  three  days  later  he  suddenly  developed  hypoxemia  fol- 
lowed by  cardiopulmonary  arrest.  Autopsy  revealed  a large 
pulmonary  embolus  in  the  right  main  pulmonary  artery  with  in- 
farction of  the  right  lower  lobe.  There  was  severe  bullous  em- 
physema in  both  upper  lobes  of  the  lungs;  the  largest,  located  in 
the  right  upper  lobe,  was  10  cm  in  diameter. 

Discussion 

In  patients  with  a known  history  of  COPD  with 
chest  pain  and  dyspnea,  the  possibility  of  pneu- 
mothorax should  always  be  considered.14  The 
major  diagnostic  concern  is  the  distinction  of  a 
pneumothorax  from  a large,  thin-walled,  air-con- 
taining bulla. 

The  clinical  presentation  of  patients  with 
spontaneous  pneumothorax  is  usually  character- 
ized by  acute  onset  of  pleuritic  chest  pain  and 
dyspnea  which  can  be  severe  in  patients  with 
chronic  respiratory  insufficiency.14  Dines  et  al1 
reported  dyspnea  in  all  patients  with  a history  of 
moderately  severe  airflow  obstruction  with  spon- 
taneous pneumothorax.  Seventy-four  percent  had 
chest  pain  on  the  same  side  of  the  pneumotho- 
rax; in  addition,  five  patients  were  cyanotic  and 
four  patients  were  hypotensive. 

The  physical  findings  in  the  emphysematous 


patient  who  develops  a spontaneous  pneumo- 
thorax can  be  very  elusive.  These  patients  al- 
ready have  decreased  breath  sounds  and  tactile 
fremitus.  Both  lungs  are  hyperexpanded  and  hy- 
perresonant to  percussion.  Therefore,  when  a 
pneumothorax  occurs,  differences  in  the  physical 
examination  may  not  be  obvious.14 

The  differentiation  of  pneumothorax  from 
bulla  can  be  very  difficult,  as  illustrated  in  our 
case.  An  expiratory  film  to  decrease  lung  volume 
will  increase  the  percentage  of  hemithorax  occu- 
pied by  air  and  will  generally  show  enlargement 
of  the  pneumothorax  but  not  of  the  bulla.2  A lat- 
eral decubitus  film  with  the  affected  side  superi- 
or will  allow  the  free  air  in  the  pleural  space  to 
rise  in  pneumothorax.  There  will  be  no  change 
with  intrathoracic  collections  of  air  such  as  a bul- 
la. Light5  reported  that  the  visceral  pleural  line 
with  a pneumothorax  is  usually  aligned  in  a con- 
vex manner  toward  the  lateral  chest  wall,  where- 
as the  pleural  line  with  a large  bulla  is  usually 
concave  toward  the  lateral  chest  wall. 

In  summary,  patients  with  bullous  emphysema 
can  present  a diagnostic  challenge  in  attempting 
to  distinguish  pneumothorax  from  bullae.  The 
roentgenographic  findings  as  previously  dis- 
cussed may  be  helpful  in  the  differentiation^ 
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REPORT  ON  HIGH  BLOOD  PRESSURE  AVAILABLE 

The  National  Heart.  Lung,  and  Blood  Institute  (NHLBI)  is  pleased  to  make  available  The  1988 
Report  of  the  Joint  National  Committee  on  Detection , Evaluation,  and  Treatment  of  High  Blood  Pressure 
(JNC  IV).  The  report  was  recently  released  by  the  coordinating  committee  of  the  National  High  Blood 
Pressure  Education  Program,  a program  sponsored  by  the  NHLBI.  This  represents  the  fourth  in  a series 
of  these  reports  which  have  provided  physicians  and  other  health  professionals  with  updated  therapy 
recommendations  for  more  than  a decade. 

JNC  IV  reviews,  updates,  and  expands  the  1984  recommendations  for  controlling  hypertension.  The 
new  report  translates  the  results  of  the  latest  clinical  trials  to  medical  practice;  addresses  the  needs  of 
special  populations;  examines  factors  that  influence  the  cost  of  care:  and  provides  additional  guidelines 
for  managing  high  blood  pressure  in  the  presence  of  cardiovascular  diseases  and  other  coexisting  medical 
conditions.  It  is  intended  as  a guide  for  practicing  physicians  and  other  health  professionals  in  their  care 
of  hypertensive  patients  and  as  a reference  for  those  participating  in  the  many  community  HBP  control 
programs  throughout  the  country. 

A copy  of  JNC  IV  may  be  obtained  free  of  charge  by  contacting:  The  National  High  Blood  Pressure 
Education  Program.  Information  Center,  4733  Bethesda  Ave..  Suite  530.  Bethesda.  MD  20814;  Phone 
(301)  951-3260. 
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Or  do  you  know  someone 
who  is? 

Saint  Albans  Psychiatric 
Hospital  in  Radford, 
Virginia  has  been  helping 
people  deal  with  life  since 
1916.  We  offer  comprehen- 
sive programs  for  adults 
and  adolescents  in  chemi- 
cal dependency,  eating 
disorders,  depression,  out- 
of- control  behavior  and 
other  life  problems— all 
supervised  by  a skillful 
and  compassionate  staff. 

When  you  know  someone 
in  need  of  psychiatric  help, 
call  Saint  Albans. 

We  build  real  smiles. 


hi  Virginia:  R800-572-3120 
Outside  Virginia:  V 800-368-3468 
P.O.  Box  3608  Radford,  Va.,  24143 


Radford  .Virginia 


Saint  Albans 
Psychiatric  Hospital 


Special  Item 


In  the  Eye  of  the  Beholder 

MARVIN  G.  GREGORY,  M.D.,  J.D. 


Six  blind  men  visit  an  elephant;  each  touches  the  animal  in  a 
different  place,  and  therefore  each  perceives  the  elephant 
differently. 

— Ancient  Fable  of  India 


At  the  1987  commencement  exercises  of  the  Nash- 
ville School  of  Law,  renowned  attorney  James  F.  Neal 
admonished  the  class  that  we  were  entering  a profes- 
sion wherein  we  would  be  both  disliked  and  mistrust- 
ed. It  was  rather  disconcerting  to  hear  such  open  ac- 
knowledgment of  the  low  public  esteem  for  attorneys. 
Deeper  reflection,  however,  suggested  that  diminution 
in  the  glow  of  the  traditional  trust  and  respect  for  the 
medical  profession  might  account,  at  least  in  part,  for 
the  presence  of  three  physicians  in  a class  of  70  law 
students. 

In  The  Outline  of  History,  English  historian  and  so- 
ciologist Herbert  G.  Wells  attributes  antipathy  among 
mankind,  which  would  include  animosity  toward  and 
between  the  learned  professions,  to  a desultory  pro- 
cess of  evolution.  “The  fears  and  jealousies  of  the 
squatting  place  and  the  cave  still  bear  their  dark  blos- 
soms in  our  lives,”  says  Wells.  “We  are  not  four 
hundred  generations  yet  from  the  old  Stone  Age.” 
United  States  Supreme  Court  Justice  Benjamin  Car- 
dozo,  addressing  the  New  York  Academy  of  Medicine 
some  60  years  ago,  introduced  his  remarks  by  tracing 
the  lineage  of  the  medical  and  legal  professions  to  a 
common  origin  of  the  priesthood.  “Our  professions — 
yours  and  mine — medicine  and  law— have  divided  with 
the  years,”  says  Justice  Cardozo,  “yet  they  were  not 
far  apart  at  the  beginning.  There  hovered  over  each 
the  nimbus  of  a tutelage  that  was  supernatural,  if  not 
devine.  To  this  day  each  retains  for  the  other  a trace 
of  the  thaumaturgic  quality  distinctive  of  its  origin.  The 
physician  is  still  the  wonder-worker,  the  soothsayer,  to 
whose  readings  of  the  entrails  we  resort  when  hard 
beset.  We  may  scoff  at  him  in  health  but  we  send  for 
him  in  pain.  The  judge,  if  you  fall  into  his  clutches,  is 
still  the  Themis  of  the  Greeks,  announcing  mystic 
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dooms.  You  may  not  understand  his  words,  but  their 
effects  you  can  be  made  to  feel.  Each  of  us  is  thus  a 
mystery  to  the  other,  a power  to  be  propitiated  in  pro- 
portion to  the  element  within  it  that  is  mystic  or  un- 
known.” 

Assuming,  arguendo,  the  priesthood  as  a common 
origin  for  law  and  medicine,  consider  the  possibility  of 
a common  termination,  a common  destination,  a com- 
mon quest,  or  a common  goal  for  the  two  professions. 
A reasonable  teleology  of  the  priesthood  may  be  to 
establish  the  will  of  the  Creator,  and  there  are  those 
who  say  that  the  common  quest  for  law  and  medicine 
is  a search  for  the  rule  of  order,  the  rule  of  health  and 
of  disease.  Viewed  in  this  light,  we  begin  to  assimilate 
a picture  wherein  law  and  medicine  supplement  each 
other,  and  neither  would  be  complete  without  the  oth- 
er. Unquestionably,  differences,  disagreements,  and 
incompatibilities  exist  between  the  professions,  but  do 
not  these  differences  reflect  nuances  of  form  and  not 
of  substance? 

When  medicine  and  law  are  considered  collectively, 
the  perspective  may  be  more  harmonious  than  when 
either  is  viewed  individually.  For  example,  consider  the 
benison:  America  cares  for  her  indigent.  What  care 
must  be  provided  the  indigent?  Physicians  know  that 
a minuscule  amount  of  topical  erythromycin  to  the  eyes 
of  a newborn  prevents  gonorrheal  ophthalmia,  which 
if  untreated  may  lead  to  blindness.  Surely,  this  modi- 
cum of  preventive  medicine  should  be  available  to  all 
newborn.  The  brotherhood  of  man  deserves  no  excep- 
tions. However,  attorneys — and  all  sentient  individu- 
als— know  that  law  and  order  is  the  sine  qua  non  of 
the  American  way  of  life.  So  inherent  to  law  and  order 
is  the  right  of  an  indigent  accused  to  counsel,  that  this 
protection  is  guaranteed  by  the  Bill  of  Rights  amend- 
ments to  our  Constitution. 

As  we  become  more  knowledgeable,  more  sophis- 
ticated, more  civilized,  the  services  each  has  to  offer, 
attorney  and  physician,  become  more  complex,  and, 
accepting  finite  resources  as  a reality,  conflict  of  inter- 
ests become  inevitable.  I do  not  propose  to  possess  a 
solution  to  these  conflicts,  but  I am  persuaded  that  a 
solution  does  exist,  and  I submit  that  education,  which 
leads  to  enlightenment  and  eschews  ignorance,  fear, 
prejudice,  hate,  greed,  and  envy,  is  the  key.  /~~  ^ 
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A PRESCRIPTION 
FOR  PHYSICIANS 

_ BOTHERED  BY:  

★ Too  much  paperwork?  * The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

+ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

Capt  Martin 
(501)985-2311 
Collect 


Medical  Grand  Rounds 


Rocky  Mountain  Spotted  Fever 
(American  Tick  Typhus) 

ROBERT  E.  MORRISON,  M.D.;  DANNY  J.  LANCASTER,  M.D.;  and  WALLY  R.  SMITH,  M.D. 


Case  Report 

A 26-year-old  white  woman  came  to  the  University  of 
Tennessee  Medical  Center  complaining  of  severe  headaches 
and  fever  that  began  while  she  was  on  a camping  trip  in  the 
East  Tennessee  mountains.  She  had  been  well  until  six  days 
earlier  when,  while  hiking  through  the  forest,  she  developed 
a generalized,  throbbing  headache  that  persisted  despite  ibu- 
profen.  She  awoke  the  following  day  with  an  erythematous 
rash  on  her  arms;  over  the  next  24  hours  it  spread  to  involve 
her  entire  body,  sparing  only  her  face,  and  her  temperature 
rose  to  102°F  to  103°F.  Seventy-two  hours  after  the  onset  of 
these  symptoms  she  experienced  rigors  and  generalized  myal- 
gias and  sought  medical  attention.  Upon  specific  questioning, 
she  recalled  a tick  bite  that  had  occurred  four  days  before 
her  illness.  She  denied  eye  complaints,  sore  throat,  chest  pain, 
shortness  of  breath,  abdominal  pain,  diarrhea,  dysuria,  or 
hematuria.  She  was  in  the  fourth  day  of  her  menstrual  period 
and  was  using  tampons. 

Her  past  medical  history  was  unremarkable.  She  took  no 
medications,  and  did  not  use  tobacco,  alcohol,  or  drugs.  When 
examined,  she  was  a fully  conscious,  cooperative,  and  alert 
young  woman  in  moderate  distress  from  her  headache.  Her 
temperature  was  102. 2°F  orally,  blood  pressure  110/70  mm 
Hg,  both  sitting  up  and  lying  down,  pulse  90/min,  respira- 
tions 16/min.  An  erythematous  maculopapular  rash  was  pres- 
ent over  her  arms,  legs,  chest,  and  abdomen,  but  there  were 
no  petechiae  or  ecchymoses.  A few  tender  vesicular  lesions 
were  present  in  her  mouth.  Her  neck  was  supple.  Lung,  car- 
diovascular, abdominal  and  neurologic  examinations  were 
negative.  Initial  laboratory  results  showed  a sodium  of  138 
mEq/L,  potassium  3.5  mEq/L,  chloride  108  mEq/L,  Co2  25 
mEq/L,  glucose  145  mg/dl,  creatinine  1.0  mg/dl,  BUN  6 mg/ 
dl.  The  WBC  count  was  1,800/cu  mm  with  a differential  of 
46%  band  forms,  32%  segmented  neutrophils,  9%  lympho- 
cytes, and  3%  monocytes,  and  platelet  count  was  112,000/cu 
mm.  The  hemoglobin  was  12.2  gm/dl,  and  hematocrit  was 
36%,  with  normal  indices.  Urinalysis  was  normal,  with  no 
pyuria.  On  lumbar  puncture,  the  spinal  fluid  contained  no 
white  cells,  two  red  cells,  a total  protein  of  25  mg/dl,  and  a 
glucose  of  63  mg/dl.  A gram  stain  showed  no  organisms.  She 
was  admitted  to  the  hospital  and  treatment  was  begun  with 
tetracycline  500  mg  every  six  hours. 

Forty-eight  hours  following  initiation  of  tetracycline  ther- 
apy her  condition  had  dramatically  improved,  with  resolution 
of  her  headache  and  a decline  in  her  fever,  though  the  rash 
persisted.  Initial  Weil-Felix  reaction  performed  on  admission 
showed  a Proteus  OX-K  titer  of  1:40,  OX-2  of  1:20,  and  OX- 
19  of  1:20.  Cultures  of  blood,  urine,  CSF,  throat,  and  vagina 
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were  unremarkable.  After  48  hours  of  therapy  her  electro- 
lytes remained  normal,  and  her  WBC  count  had  risen  to  4,100/ 
cu  mm,  with  a differential  count  of  7%  band  forms,  45% 
segmented  neutrophils,  30%  lymphocytes,  14%  monocytes, 
2%  eosinophils,  and  2%  basophils;  platelet  count  rose  slight- 
ly to  153,000/cu  mm.  She  was  discharged  to  complete  a 10- 
day  course  of  oral  tetracycline  therapy,  and  at  follow-up  three 
weeks  later  her  physical  examination  was  within  normal  lim- 
its and  her  skin  rash  had  completely  resolved  without  desqua- 
mation. Convalescent  Weil-Felix  titers  obtained  an  OX-K  of 
1:20,  OX-2  of  1:80,  and  OX-19  of  1:1,640.  Her  WBC  count 
remained  stable  at  4,100/cu  mm,  a hematocrit  of  42%,  and  a 
platelet  count  of  168,000/cu  mm. 

American  Tick  Typhus 

In  1971,  Alan  Peters  pointed  out  that  the  term 
Rocky  Mountain  spotted  fever  is  a misnomer  that  may 
lead  to  serious  errors  in  both  thought  and  medical 
practice.1  First,  the  disease  bearing  the  name  Rocky 
Mountain  spotted  fever  is  seen  predominantly  on  the 
Eastern  Seaboard,  and  is  uncommon  in  the  Rocky 
Mountain  region.  Second,  although  the  disease  is  called 
spotted  fever,  it  often  begins  without  a rash  as  a ty- 
phus-like disease  ( typhus  is  Greek  for  stupor,  arising 
from  fever).  Thus  the  name  Rocky  Mountain  spotted 
fever  denotes  both  the  wrong  geography  and  the  wrong 
clinical  syndrome  to  physicians  attempting  an  accurate 
early  diagnosis.  Rather,  the  preferred  new  name, 
American  tick  typhus  (ATT)  avoids  the  misleading 
geographic  reference,  indicates  the  important  vector 
association,  and  signifies  that  fever  and  confusion  may 
occur  at  the  onset  of  the  disorder. 

The  organism  responsible  for  this  disease  is  a 
.2  x .2  x .3  micron,  obligate  intracellular  rickettsial 
parasite  that  possesses  both  DNA  and  RNA  and  can 
reproduce  only  within  the  substance  of  a cell.  Like  all 
of  the  pathogenic  rickettsii  except  that  causing  Q fe- 
ver, it  is  transmitted  via  an  insect  vector.  Even  though 
we  prefer  the  newer  more  clinically  useful  name,  bio- 
logically the  rickettsii  are  grouped  according  to  the  site 
of  cellular  proliferation.  In  the  spotted  fever  group, 
including  ATT  organisms,  proliferation  occurs  within 
both  the  nucleus  and  the  cytoplasm;  in  the  typhus  group 
it  occurs  only  in  the  cytoplasm.2 
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The  vector  of  the  disease  is  the  tick;  thus  an  under- 
standing of  the  habits  of  ticks  allows  an  explanation  of 
much  of  the  epidemiology  of  the  disease.  For  exam- 
ple, while  Dermacentor  andersoni,  the  hard  wood  tick 
of  the  Rocky  Mountains,  is  the  most  common  vector 
in  that  region  of  the  country,  Dermacentor  variabilis, 
the  dog  tick,  is  the  most  important  vector  in  the  south- 
eastern United  States.  Suburbanization  has  resulted  in 
larger  numbers  of  people  living  and  playing  in  range 
land,  causing  greater  exposure  to  the  dog  tick,  which 
prefers  the  low  scrubby  shrubs  where  children  like  to 
play  and  dogs  like  to  run.34 

Hyperendemic  “hot  spots”  occur  where  almost  all 
dog  ticks  harbor  the  rickettsii,  as  compared  to  an  av- 
erage carriage  rate  of  22%  elsewhere.5 

Ixodid  ticks,  which  serve  as  the  vector  for  Lyme 
disease,  may  also  occasionally  transmit  ATT  rickett- 
sia,  as  may  the  lone  star  tick  of  Texas.  Thus,  ATT 
occurs  in  almost  every  state  except  Maine,  Hawaii  and 
Alaska,  but  most  commonly  in  the  southeastern  United 
States,  Kansas,  and  Oklahoma. 

The  disease  is  most  common  in  April  through  Oc- 
tober, which  coincides  with  the  adult  tick  season.  Ticks 
may  transmit  the  organism  transovarially,  and  more- 
over, 16  different  mammals  and  18  different  birds  may 
harbor  rickettsii;  human  beings  are  an  incidental  host.6 

History 

American  tick  typhus  was  first  described  in  1890  by 
Maxey,  who  called  it  the  spotted  fever  of  Idaho.  In 
1906,  Dr.  Howard  Taylor  Ricketts  identified  and  stud- 
ied the  organism  named  after  him  by  recovering  it  from 
ticks  of  the  Bitter  Root  River  Valley  in  Montana, 
where  Indians  avoided  one  side  of  the  river  for  fear  of 
the  fatal  spotted  fever  of  the  region.7  Until  the  1930s 
reports  of  the  disease  remained  confined  to  the  Rocky 
Mountains,  but  in  recent  decades  the  disease  has  be- 
come increasingly  prevalent  along  the  southern  Atlan- 
tic Seaboard. 

Pathology 

R rickettsii  is  capable  of  penetrating  host  cell  plas- 
ma membranes  both  internally  and  externally.  This 
ability  to  traverse  host  cell  membranes  results  in  early 
penetration  of  the  non-phagocytizing  endothelial  cells.8 
The  disease  process  thus  involves  the  endothelium  of 
small  arterioles,  and  the  rash  is  a product  of  wide- 
spread endothelial  involvement. 

Early,  a blanching  rash  may  be  seen,  and  as  the 
infection  progresses,  platelet  thrombi  form  and  dis- 
seminated intravascular  coagulation  (DIC)  occurs,  re- 
sulting in  vessel  occlusion  and  necrosis.  At  this  time, 
usually  in  the  second  week,  the  rash  becomes  hemor- 
rhagic and  diffuse,  and  the  resulting  altered  vascular 
permeability  leads  to  edema,  which  may  eventuate  in 
non-cardiogenic  pulmonary  edema,  especially  if  the 
physician  is  overzealous  in  fluid  replacement.  Glomer- 
ulonephritis can  occur,  and  acute  tubular  necrosis  may 
result  in  renal  failure.  There  may  be  diffuse  infarction, 
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and  ring  hemorrhages  with  necrosis  of  the  spleen,  liv- 
er, and  adrenal  glands  are  classic  findings  of  fatal  ATT. 
The  lungs  and  spleen  have  the  highest  titer  of  orga- 
nisms, probably  because  of  their  filteration  function. 
Walker9  has  described  a fulminant  form  of  the  disease 
in  patients  having  glucose-6-phosphate  dehydrogenase 
deficiency.  Pathologically,  the  vasculitis  resembles  that 
of  lupus  erythematosus  or  syphilis,  with  perivascular 
mononuclear  cell  infiltration  predominating,  until  later 
in  the  disease,  when  necrosis  is  associated  with  a poly- 
morphonuclear predominance. 

Clinical  Spectrum 

Serologic  studies  demonstrate  that  large  numbers 
of  children  who  have  never  had  the  disease  have  spe- 
cific antibodies.  In  some  regions  as  many  as  20%  of 
children  show  evidence  of  infection,  many  of  whom 
must  have  recovered  without  specific  treatment.  The 
severest  form  of  the  disease  occurs  in  individuals  over 
50,  where  diagnosis  may  be  most  difficult. 

Fever.  Almost  100%  of  patients  with  ATT  have  fe- 
ver, usually  from  the  beginning  of  the  illness;  shaking 
chills  indicate  necrosis,  with  release  of  lymphokines  into 
the  circulation.  These  cytokines  have  been  noted  to 
actually  kill  the  causative  rickettsii.10  Fever  is  high  and 
spiking,  with  variable  morning  remissions.  The  high 
afternoon  fever  appears  like  that  of  sepsis,  resulting  in 
inappropriate  use  of  broad-spectrum  antibiotics,  most 
of  which  are  inactive  against  rickettsii. 

Headache  is  a common  and  prominent  early  symp- 
tom, and  may  provide  a clue  to  the  diagnosis.  Even 
though  influenza  and  many  other  diseases  may  cause 
headache  early,  the  syndrome  of  headache  and  fever 
occurring  in  the  proper  season,  together  with  a history 
of  a recent  tick  bite,  can  lead  to  the  correct  diagnosis. 
Myalgia  and  malaise  also  occur  early.11 

Rash.  Approximately  90%  of  patients  develop  a 
rash,  although  fulminant,  fatal  cases  sometimes  occur 
without  a rash.12  The  time  of  the  onset  of  the  rash  de- 
pends upon  the  size  of  infecting  rickettsia  dose.  The 
characteristic  rash  occurs  on  the  palms  and  soles  about 
82%  of  the  time,  first  as  rose  colored,  blanching  ma- 
cules on  the  hands,  feet  and  ankles;  it  may  be  first 
noticed  on  the  inner  aspects  of  the  wrists  and  around 
the  ankles  below  sock  line.  Later  it  may  become  pe- 
techial. Such  a rash  may  be  the  only  clue  to  the  diag- 
nosis when  it  occurs  in  a febrile,  obtunded  individual. 

Other  Clinical  Findings.  Localized  (or  generalized) 
lymphadenopathy  may  be  observed  resulting  in  a tu- 
laremic picture.  Nontender  hepatosplenomegaly  oc- 
curs but  jaundice  is  rare.  As  many  as  40%  of  children 
with  ATT  will  have  neurologic  signs.  The  central  nerv- 
ous system  vasculitis  may  cause  serious  neurologic  se- 
quelae even  with  appropriate  treatment.  Stupor  and 
delirium  are  seen  in  about  20%,  and  recovery  is  rare 
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if  it  progresses  to  coma.  The  spinal  fluid  usually  has 
only  a few  cells,  with  a normal  sugar  and  a slightly 
elevated  protein.  Patients  may  have  meningismus,  but 
neck  pain  is  more  often  due  to  tender  strap  muscles 
around  the  neck  than  to  actual  meningeal  irritation. 

Gastrointestinal  symptoms  are  common.  Investiga- 
tors from  South  Carolina  have  reported  nausea  and 
vomiting  in  56%  of  patients  and  abdominal  pain  in  34%. 13 
Muscle  necrosis  is  probably  common,  and  the  CPK  is 
usually  elevated.  Vasculitis  and  myonecrosis  of  anterior 
abdominal  muscles  may  also  cause  severe  abdominal 
pain,  suggesting  an  acute  abdomen.  Localized  vasculitis 
may  also  lead  to  cholecystitis  or  appendicitis.14 15 

Laboratory  Tests 

The  WBC  count  is  variable,  with  leukopenia  char- 
acteristically occurring  early.  Later,  with  diffuse  vas- 
culitis a polymorphonuclear  leukocytosis  may  develop, 
mimicking  an  acute  bacterial  infection.  The  initial 
platelet  count  is  depressed  in  about  half  of  the  pa- 
tients, but  if  untreated,  all  patients  will  have  a de- 
pressed platelet  count  by  the  second  week. 

The  SGOT  is  usually  higher  than  the  SGPT,  mim- 
icking obstructive  or  alcoholic  hepatitis,  although  the 
SGOT  in  ATT  is  predominantly  of  muscle  origin,  and 
not  hepatic. 

The  Weil-Felix  test  can  provide  helpful  evidence  to 
assist  in  diagnosis.  The  Weil-Felix  test,  developed  in 
Poland  in  1910,  is  based  on  the  cross  reaction  of  ty- 
phus serum  antibodies  to  proteus  antigens.  This  phe- 
nomemon  was  used  by  Polish  physicians  during  World 
War  II  to  mislead  German  occupation  forces.  By  in- 
jecting patients  with  heat  killed  Proteus,  false-positive 
Weil-Felix  titers  were  induced,  leading  the  Germans 
to  avoid  large  areas  for  fear  of  endemic  typhus.16 

With  ATT  the  Weil-Felix  test  becomes  positive  in 
the  second  week,  although  early  antibiotic  treatment 
may  blunt  the  reaction. 

Specific  diagnosis  of  ATT  may  be  confirmed  with 
the  greatest  sensitivity  by  obtaining  acute  and  conva- 
lescent sera  for  immunofluorescent  antibodies  (IFA). 
The  complement  fixation  (CF)  test  is  more  likely  to  be 
influenced  by  treatment  and  may  rise  later  in  the  course 
of  the  disease.  Experimental  immunofluorescence  of 
rickettsii  in  skin  biopsy  specimens  has  identified  orga- 
nisms as  early  as  the  fourth  day  of  the  illness,  and  may 
be  useful  clinically.17 

Differential  Diagnosis 

Differential  diagnosis  of  a rash  of  the  palms  and 
soles  includes  staphylococcal  sepsis  and  viral  exan- 
thems such  as  that  seen  in  Coxsackie  or  ECHO  virus 
infections.  Syphilis  may  cause  a similar  rash,  but  pa- 
tients with  secondary  syphilis  are  not  as  ill  as  those 
with  ATT,  and  the  VDRL  is  almost  always  positive. 
Meningococcemia  may  resemble  ATT,  as  may  over- 
whelming pneumococcal  sepsis  in  the  asplenic  patient, 
but  these  diseases  generally  have  a more  explosive 


course.  Meningococcemia  becomes  purpuric  and  mar- 
bled within  24  to  48  hours  of  onset,  whereas  that  of 
Rocky  Mountain  spotted  fever  becomes  hemorrhagic 
only  after  four  to  eight  days  of  disease.  The  fatality 
rate  of  ATT  in  this  form  is  very  high,  and  associated 
with  diffuse  vasculitis  and  multiple  organ  failure. 

The  coryzal  syndrome  that  occurs  with  measles  is 
not  common  in  ATT,  though  atypical  measles  may 
cause  a rash  on  the  palms  and  soles  very  similar  to  that 
of  ATT.  The  ampicillin  skin  rash  occurring  with  infec- 
tious mononucleosis  may  imitate  ATT.  The  rash  of 
toxic  shock  syndrome  is  erythematous  and  not  macu- 
lar, and  the  characteristic  throat  and  tongue  lesions  of 
toxic  shock  are  not  seen  with  ATT;  late  desquamation 
in  toxic  shock  may  help  to  distinguish  it,  but  is  only 
helpful  in  retrospect.  Leptospirosis  may  cause  head- 
ache and  fever,  with  a lower  extremity  rash,  CPK  el- 
evation, and  diffuse  myalgias;  leptospirosis  is  also 
treated  with  tetracycline.  Typhoid  fever,  meaning  ty- 
phus-like,  may  have  a similar  fever  pattern,  with  ab- 
dominal pain,  although  the  rose  spots  of  typhoid  fever 
have  a different  classic  distribution  than  the  rash  of 
ATT.  Drug  fevers  and  idiopathic  thrombocytopenic 
purpura  may  also  occasionally  mimick  ATT. 

Fatalities  are  due  to  delayed  diagnosis,  which  often 
results  from  a failure  to  obtain  a history  of  tick  bite. 
A tick  bite  history,  or  failing  that,  a history  of  walking 
through  low  shrubs  in  the  spring  or  summer  months, 
should  suggest  the  diagnosis.  Even  owning  a dog  can 
be  a clue  if  combined  with  a characteristic  illness.  The 
diagnostic  triad  is  a typhus-like  disorder  with  headache 
and  fever  combined  with  a history  of  tick  exposure, 
not  necessarily  tick  bite,  which  may  go  unnoticed.  De- 
lay in  the  occurrence  of  the  rash,  and  delay  in  giving 
the  appropriate  antibiotic,  tetracycline  or  chloram- 
phenacol,  is  much  more  common  in  patients  who  die 
than  in  patients  who  survive.  The  disease  process  of 
ATT  is  a cascade,  and  the  further  it  progresses  the 
more  likely  death  becomes.  The  patients  who  survive 
generally  recover  completely. 

Conclusion 

American  tick  typhus  is  an  endemic  disease  with 
lethal  potential  occurring  in  our  area.  If  a person  has 
been  outdoors,  or  owns  a dog,  and  has  a fever  and  a 
headache,  it  may  be  best  to  treat  first  and  ask  ques- 
tions later.  A ^ 
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Trauma  Rounds 


Traumatic  Carotid-Cavernous  Sinus  Fistula 

JOSEPH  T.  CHUN,  M.D.;  MICHAEL  B.  FREEMAN,  M.D.;  and  KIMBALL  I.  MAULL,  M.D. 


Victims  of  blunt  trauma  following  motor  vehicle 
crashes  have  a high  incidence  of  maxillofacial  trauma, 
and  of  all  patients  that  die  of  major  injuries,  75%  to 
80%  involve  injuries  to  the  head  or  face.1  Carotid-cav- 
ernous sinus  fistula  is  rare  following  head  and  maxil- 
lofacial trauma;  Sedzimer  and  Occleshaw2  reported 
three  cases  out  of  1,100  patients  sustaining  head  trau- 
ma during  the  ten-year  period  ending  in  1966,  an  in- 
cidence of  0.27%.  Because  failure  to  diagnose  a ca- 
rotid-cavernous sinus  fistula  may  have  disastrous  results 
if  the  patient  is  subjected  to  reparative  manipulation 
of  facial  bones  or  ophthalmologic  operations,  the  trau- 
ma surgeon  who  deals  with  multiple  systems  injuries 
must  be  aware  of  this  potential  complication.3  5 In  ad- 
dition, significant  morbidity,  including  headache,  vis- 
ual impairment,  and  ophthalmoplegia,  may  result  if  a 
carotid-cavernous  sinus  fistula  is  missed.5-6 

Case  Reports 

Case  1.  A 33-year-old  woman  was  admitted  following  a 
motor  vehicle  crash  in  which  she  sustained  a basilar  skull 
fracture  and  concussive  closed  head  injury  without  other  sig- 
nificant central  nervous  system  injuries.  She  also  sustained 
fractures  of  the  left  clavicle  and  left  superior  pubic  ramus. 
She  was  comatose,  with  a right  gaze  preference  and  flexion 
of  her  arms  to  painful  stimuli;  her  pupils  were  equal  and  re- 
active. An  admission  CT  scan  of  the  head  showed  pneumo- 
cephalus  and  a left  occipito-temporal  skull  fracture. 

The  patient  remained  intubated  for  14  days.  On  the  day 
following  extubation,  proptosis,  chemosis,  and  a left  globe 
bruit  were  noted,  and  bilateral  carotid  arteriograms  demon- 
strated a left  carotid-cavernous  sinus  fistula  with  drainage 
through  the  ophthalmic  vein  (Fig.  1).  Because  she  experi- 
enced no  significant  morbidity  in  terms  of  visual  impairment, 
ophthalmoplegia,  headache,  or  bruit,  the  patient  was  ob- 
served and  treated  conservatively.  Her  proptosis  resolved 
somewhat,  and  her  bruit  diminished  in  intensity  over  the  next 
five  hospital  days.  She  was  discharged  in  stable  condition  to 
be  restudied  by  arteriogram  if  indicated  by  exacerbation  of 
symptoms. 

Case  2.  A 49-year-old  man  was  admitted  after  being  struck 
in  the  head  with  a tire  iron  during  an  altercation.  Significant 
physical  findings  included  slow  mentation,  a left  parietal  scalp 
laceration,  a left  sixth  nerve  palsy,  left  otorrhea,  and  right- 
sided weakness;  his  pupils  were  equal  and  reactive.  A CT 
scan  of  the  head  demonstrated  a left  frontal  cerebral  contu- 
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sion,  and  basilar  and  right  temporoparietal  skull  fractures. 
He  was  observed  in  the  hospital  for  three  days,  and  at  the 
time  of  discharge  all  neurologic  deficits  had  resolved  except 
for  the  sixth  nerve  palsy. 

Approximately  2Vi  months  later,  the  patient  was  reeval- 
uated because  of  difficulty  with  his  speech  and  a swollen  left 
eye.  Physical  examination  revealed  a marked  left  chemosis, 
exophthalmos,  and  a left  temporal  bruit.  Bilateral  carotid  ar- 
teriograms demonstrated  a left  carotid-cavernous  sinus  fistula 
that  filled  only  from  the  left  carotid  artery  but  had  venous 
drainage  through  multiple  irregular  vessels  throughout  the  left 
frontoparietal  area.  He  was  treated  without  complications  by 
detachable  balloon  embolization  of  the  fistula,  and  by  the 
following  day,  his  speech  was  nearly  normal,  and  the  prop- 
tosis had  resolved  completely.  He  was  discharged  on  the  sev- 
enth postprocedure  day  with  only  a left  sixth  nerve  palsy. 

Discussion 

Approximately  75%  of  carotid-cavernous  sinus  fis- 
tulas result  from  head  trauma;  the  remainder  are  com- 
plications of  spontaneous  rupture  of  carotid  artery 
aneurysms  within  the  cavernous  sinus.2  While  the 
number  of  motor  vehicle  crashes  is  rising  and  violent 
crimes  involving  guns  and  knives  have  become  com- 


Figure  1.  Left  carotid  arteriogram  (case  1)  demonstrating  a left  ca- 
rotid-cavernous sinus  fistula  with  drainage  through  the  ophthalmic  vein 
(arrow). 
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monplace,  the  lack  of  a large  series  of  patients  in  the 
literature  supports  the  contention  that  carotid-cavern- 
ous sinus  fistula  is  still  a rare  complication  of  head 
trauma.  The  majority  are  unilateral,  although  bilateral 
fistulas  have  been  reported.6  Carotid-cavernous  sinus 
fistula  from  blunt  trauma  has  been  associated  with 
mandible  fractures,  basilar  skull  fractures,  frontopa- 
rietal skull  fractures,  LeFort  II  and  LeFort  III  facial 
fractures,  and  zygomatico-maxillary  complex  frac- 
tures.3-5 Though  most  result  from  blunt  trauma,  they 
may  also  occur  following  penetrating  injuries  to  the 
eye. 

Blunt  trauma  resulting  from  skull  or  facial  fractures 
may  cause  disruption  of  the  carotid  artery  or  its  men- 
ingeal branches  within  the  cavernous  sinuses,  which  are 
located  in  the  middle  cranial  fossa  on  each  side  of  the 
sphenoid  bone  and  are  made  up  of  a plexus  of  venous 
channels.  Numerous  venous  tributaries,  including  the 
superior  and  inferior  ophthalmic  veins,  cerebral  veins 
and  retinal  veins,  enter  the  cavernous  sinus.  More- 
over, there  are  also  communications  with  the  opposite 
cavernous  sinus  through  the  anterior  and  posterior  in- 
tercavernous sinuses.  Since  the  internal  carotid  artery 
passes  through  the  cavernous  sinus,  disruption  of  the 
carotid  artery  or  its  meningeal  branches  within  the 
cavernous  sinus  may  lead  to  a direct  arteriovenous 
communication.  The  ensuing  high  flow  causes  enlarge- 
ment and  increased  pressure  within  the  sinus,  and  with 
cranial  nerves  III,  IV,  V,  and  VI  juxtaposed  to  the 
sinus,  dysfunction  of  these  nerves  as  well  as  ocular 
findings  may  result  from  such  increased  pressure  and 
enlargement.  Patients  may  complain  of  pulsatile  head- 
aches and/or  a pulsatile  bruit,  diplopia,  blurred  vision, 
or  blindness.  Though  the  headache  is  usually  on  the 
affected  side,  if  the  fistula  is  large  the  entire  head  may 
be  involved. 

Clinical  findings  include  exophthalmos,  engorged 
conjunctival  vessels,  chemosis,  limitation  of  extraocu- 
lar motion,  and  most  strikingly,  a bruit  over  the  eye 
or  affected  side  of  the  head.3  There  may  also  be  pul- 
satile proptosis,  and  decreased  visual  acuity  or  blind- 
ness.5 

After  a thorough  history  and  physical  examination, 
skull  films,  and  computed  tomography,  definitive  di- 
agnosis requires  bilateral  carotid  arteriography.35  The 
arteriogram  should  demonstrate  the  fistula  and  the  re- 


sulting engorgement  of  venous  channels.  The  patency 
of  the  opposite  carotid  and  circle  of  Willis  can  also  be 
assessed,  and  decreased  flow  in  areas  adjacent  to  the 
fistula  may  be  noted.3  Transcranial  Doppler  ultrason- 
ography is  a new  technique  that  may  also  be  useful  in 
diagnosis. 

The  goals  of  treatment  are  preservation  or  im- 
provement of  vision,  elimination  of  the  bruit  and  pul- 
satile headache,  and  the  return  of  the  orbital  contents 
to  normal  size.  The  ideal  treatment  allows  uncompro- 
mised internal  carotid  flow  while  obstructing  flow 
through  the  fistula.  Direct  visualization  and  closure  of 
the  fistula,  as  advocated  by  Parkinson,  may  be  a com- 
plex and  formidable  operation.3 

Current  treatment  involves  a detachable  balloon  to 
selectively  embolize  the  fistula,  while  sparing  internal 
carotid  blood  flow;  Gelfoam  and  muscle  have  also  been 
used  as  therapeutic  emboli.3  Other  methods  include 
internal  carotid  ligation,  ligation  of  the  intracranial 
portion  of  the  carotid  artery  distal  to  the  fistula  and 
the  cervical  portion  of  the  carotid  artery  proximal  to 
the  fistula,  and  the  combination  of  ligation  proximal 
and  distal  to  the  fistula  with  embolization  of  the  fistula 
itself.  All  of  these  methods  risk  compromising  the  cer- 
ebral circulation  or  unintentional  embolization  of  ves- 
sels not  directly  feeding  the  fistula.  With  the  detacha- 
ble balloon  technique,  specific  complications  include 
cervical  hematoma,  cranial  nerve  palsy,  embolization 
of  the  middle  cerebral  artery  by  thrombus  from  the 
introducer  system,  and  dislodgement  of  the  balloon 
from  the  fistula.  Since  carotid-cavernous  sinus  fistula 
is  rarely  life-threatening,  the  benefits  of  interventional 
therapy  must  be  carefully  weighed  against  the  risks  and 
potentially  catastrophic  complications  associated  with 
the  procedures.  A S 
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Vanderbilt  Morning  Report 


Musculoskeletal  Debility  and 
Multiorgan  Dysfunction 


Case  Report 

A 67-year-old  woman  admitted  to  the  hospital  because  of 
severe  polyarticular  pain  was  well  until  six  years  prior  to  ad- 
mission when  she  suffered  a pathologic  fracture  of  the  left 
femoral  neck,  necessitating  left  hemiarthroplasty.  Serum  pro- 
tein electrophoresis  demonstrated  a monoclonal  band  in  the 
gamma-globulin  fraction,  later  identified  as  IgG.  Bone  mar- 
row examination  revealed  marked  plasmacytosis.  and  the  di- 
agnosis of  multiple  myeloma  was  established.  She  underwent 
local  postoperative  radiation  and  began  a two-year  chemo- 
therapeutic regimen  consisting  of  prednisone  and  melphalan. 
The  activity  of  her  disease  was  described  as  stable.  During 
the  following  year,  she  began  noting  pain  in  several  areas, 
principally  both  shoulders  and  knees  and  the  left  hip.  This 
progressed  dramatically  over  the  next  two  years,  eventually 
involving  the  full  shoulder  and  pelvic  girdles,  so  that  she  was 
unable  to  walk;  she  denied  exacerbating  or  ameliorating  fac- 
tors. The  pain  was  constant,  and  intra-articular  corticoste- 
roids and  oral  analgesics,  including  nonsteroidal  anti-inflam- 
matory agents,  were  unsuccessful  in  relieving  it.  She  was 
admitted  to  the  hospital  for  evaluation  and  pain  control. 

There  was  a history  of  carpal  tunnel  release  three  years 
previously,  and  her  left  hemiarthroplasty  was  revised  to  a to- 
tal hip  replacement  in  the  same  year.  Six  months  prior  to  this 
admission  she  developed  pulmonary  edema  following  surgery 
for  spinal  stenosis.  Evaluation  at  the  time  demonstrated  com- 
bined diastolic  and  mild  global  systolic  myocardial  dysfunc- 
tion. with  normal  coronary  arteries.  She  complained  of  inter- 
mittent diarrhea  and  constipation.  Thyroid  function  was 
normal,  and  a barium  enema  for  evaluation  of  guaiac-positive 
stools  demonstrated  a massively  redundant  colon. 

Examination  revealed  an  elderly  woman  in  moderate  pain. 
Her  blood  pressure  was  148  80  mm  Hg  and  pulse  90  min.  and 
she  was  afebrile.  There  were  soft  tissue  masses  in  both  shoul- 
ders. There  was  a fourth  heart  sound  and  a soft,  nondescript 
systolic  murmur.  There  were  rales  at  both  lung  bases  and  3 + 
peripheral  edema.  The  small  joints  of  her  hands  were  swollen 
and  slightly  tender,  and  range  of  motion  of  all  four  extremi- 
ties was  diminished.  She  had  mild  macroglossia.  Laboratory 
tests  revealed  that  her  IgG  level  was  similar  to  that  from  the 
previous  two  vears  (1.800  to  2.000  mg  dl:  normal  <1.350). 
Electrocardiogram  showed  sinus  tachycardia  and  a nonspecif- 
ic intraventricular  conduction  delay.  The  chest  film  was  un- 
changed. Films  of  her  shoulders  showed  diffuse  bony  demin- 
eralization with  incongruity  of  the  glenohumeral  articulations. 

She  was  admitted  and  given  analgesics  to  ease  her  dis- 
comfort. In  light  of  symptoms,  history,  and  examination 
overwhelmingly  suggestive  of  amyloidosis,  the  tissue  taken 
from  her  hip  revision  three  years  earlier  was  stained  with 
Congo-Red.  Under  polarized  light,  this  revealed  wavy  green 
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birefringence  in  her  periarticular  skeletal  muscle  characteris- 
tic of  amyloid  deposition.  A bone  marrow  examination  dem- 
onstrated progression  of  her  myeloma,  and  treatment  was  be- 
gun with  high-dose  oral  dexamethasone.  She  was  then 
discharged,  and  upon  return  to  the  clinic  one  month  later, 
her  myalgia  and  arthralgia  were  much  improved  although  she 
continued  to  be  confined  to  her  wheelchair  due  to  her  debil- 
itating muscle  weakness. 

Discussion 

Amyloid  is  an  abnormal  fibrous  protein  produced 
in  association  with  a variety  of  disorders  and  deposited 
in  the  body's  tissues  ultimately  replacing  and  destroy- 
ing normal  tissue.1  No  part  of  the  body  is  spared,  but 
there  are  characteristic  clinical  manifestations:  this  pa- 
tient illustrates  many  of  them.2-4  Her  amyloid  symp- 
tomatology began  with  and  is  dominated  by  infiltra- 
tion of  the  periarticular  muscles  and  structures, 
producing  pain  and  weakness.  Indeed,  she  exhibited 
the  characteristic  “shoulder  pad  sign"  of  infiltration  of 
the  trapezius  and  supraclavicular  muscle  groups.2  and 
later  developed  the  symmetrical  arthritis  and  carpal 
tunnel  syndrome  associated  with  amyloidosis.  She  had 
symptomatic  cardiac  involvement  with  early  combined 
diastolic  and  systolic  dysfunction  and  conduction  de- 
lay, all  presumably  due  to  amyloidosis  of  the  myocar- 
dium. Although  there  were  no  overt  pulmonary  symp- 
toms. amyloid  deposition  in  the  lung  producing  a 
symptomatic  restrictive  lung  disease  is  commonly  seen 
in  the  type  of  amyloidosis  (AL  amyloid,  so  called  be- 
cause the  amyloid  protein  is  homologous  to  part  of  the 
Ig  light  chain,  lambda  more  commonly  than  kappa). 

Her  gastrointestinal  system  was  involved,  with  in- 
filtration of  the  muscles  and  nerves,  producing  inter- 
mittent constipation  and  diarrhea.3  Gastrointestinal 
mucosal  ulceration  is  often  seen,  and  was  perhaps  re- 
sponsible for  her  guaiac-positive  stools.5  Macroglossia 
due  to  infiltration  of  the  tongue  by  amyloid  was  pres- 
ent. Liver  infiltration  occurs  late  in  disease  but  is  un- 
important in  outcome.  There  is  a wide  range  of  kidney 
involvement,  from  proteinuria  to  end-stage  renal  dis- 
ease. The  skin  is  often  involved  microscopically,  but 
rarely  are  there  gross  abnormalities.  The  radiographic 
abnormalities  described  above  are  consistent  with  per- 
iarticular amyloid  deposition. 

Myeloma  amyloid  has  a poor  prognosis.  Life  ex- 
pectancy after  identification  is  usually  less  than  six 
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months,  compared  with  12  months  for  other  subtypes 
of  amyloidosis.2  The  cause  of  death  is  usually  either 
cardiac  or  renal  failure.  There  is  some  suggestion  that 
treating  the  underlying  process  (in  this  case  myeloma) 
may  cause  regression  of  the  amyloidosis,  but  this 
woman’s  plasma  cell  tumor  progressed  in  the  face  of 
corticosteroids  and  alkylating  agents.  High-dose  ste- 
roids and  supportive  care  are  being  tried.6 
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Subcutaneous  Deposition  of  Elemental  Mercury 


Case  Report 

A 24-year-old  air  conditioner  worker  accidentally  broke  a 
commercial  thermometer  and  cut  the  proximal  lateral  aspect 
of  his  left  thumb  two  weeks  before  admission  to  Vanderbilt 
Hospital.  He  thought  the  cut  was  trivial,  cleaned  the  wound 
with  soap  and  water,  and  continued  to  work.  Over  the  course 
of  several  days,  the  area  around  the  wound  became  erythem- 
atous and  painful.  He  was  seen  by  his  personal  physician  and 
treated  for  cellulitis  with  oral  ampicillin,  but  the  area  became 
indurated  and  the  pain  grew  worse  over  the  next  three  days. 
It  was  incised  and  drained,  and  antibiotics  were  changed  to 
amoxicillin/clavulanic  acid.  The  patient  subsequently  devel- 
oped swelling  of  the  left  epitrochlear  lymph  node,  with  asso- 
ciated pain,  erythema,  and  an  oral  temperature  of  100°F.  Ra- 
diograph of  the  left  hand  and  elbow  showed  deposition  of 
mercury  in  the  soft  tissue  lateral  to  the  first  metacarpal,  pos- 
terior to  the  fourth  metacarpal  on  the  dorsum  of  the  hand 
(Fig.  1),  and  in  the  left  epitrochlear  lymph  node  (Fig.  2). 
Roentgenogram  of  the  chest  showed  innumerable  tiny  radio- 
paque densities  scattered  throughout  the  lungs,  consistent  with 
lymphangitic  spread  of  mercury;  more  focal  collections  of 
mercury  were  apparent  in  the  right  ventricle. 

He  was  admitted  to  his  local  hospital  and  taken  to  the 
operating  room  for  excision  of  the  left  epitrochlear  node  and 
thumb  abscess;  both  contained  mercury.  He  was  transferred 
to  Vanderbilt  Hospital  for  further  evaluation  of  this  unusual 
situation. 

On  admission,  the  patient  gave  no  history  of  stomatitis, 
diarrhea,  abdominal  pain,  or  neuropsychiatric  symptoms.  His 
temperature  was  99°F  orally,  pulse  was  72/min,  blood  pres- 
sure 124/78  mm  Hg,  and  respirations  16/min.  Other  than 
nonfluctuant  nodular  areas  over  the  left  fourth  metacarpal 
and  excision  sites  on  the  left  thumb  and  left  epitrochlear  area, 
the  physical  examination  was  completely  normal. 

Admission  WBC  count  was  12,500/cu  mm,  electrolytes 
were  normal,  and  creatinine  was  0.8  mg/dl.  Liver  function 
was  normal.  Roentgenogram  of  the  chest  again  showed  pul- 
monary and  cardiac  deposition  of  mercury  in  the  heart  and 
lungs,  and  abdominal  films  showed  deposition  of  mercury  in 
the  bowel  and  both  kidneys.  The  EKG  was  normal.  Serum 
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mercury  was  113  ng/ml  (normal  0 to  50).  A 24-hour  urine 
showed  a normal  creatinine  clearance  and  a mercury  clear- 
ance of  92  (xg/L  (normal  0 to  10).  Pulmonary  function  tests, 
including  lung  diffusion  capacity  of  carbon  monoxide  (Dlco), 
were  normal. 

Three  months  have  passed  since  the  accident.  He  remains 
asymptomatic,  and  there  are  no  current  plans  for  chelation. 
Level  of  mercury  in  the  serum  will  be  checked  in  six  months. 


Figure  1.  Subcutaneous  mercury  deposition  at  the  site  of  injury  and 
on  the  dorsum  of  the  left  hand. 
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Discussion 

A consideration  of  the  problem,  intoxication  by 
mercury,  is  complicated  by  mercury’s  existence  in  three 
forms:  elemental,  inorganic,  and  organic.  Classically, 
elemental  and  inorganic  mercury  poisoning  cause  sto- 
matitis, gingivitis,  salivation,  renal  failure,  tremors,  and 
psychiatric  disturbances — particularly  erethism  (shy- 
ness, labile  affect,  nervousness,  low  self-esteem,  and 
diffidence).1  Organic  mercury  poisoning  produces  a 
neuroencephalopathy  (intention  tremor,  ataxia,  neu- 
rasthenia, learning  deficits,  and  mental  status  changes).1 
Generally,  elemental  and  inorganic  poisoning  are  seen 
in  industrial  situations;  organic  mercury  toxicity  is  as- 
sociated with  environmental  contamination  (e.g.,  Min- 
amata Bay  fish).1 

CNS  toxicity  is  generally  dependent  on  rate  of  ac- 
cumulation and  total  load  of  mercury  in  the  CNS.2 
Early  signs  of  elemental  toxicity  include  abdominal 
cramps,  diarrhea,  nervousness,  and  fine  tremor.1-2  The 
toxicity  of  mercury  is  variable,  depending  on  the  cir- 


Figure  2.  Mercury  deposition  in  the  left  epitrochlear  node. 


cumstances  of  exposure.2  For  example,  elemental  mer- 
cury is  poorly  absorbed  through  the  GI  tract,  and 
ingestion  is  usually  harmless,  whereas  elemental  vapor 
is  well  absorbed  (80%)  by  inhalation  and  readily  crosses 
the  blood-brain  barrier.1  Inorganic  mercury  is  ab- 
sorbed by  the  GI  tract  (about  10%),  but  because  of  its 
ionized  state  does  not  easily  cross  the  blood-brain  bar- 
rier.1 

More  unusual  routes  of  exposure  include  intrave- 
nous and,  as  in  this  case,  subcutaneous  introduction  of 
mercury.  Elemental  mercury  is  oxidized  to  inorganic 
mercury  on  exposure  to  the  internal  milieu  of  the  body, 
and  in  this  state  does  not  easily  cross  the  blood-brain 
barrier.2  Despite  elevation  of  serum  and  urinary  mer- 
cury levels,  systemic  toxicity  is  a rare  sequela  of  either 
IV  or  subcutaneous  injection  of  elemental  mercury.2 
Common  consequences  of  these  routes  of  exposure  in- 
clude deposition  of  mercury  in  lung,  heart,  liver, 
spleen,  and  kidneys.2-4  Pulmonary  complications,  pri- 
marily decreased  diffusing  capacity,  have  been  report- 
ed with  IV  exposures  but  are  usually  reversible  and 
require  only  supportive  care.3  Subcutaneous  exposure, 
as  in  this  case,  does  cause  local  and  distant  abscess  and 
granuloma  formation.2  It  has  been  shown  that  surgical 
excision  of  granulomas  associated  with  mercury  lowers 
serum  and  urinary  mercury  levels.2  Chelation  with 
penicillamine  (or  the  currently  experimental  agent,  di- 
mercaptopropane  sulfonate  [DMPS])  is  generally  ac- 
cepted as  effective  in  lowering  serum  mercury  levels, 
but  adverse  side  effects  are  significant.4 

This  patient,  despite  elevated  serum  and  urinary 
levels  of  mercury,  showed  no  clinical  evidence  of  mer- 
cury toxicity.  With  normal  pulmonary,  renal,  liver,  and 
neurological  function,  no  therapy  other  than  surgical 
excision  of  accessible  mercury  deposits  was  indicated. 
The  recommendations  of  Krohn  et  al2  are  reasonable 
ones  for  the  management  of  subcutaneous  exposure  to 
mercury: 

• prompt  excision  of  all  readily  accessible  subcu- 
taneous areas  of  mercury  deposition,  regardless 
of  the  presence  or  absence  of  toxicity; 

• monitoring  of  CNS  and  renal  function  for  evi- 
dence of  mercury  toxicity; 

• chelation  when  there  is  systemic  toxicity; 

• psychiatric  consultation  and  treatment  if  needed.2 

CZZP’ 

REFERENCES 

1.  Ellenhorn  MJ,  Barceloux  DG:  Medical  Toxicology:  Diagnosis  and  Treat- 
ment of  Human  Poisonings.  New  York,  Elsevier,  1988,  pp  1048-1052. 

2.  Krohn  IT,  et  al:  Subcutaneous  injection  of  metallic  mercury.  JAMA  243:548- 
549,  1980. 

3.  Bartolome  C,  Khan  MA:  Mercury  embolization  of  the  lung.  N Engl  J Med 
295:883-885,  1976. 

4.  Ambre  JJ,  et  al:  Intravenous  elemental  mercury  injection:  blood  levels 
and  excretion  of  mercury.  Ann  Intern  Med  87:451-453,  1977. 


NOVEMBER,  1988 


699 


Health  and  Environment  Report 


Lead  Toxicity  Screening  Through  the 
Medicaid  EPSDT  Program 

RICHARD  T.  LIGHT,  M.D. 


Much  has  been  written  in  the  last  20  years  to 
heighten  our  awareness  of  the  hazards  of  lead  poison- 
ing in  young  children.  The  benchmark  of  acceptable 
blood  lead  levels  has  been  lowered  from  60  (xg/dl  prior 
to  1960,  to  30  |xg/dl  in  1975  and  25  jxg/dl  in  1985.  Now 
even  that  level  is  being  questioned  by  researchers  as 
being  too  high. 

Since  1982,  the  Department  of  Health  and  Envi- 
ronment has  been  urging  that  all  children  between  the 
ages  of  9 months  and  6 years  be  screened  for  lead  tox- 
icity at  least  annually.  While  that  continues  to  be  the 
Department’s  recommendation,  priority  has  been 
placed  on  assessing  the  prevalence  of  lead  toxicity  in 
Tennessee  children  at  highest  risk  for  such  conditions, 
particularly  children  in  low-income  families.  A more 
aggressive  step  was  taken  in  the  fall  of  1987,  with  the 
development  of  Department  of  Health  and  Environ- 
ment lead  screening  guidelines  recommended  to  all 
physicians  and  clinic  providers  in  the  Medicaid  Early 
and  Periodic  Screening,  Diagnosis,  and  Treatment 
(EPSDT)  Program.  Through  EPSDT,  Medicaid  covers 
screening  services  from  birth  to  21  years  of  age  on  a 
periodicity  schedule  adequate  to  allow  screening  for 
lead  toxicity  annually  in  the  9-month  through  6-year 
age  group. 

The  recommendation  to  initiate  actual  blood 
screening  as  part  of  the  EPSDT  screening  represented 
a significant  policy  change.  Previously  inquiry  has  been 
made  during  the  medical  history  as  to  possible  lead 
exposure,  but  EPSDT  providers  in  Tennessee  had  not 
routinely  screened  blood  for  lead  toxicity,  except  in 
Memphis-Shelby  County. 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville.  Dr.  Light  is  chief  medical  officer  of  TDHE. 


With  the  addition  of  new  eligibility  groups  in  July 
1987  and  October  1988,  more  children  than  ever  can 
be  eligible  for  coverage  under  Medicaid.  This  provides 
the  opportunity  for  thousands  of  Tennessee  children 
in  low-income  families  to  be  routinely  screened  for  lead 
toxicity. 

Tennessee  Medicaid  currently  provides  payment  for 
two  laboratory  tests  used  to  screen  lead  toxicity:  the 
erythrocyte  protoporphyrin  (EP)  and  the  blood  lead 
level  (BLL).  The  BLL  test  should  be  performed  if  the 
EP  result  is  greater  than  35  |xg/dl  on  whole  blood. 

Each  physician  must  select  an  approved  clinical 
laboratory  to  conduct  the  screening  test.  You  should 
expect  the  laboratory  to  provide  lead-free  equipment 
and  supplies  and  a timely  transport  system.  The  labo- 
ratory should  bill  Medicaid  directly  for  the  cost  of  the 
test.  Physicians  may  bill  Medicaid  a fee  for  collection 
of  blood. 

To  assist  physicians  with  management  of  lead  tox- 
icity cases,  the  Environmental  Epidemiology  Unit  of 
the  Department  serves  as  a center  to  receive  reports 
and  assist  with  abatement.  A team  of  environmental 
engineers  will  arrange  home  visits  and  investigate  the 
child’s  environment  to  protect  against  continued  or  re- 
peated exposure. 

Physicians  are  asked  to  call  (615)  741-5029  to  report 
any  lead-toxic  child.  Messages  will  be  recorded  during 
non-business  hours,  24  hours  a day.  Messages  should  in- 
clude: (1)  name  of  the  child,  (2)  name  of  the  parents, 
(3)  complete  address,  and  (4)  telephone  number. 

With  this  information,  the  team  will  be  able  to  locate 
the  home  of  the  affected  child.  Please  also  leave  your 
name,  complete  address,  and  telephone  number  to  as- 
sure that  a report  can  be  sent  to  you  after  investigation. 
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Loss  Prevention  Case  of  the  Month 


Let  the  Record  Speak — Please! 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

In  1980,  a 52-year-old  woman  began  to  feel  fatigue  and 
had  increasing  difficulty  sleeping;  she  complained  of  a loss  of 
interest  in  sex,  had  occasional  hot  flashes,  and  became  un- 
usually irritable  with  her  family.  She  had  had  a vaginal  hys- 
terectomy in  1978  and  was  taking  supplemental  estrogens 
prescribed  by  her  gynecologist.  With  these  symptoms  she 
consulted  her  personal  physician,  a general  internist  who  had 
been  her  doctor  since  she  was  in  her  30s.  A complete  physical 
examination  was  within  normal  limits,  and  basic  studies  of 
blood  and  urine  showed  no  abnormality.  He  treated  her 
symptoms  with  amitriptyline  hydrochloride  (Elavil)  25  mg  at 
bedtime,  and  she  improved  some  as  far  as  her  insomnia  was 
concerned  but  developed  some  nervousness  that  she  thought 
was  due  to  her  medication.  After  about  six  months,  her  doc- 
tor changed  her  medication  to  Triavil  2-25  to  be  taken  morn- 
ing and  night,  which  she  continued  to  take,  as  she  found  that 
it  helped  her  a great  deal.  She  was  able  to  refill  it  regularly 
on  telephone  calls  from  her  doctor  to  the  pharmacist. 

The  patient  continued  to  be  significantly  improved  on  her 
medication,  and  though  she  saw  her  doctor  every  three  months 
during  the  first  year  of  therapy,  thereafter  she  saw  him  only 
about  once  a year.  She  had  no  trouble  refilling  her  prescrip- 
tions for  medication. 

About  four  years  after  this  treatment  began,  the  patient 
complained  to  her  internist  that  she  frequently  experienced  brief 
periods  of  severe  anxiety  accompanied  by  a sensation  of  breath- 
lessness. Again,  a complete  physical  examination  and  routine 
laboratory  studies  were  unremarkable,  and  she  responded 
quickly  to  Mellaril  25  mg  each  morning.  She  was  instructed  to 
repeat  the  dose  at  noon  if  she  thought  she  needed  it. 

Some  six  years  after  the  beginning  of  treatment,  the  pa- 
tient’s family  noticed  some  peculiar  movements  of  her  mouth 
and  tongue.  When  the  internist  was  consulted,  he  immediate- 
ly referred  her  to  a psychiatrist,  who  confirmed  the  suspicion 
of  tardive  dyskinesia.  All  the  medication  was  stopped  but  the 
symptoms  continued  and  gradually  got  worse.  The  only  di- 
agnosis appearing  on  this  patient’s  record  was  “chronic  de- 
pressive disorder.” 

A lawsuit  was  filed,  charging  negligence  in  prescribing  an- 
tipsychotic medication  over  an  extended  period  without  ap- 
propriate indications,  which  was  considered  outside  an  ac- 
ceptable standard  of  care.  Also,  there  was  no  evidence  of 
informed  consent  in  the  medical  records,  which  were  unbe- 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  Medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


lievably  illegible  and  sloppy.  Many  entries  were  incomplete, 
and  some  were  entirely  missing.  There  were  infrequent  notes 
regarding  prescription  refills,  but  pharmacy  records,  which 
were  introduced  into  evidence,  revealed  almost  uninterrupt- 
ed treatment  with  amitriptyline  and  phenothiazine  derivatives 
since  1980. 

While  there  was  no  record  of  informed  consent,  the  phy- 
sician testified  that  he  remembered  discussing  complications 
with  his  patient  but  made  no  note  about  it.  He  further  testi- 
fied that  he  was  aware  of  the  remote  possibility  of  tardive 
dyskinesia  as  a complication  of  the  medication  he  had  pre- 
scribed. Expert  testimony  was  given  that  put  the  attending 
physician  out  of  an  acceptable  standard  by  not  discussing  the 
possibility  of  severe  complications  with  his  patient. 

Although  the  plaintiff  asserted  that  the  standard  was  not 
met  in  that  she  was  not  referred  to  a psychiatrist,  the  expert 
testified  that  it  was  well  within  an  acceptable  standard  for  an 
internist  to  treat  nonpsychotic  depression. 

This  case  was  ready  for  trial  when  the  internist  requested 
settlement  within  his  policy  limits,  fearing  a judgment  in  ex- 
cess of  his  coverage  which  was  $200,000.  Settlement  was  ar- 
ranged. 

Loss  Prevention  Comments 

A depressive  episode  is  one  of  the  most  common 
conditions  encountered  in  the  primary  care  practice  of 
general  internists  and  family  physicians.  It  is  so  com- 
mon and  initial  therapy  as  prescribed  in  this  case  is  so 
frequently  used  that  we  do  not  keep  potential  compli- 
cations in  mind.  In  many  cases,  the  results  of  treat- 
ment are  good  and  the  patient  is  inclined  to  comply 
poorly  with  instructions  to  return  for  evaluation.  Com- 
plications of  treatment  are  so  rare  that  we  do  not  use 
appropriate  care  in  treatment  and  follow-up.  It  is  easy 
to  fall  into  the  practice  of  refilling  prescriptions  by 
telephone  and  not  putting  it  in  the  medical  record. 
Here,  a fine  physician  fell  into  all  the  traps  present  in 
a case  like  this.  The  public  is  very  unforgiving  in  mat- 
ters of  informed  consent.  This  serious  complication  of 
a certain  class  of  medication  is  well  known  throughout 
the  medical  community.  There  was  no  compelling  rea- 
son to  use  the  medication.  No  psychosis  was  present. 
This  lady  could  have  exercised  her  right  of  informed 
consent  if  she  had  only  been  given  the  opportunity. 
The  courts  and  our  patients  demand  no  less!  LL  ^ 
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Disability  Update 


Advice  a Physician  Can  Give  to  Patients 
Denied  Disability  Benefits 

RUSSELL  OVERBY 


Treating  physicians  are  often  confronted  with  pa- 
tients who,  due  to  a disabling  impairment,  can  no 
longer  work.  Such  persons  can  often  lose  the  posses- 
sions and  savings  of  a lifetime  unless  they  are  found 
eligible  for  disability  benefits. 

What  advice  can  a physician  give  to  a patient  that 
he  believes  may  be  disabled  but  has  nonetheless  been 
denied  disability  benefits?  The  advice  a physician  can 
give  is  simple:  Don’t  give  up,  and  get  a lawyer. 

Patients  often  believe  that  once  they  are  denied 
benefits,  there  is  little  chance  of  success  on  an  appeal, 
but  this  is  simply  not  the  case.  Well  over  50%  of  all 
persons  who  appeal  beyond  the  first  appeal  level  are 
successful  in  obtaining  benefits. 

There  are  four  levels  of  appeal  available  to  patients 
initially  denied  disability  benefits.  The  first  level  is 
called  reconsideration.  Relatively  few  cases  are  re- 
versed at  this  level  but  an  appeal  to  this  level  is  a pre- 
requisite to  more  fruitful  later  levels  of  appeals.  The 
second  level  of  appeal  is  to  an  administrative  law  judge. 
For  the  first  time,  a decision  maker  will  actually  see 
your  patient  in  person.  In  fiscal  year  1987,  administra- 
tive law  judges  reversed  denials  of  disability  benefits 
in  over  58%  of  all  cases.  The  next  level  of  appeal  is 


Mr.  Overby  is  a managing  attorney  with  Legal  Services  of  Middle 
Tennessee,  Inc. 


the  Appeals  Council.  Like  the  reconsideration  level, 
there  are  relatively  few  reversals  at  this  level,  but  again 
it  is  a prerequisite  to  further,  more  fruitful,  appeals. 

Finally,  a patient  denied  benefits  at  the  Appeals 
Council  level  can  seek  federal  court  review.  In  fiscal 
year  1986,  over  70%  of  all  disability  denials  reviewed 
by  a federal  court  were  either  reversed  outright  or  sent 
back  to  the  Social  Security  Administration  for  recon- 
sideration. 

A patient’s  chances  for  success  are  significantly  in- 
creased if  he  is  represented  by  an  attorney.  In  fiscal 
year  1987,  over  63%  of  all  persons  represented  by  at- 
torneys at  the  administrative  law  judge  level  were  suc- 
cessful in  their  claims.  Of  those  who  were  not  repre- 
sented by  attorneys,  less  than  50%  were  successful. 
No  attorney  can  receive  any  fee  for  representation  of 
a patient  without  the  prior  approval  of  the  Social  Se- 
curity Administration.  In  addition,  the  maximum  fee 
that  any  attorney  can  receive  is  generally  limited  to 
one-fourth  of  a patient’s  past  due  benefits. 

The  Social  Security  disability  program  is  one  of 
staggering  complexity.  If  your  patient  does  not  already 
have  an  attorney  experienced  in  disability  cases,  he  can 
locate  one  by  contacting  his  local  Legal  Services  office 
or  calling  the  toll  free  number  for  the  National  Orga- 
nization of  Social  Security  Claimants  Representatives, 
(800)  431-2804.  CZZ? 
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Toward  a Smokeless  Society 

I guess  one’s  degree  of  expectation  for  a smokeless  society  depends  upon 
whether  one  looks  at  an  8 ounce  glass  with  4 ounces  in  it  as  half  full  or  half 
empty.  As  the  girl  in  the  Virginia  Slims’  ad  allows,  “We’ve  come  a long 
way,  Baby.”  At  the  time  I quit  smoking,  which  was  39  years  ago,  about 
every  room  was  almost  always  a smoke-filled  one,  and  there  was  no  place 
for  an  ex-smoker  to  escape  to.  You  know,  of  course,  that  there  is  nobody 
as  virtuous  as  a reformed  prostitute,  but  as  applied  to  smoking,  that  is  ac- 
tually an  oversimplification.  We  ex-smokers  all  know  ex-smokers  suffer  more 
from  tobacco  smoke  than  never-smokers;  my  wife,  a never-smoker,  says  that 
is  itself  an  oversimplification.  But  no  matter.  There  is  a lot  less  smoke  around 
these  days. 

But  there  is  also  still  a lot  of  smoke  left  around  these  days.  Estimates  are 
that  every  day  4,000  new  people  in  the  United  States,  most  of  them  young — 
some  very  young — get  hooked;  50  or  so  of  those  would  be  in  Tennessee. 
Every  day.  Fifty  new  smokers  in  Tennessee.  Think  of  it.  It  tends  to  make  a 
body  see  the  glass  as  half  empty. 

You  can  do  something  about  that,  though.  You  can  tell  your  smoking 
patients  they  should  not  be  smoking.  Surveys  of  smokers  have  shown  that 
the  vast  majority  of  them  have  never  been  told  by  their  very  own  doctor  that  they  must  not.  I’m  sure 
you  tell  your  very  sick  patients  they  should  not  smoke,  but  do  you  tell  your  patients  who  are  not  so 
sick — or  not  sick  at  all — that  one  good  way  to  stay  that  way  is  to  kick  the  habit? 

Later  on  this  month  the  annual  antismoking  spasm  sponsored  by  the  American  Cancer  Society 
known  as  the  Great  American  Smokeout  will  happen.  For  12  years  the  Thursday  before  Thanksgiving 
has  been  designated  the  day  of  death  for  the  coffin  nails.  (Cigarettes  were  called  that  even  long  before 
there  was  hard  evidence  they  actually  were;  all  us  smokers  thought  they  were.)  A good-natured  effort 
to  encourage  smokers  not  to  be  smokers  for  at  least  24  hours,  the  Smokeout  has  a goal  of  hooking  10 
million  of  the  nation’s  50  million  smokers  on  the  non-habit.  Last  year  it  did  better  than  that — 39% 
for  24  hours — and  one  would  hope  for  that  kind  of  results,  or  even  better,  again  this  year.  Since  the 
first  24  hours  are  the  hardest,  many,  having  suffered  through  that,  never  look  back. 

A high  percentage  of  those  asked  indicated  they  would  stop  smoking  if  their  doctor  would  only  tell 
them  to.  Of  course,  saying  it  and  doing  it  are  two  entirely  different  things,  but  certainly  many  would. 
Most  doctors  no  longer  smoke.  If  they  think  they  should  quit,  it  seems  reasonable  they  think  their 
patients  should,  too.  It  is  certainly  no  invasion  of  privacy  to  tell  them  so.  Don’t  depend  on  somebody 
else  to. 

In  the  12  years  of  the  Smokeout’s  existence,  the  idea  has  spread  to  other  countries,  and  the  World 
Health  Organization  has  intensified  its  antismoking  efforts,  thanks  in  large  part  to  the  AMA’s  mis- 
sionary vision  of  a smokeless  society  by  the  year  2000.  It  all  gets  back  to  you,  though.  There’s  nothing 
like  the  one-on-one  influence  of  the  doctor  on  his  patient.  There’s  no  time  like  the  present  for  you  to 
start.  The  Smokeout  is  a good  starter. 

I have  a small  Thanksgiving  Day  every  time  the  airline  attendant  on  my  flight  announces,  “This 
has  been  designated  a nonsmoking  flight.”  I hope  to  see  a Thanksgiving  Day  in  a tobacco  smokeless 
world.  In  the  meantime,  you  have  a happy  one  in  1988. 


John  B.  Thomison 
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The  Changing  of  the  Guard 

Lord  Acton,  an  implacable  19th  century  foe  of 
absolutism,  observed  that  “Power  tends  to  cor- 
rupt, and  absolute  power  corrupts  absolutely." 
A staunch  but  nevertheless  liberal  Roman  Cath- 
olic, he  was  speaking  of  the  Roman  Catholic 
Church  and  its  new  edict  of  papal  infallibility.  The 
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aphorism  is  so  widely  applicable,  though,  that 
though  the  quotation  is  a famous  one.  the  obser- 
vation did  not  require  great  perspicacity — only, 
in  his  case,  a lot  of  moral  courage.  It  has  always 
been  abundantly  clear  that  the  more  power  one 
has,  the  more  power  one  covets.  Just  as  it  was  in 
the  beginning,  is  now,  and  ever  shall  be.  world 
without  end,  Control  is  the  name  of  the  game. 

In  what  I thought  then  and  still  think  was  a 
self-serving  grab  for  control,  a move  that  was  not 
at  all  in  the  public  interest,  the  previous  gover- 
nor of  Tennessee  persuaded  the  legislature  to 
wrest  direction  of  the  state's  health  affairs,  em- 
bodied in  the  Department  of  Public  Health,  from 
the  medical  profession;  then  he  combined  health 
affairs  with  environmental  considerations — this 
not  an  entirely  illogical  move — into  the  Depart- 
ment of  Health  and  Environment  (DHE).  The 
commissioner  of  DHE,  he  said,  needed  to  be  not 
a doctor,  but,  he  said,  an  administrator,  thereby 
ignoring  the  superb  administrative  capabilities 
evident  in  both  the  incumbent  commissioner  and 
his  predecessors.  Tennessee’s  public  health  sys- 
tem was  a highly  regarded  one  that  was  the  envy 
of  many  states  where  the  commissioner's  job  was 
politicized.  Tennessee  had,  up  to  that  point,  re- 
mained above  such  pettiness. 

That  the  system  has,  despite  its  inherent  flaws, 
worked  well  up  to  this  point  is  a reflection  of  the 
ability  and  background  of  the  first,  and  until  a 
few  days  ago  the  only,  commissioner  of  the  DHE, 
James  E.  Word.  With  a master's  degree  in  public 
health  administration  and  an  association  with  a 
pharmaceutical  firm.  Commissioner  Word  was 
well  prepared  for  the  position  of  assistant,  and 
later  deputy,  commissioner  under  former  Com- 
missioner Eugene  Fowinkle.  Upon  enactment  of 
the  new  law  and  Commissioner  Fowinkle's  de- 
parture, Jim  Word  became  in  December  1982  the 
acting  commissioner  and  was  then  sworn  in  as 
commissioner  on  May  19,  1983. 

Through  his  Chief  Medical  Officers,  first  Fre- 
dia  Wadley.  M.D.,  and  presently  Richard  Light, 
M.D.,  as  well  as  personally.  Commissioner  Word 
has  worked  closely  and  well  with  the  medical 
profession,  and  the  public  has  been  well  served 
under  his  administration. 

The  Journal  joins  with  his  many  other  well 
wishers  and  admirers  in  commending  Commis- 
sioner James  E.  Word  for  a job  well  done.  We 
say  to  him,  quoting  an  old  Irish  blessing.  “May 
the  road  rise  to  meet  you,  and  the  wind  be  al- 
ways at  your  back." 

J.B.T. 
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To  a Preeminent  Centenarian 

Some  individuals  allow  as  how  they  can  re- 
member nursing  at  breast;  assuming  they  are 
honorable  people.  I have  no  reason  to  doubt 
them.  I have  to  say,  though,  that  I can't — and 
never  could.  What  I do  remember  is  my  brother, 
three  years  my  junior,  nursing,  and  having  mixed 
feelings  about  it — fascination  and  pleasure  at 
having  a little  brother,  and  another  that  I sup- 
pose was  jealousy  at  being  pushed  out  of  center 
stage.  Times  change,  and  neither  pregnancy  nor 
breast  feeding  are  any  longer  intensely — or  even 
minimally — private  affairs.  Both  were  then. 

Garrison  Keilor  once  observed  on  The  Prairie 
Home  Companion  that  the  closest  he  ever  got  to 
pornography  when  he  was  growing  up  was  The  Na- 
tional Geographic . which  sometimes  featured  bare- 
breasted women.  Me,  too.  In  1896.  when  the 
journal  published  by  the  National  Geographic  So- 
ciety was  only  eight  years  old.  its  editor.  John  Hyde, 
published  a photograph  of  a Zulu  bride  and  groom. 
From  then  on  it  became  the  policy  of  the  magazine 
to  depict  life  as  it  was,  and  there  was  no  use  pre- 
tending that  women  in  some  parts  of  the  world  did 
not  go  bare-breasted.  And  so  Garrison  Keilor  and 
I and  a lot  of  other  boys  were  introduced  to  that  fe- 
male adornment  by  a sedate  journal  with  an  inaus- 
picious title. 

The  Geographic  of  Garrison  Keilor's  boyhood 
was  a different  magazine  from  the  one  I grew  up 
with  20  years  earlier,  but  from  its  early  days  it 
was  very  progressive,  due  largely  to  Gilbert  H. 
Grosvenor,  its  editor  almost  forever.  Grosvenor 
was  hired  by  Alexander  Graham  Bell,  the  sec- 
ond president  of  the  Society,  who  himself  set  the 
course  of  the  Society  by  understanding  that  “the 
simplest  man  takes  pride  in  supporting  re- 
search.” It  was  through  Bell's  urging,  and  that  of 
the  young  Grosvenor.  that  membership  was 
opened  up  to  non-scholars.  In  May  1902.  when 
the  volcano  Pelee  erupted  on  Martinique,  killing 
30.000  people,  the  young  then  managing  editor 
asked  Bell  for  $1,000  to  send  a two-man  scientif- 
ic expedition  to  the  island,  to  which  Bell  replied, 
“Go  yourself  . . . and  let  the  world  hear  from 
you  as  our  representative  . . . Leave  science  to 
. . . others  and  give  us  details  of  living  interest 
beautifully  illustrated  by  photographs.  " That  trans- 
formed a small  technical  journal  with  fewer  than  a 
thousand  subscribers  to  today's  marvelous  publi- 
cation with  a circulation  of  over  10  million. 

And  that  is  why  in  1914  my  father  began  sub- 
scribing to  The  National  Geographic  Magazine — 


it  was  the  only  popular  publication  on  travel  and 
exploration  around.  When  I began  raising  a fam- 
ily after  World  War  II  my  father  passed  the  sub- 
scription. past,  present,  and  future,  on  to  me;  the 
Geographic  is  ours  in  unbroken  sequence  since 
1911,  because  I later  acquired  bound  volumes  for 
the  years  1911-1913. 

It  is  not  possible  to  assess  the  contribution  of 
the  National  Geographic  to  even  my  own  educa- 
tion, let  alone  to  that  of  this  nation.  No  other 
similar  publication  even  approaches  its  circula- 
tion (if  there  even  is  a similar  publication),  and 
the  National  Geographic  Society  has  had  a part 
in  sponsoring  almost  every  major  exploration  in 
this  century.  Though  its  writing  is  often  spotty, 
ranging  from  amateurish  to  scholarly,  its  photo- 
graphs— never;  not  only  now,  but  when  my  fa- 
ther was  a young  man.  (He  was  born  only  four 
years  before  the  magazine.) 

There  is  only  one  other  profession  than  medi- 
cine that  I ever  considered  as  a career  (excepting 
a decision  made  one  snowy  Sunday  morning  at 
the  age  of  6 to  be  a fireman,  the  occasion  being 
the  razing  of  our  church  by  a fire  that  sent  the 
congregation  fleeing.  Spectacular!).  For  most  of 
my  life,  up  to  and  including  this  present  mo- 
ment. I have  nursed  a suppressed  desire  to  be  an 
explorer  and  archaeologist.  Thoughts  of  fulfill- 
ment of  that  dream  were  terminated  by  the  dis- 
covery that  an  archaeologist  needs  to  be  a lin- 
guist. as  well,  and  experience  led  me  to  conclude 
early  that  I am  wanting  in  talent  there.  So  I go 
vicariously — where  else  than  in  the  National 
Geographic ? 

Some  years  ago  a colleague  and  I were  dis- 
cussing the  merits  of  the  Geographic,  as  I saw  it 
on  his  coffee  table.  He  commented  that  if  he 
should  be  limited  to  only  one  nonmedical  publi- 
cation. it  would  be  without  question  the  National 
Geographic.  I have  no  more  quarrel  with  that 
decision  now  than  I did  then. 

The  National  Geographic  Magazine  vol.  1,  no. 

1 appeared  in  October  1888.  a hundred  years  ago 
next  month  (I  am  writing  in  September — last 
month,  as  you  read  it)  with  a small  reddish  rath- 
er nondescript  cover.  In  1910  the  familiar  yellow 
border  appeared  outside  of  a band  of  acorns  and 
oak  leaves  surrounding  the  table  of  contents  (the 
acorns  disappeared  in  1979).  The  first  cover  illus- 
tration was  a flag,  in  color,  in  July  1942.  In  1959 
the  journal  ceased  being  The  National  Geograph- 
ic Magazine,  and  became  simply  The  National 
Geographic;  the  next  year  the  The  was  dropped, 
and  it  has  been  ever  since  simply  National  Geo- 
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graphic. 

Gilbert  Hovey  Grosvenor  was  editor  for  55 
years,  and  when  he  retired  in  1954  he  was  suc- 
ceeded by  John  Oliver  La  Gorce,  who  was  in  turn 
succeeded  three  years  later  by  Grosvenor’s  son 
Melvin  Bell  Grosvenor,  who  was  succeeded  in 
1970  by  his  son,  Gilbert  Melville  Grosvenor,  who 
unlike  me  had  quit  a premedical  career  at  Yale 
to  follow  the  path  I didn’t.  He  is  still  president 
and  chairman  of  the  Board  of  Trustees.  Since 
1980,  Wilbur  E.  Garrett  has  been  editor. 

One  might  say  it  is  a Grosvenor  society  and 
magazine.  I have  in  fact  heard  that  said,  and  not 
only  said,  but  criticized.  I can  only  think  “Sour 
grapes.”  Happy  Hundredth,  National  Geograph- 
ic, and  many,  many  happy  returns. 

J.B.T. 


Idappu 
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JOIN  US. 


We  can  do 
much  more 
together. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Randall  G.  Trudell,  M.D.,  Knoxville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Douglas  Russell  Dorsey,  M.D.,  Nashville 
Harry  Russell  Mack,  Jr.,  M.D.,  Nashville 
Michael  Thomas  Mitchell,  M.D.,  Nashville 
Michael  L.  Reid,  M.D.,  Nashville 
George  P.  Stricklin,  M.D.,  Nashville 
Elizabeth  D.  Wofford,  M.D.,  Nashville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Dorothy  Snoddy  Murphy,  M.D.,  Murfreesboro 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Robert  A.  Willis,  M.D.,  Gallatin 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Howard  Rhea  Holly,  M.D.,  Franklin 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Seventeen  TMA  members  qualified  for  the 
AMA  Physician's  Recognition  Award  during 
August  1988. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Irshad  A.  Ahmad,  M.D.,  Johnson  City 
Bennett  Blumenkopf,  M.D.,  Nashville 
Thomas  L.  Clary,  M.D.,  Oak  Ridge 
Mary  C.  M.  Dundon,  M.D.,  Madison 
David  N.  Dyer,  M.D.,  Nashville 
David  L.  Greene,  Jr.,  M.D.,  Morristown 
Frederick  T.  Horton,  Jr.,  M.D.,  Nashville 
Charles  I.  Huddleston,  M.D.,  Knoxville 
Terri  W.  Jerkins,  M.D.,  Nashville 
Richard  R.  Jost,  M.D.,  Spring  City 
Robert  M.  Potter,  M.D.,  Alcoa 
David  E.  Schultheiss,  M.D.,  Nashville 
David  G.  Stanley,  M.D.,  Oak  Ridge 
Marietta  Sunga-Guevara,  M.D.,  Madison 
Edward  G.  Vick,  M.D.,  Memphis 
Robert  W.  Wahl,  M.D.,  Nashville 
David  R.  Watts,  M.D.,  Nashville 
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announcement/ 


Jo  C.  Anderton , age  70.  Died  September  13,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Franklin  County  Medical  Society. 


CALENDAR  OF  MEETINGS 

NATIONAL 


Albert  Mitchell  Jones,  age  97.  Died  August  30.  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Robert  McCaughrin  Pool,  age  90.  Died  March  8.  1988. 
Graduate  of  Tulane  University  School  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 


Dec.  3-6 
Dec.  14-18 
Jan.  18-21 


Jan.  24-27 


Jerry  Seaborn  Sutton,  age  52.  Died  September  2.  1988. 
Graduate  of  Johns  Hopkins  University  School  of  Med- 
icine. Member  of  Nashville  Academy  of  Medicine. 


American  Society  of  Hematology — San  An- 
tonio. Tex. 

American  Psychoanalytic  Association — 
Waldorf-Astoria.  New  York 
Contact  Lens  Association  of  Ophthalmolo- 
gistslnternational  Association  of  Refractive 
Surgery — Marriott  Hotel.  New  Orleans 
Southeastern  Surgical  Congress — Innis- 
brook.  Tarpon  Springs.  Fla. 

American  Association  for  the  Study  of 
Headache — Hyatt  Union  Square.  San  Fran- 
cisco 


'AIBfl  UI^»LJ 
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PHYSICIAN 

SPECIALISTS 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development,  You  can  have 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Call 

Capt.  Alvin  R.  Chiles 
(615)  889-0723 
Collect 
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An  A+  rating 
from  A.M.  Best  Company 
and  twelve  years  in  business 
is  SVMIC  today. 


SVMIC  - exclusively 
approved  by  the  Tennessee 
Medical  Association  - has 
a twelve  year  history  of 
providing  the  best  medical 
liability  insurance  to 
Tennessee  physicians  at 
affordable  premiums. 
Our  success  is  proven 


by  an  A+  rating  - a 
rating  which  speaks  for 
competent  underwriting, 
cost  control,  efficient 
management,  adequate 
reserves  for  undischarged 
liabilities,  net  resources 
and  soundness  of 
investments. 


A 

T 

y Physician  Insurers  Association  of  America 


By  Doctors  for  Doctors 


State  Volunteer  Mutual 
Insurance  Company 

101  Westpark  Drive  o Suite  300 
P.O.  Box  1065  o Brentwood.  Tennessee  37027 
615-377-1999  o 1-800-342-2239 


Tennessee  Medical  Association  Auxiliary 


From  Saddlebags  to  Science: 

A Century  of  Health  Care  in  Memphis  1830-1930 


To  members  of  the  Memphis  and  Shelby  County 
Medical  Society  Auxiliary  it  seemed  the  completion  of 
its  Health  Sciences  Museum  Foundation's  exhibit, 
“From  Saddlebags  to  Science,”  took  almost  as  long  as 
the  hundred  years  of  health  care  history'  it  covers.  From 
a small  collection  of  artifacts  assembled  in  1973  for 
dedication  of  the  Public  Health  Library  to  health  offi- 
cer and  yellow  fever  victim  Dr.  John  Erskine,  the  ex- 
hibit now  fills  21,000  square  feet,  contains  some  2,000 
artifacts,  including  16  life-size  mannequins,  and  is  val- 
ued at  over  a half  million  dollars.  Housed  in  the  Mem- 
phis Pink  Palace  Museum,  the  exhibit  opened  May  31, 
1984  as  the  only  one  of  its  kind  in  the  southeastern 
United  States. 

Through  display  cases  and  dioramas,  such  as  a 
backwoods  cabin,  an  1800s  physician's  office,  and  a 
dentist’s  office  of  the  1920s,  “From  Saddlebags  to  Sci- 
ence,” as  its  name  implies,  traces  the  development  of 
medicine,  dentistry,  nursing,  pharmacy,  and  public 
health  in  Memphis  from  the  medical  saddlebags  of  the 
1830s  to  the  use  of  the  microscope  and  the  application 
of  scientific  knowledge  in  the  1930s.  Beginning  with 
early  19th  century,  or  so-called  "heroic'’  medicine — 
where  “purging  and  puking,'’  together  with  bleeding 
or  leeching,  cupping,  and  blistering,  were  standard 
treatments  for  any  illness — the  exhibit  dramatizes  the 
milestones  in  this  development, 

The  use  of  medicines  concocted  from  herbs  and  lo- 
cal plants,  or  the  use  of  “patent  medicines”  such  as 
Dr.  John  Bull’s  Great  American  King  of  Pain  Reme- 
dy— touted  in  Memphis  in  the  1850s  as  a guaranteed 
cure  for  everything  from  fever  to  falling  hair — gained 
popularity  as  preferred  remedies.  Several  cases  filled 
with  slick  advertisements,  a collection  of  Memphis 
medicine  bottles,  examples  of  widely  used  electrical 
devices,  and  the  proverbial  “phrenology  head"  for  the 
“pop  psychologists”  of  the  day  make  up  this  display. 

A reproduction  of  the  first  MASH  unit  used  in  bat- 
tle gives  an  insight  into  the  life  of  the  military  surgeon 
during  the  Civil  War.  He  not  only  treated  the  wound- 
ed at  the  front,  set  up  and  supervised  the  hospitals, 
and  made  sanitary  inspections,  but  also  kept  records 
of  the  dead.  The  knowledge  and  experiences  gained 
by  Memphis  physicians  during  this  conflict  helped  them 
sustain  the  city  through  the  devastating  yellow  fever 
epidemics  of  1878-1879.  Minutes  from  an  1878  meet- 
ing of  the  Memphis  Medical  Society  on  display  attest 
to  the  heroism  of  its  members. 


By  1846,  Memphis  had  two  medical  colleges,  an 
embryonic  Board  of  Health,  several  drug  stores,  and 
a hospital  for  treating  sick  transients.  The  epidemics, 
plagues,  pestilence,  and  steamboat  explosions,  which 
gave  Memphis  the  reputation  of  being  “a  sickly  place,” 
also  served  as  catalysts  for  the  beginnings  of  a medical 
center  for  the  teaching  and  training  of  young  students. 
The  proliferation  of  hospitals,  improved  medical  edu- 
cation, opening  of  training  schools  for  nurses,  con- 
struction of  doctors’  office  buildings,  and  a reorga- 
nized Health  Department,  covered  in  the  exhibit 
through  memorabilia,  framed  documents,  and  arti- 
facts, demonstrate  this  role  of  Memphis  as  a growing 
medical  center.  Physicians,  dentists,  and  nurses  re- 
turning from  World  War  I stimulated  the  improve- 
ments in  health  care  and  the  development  of  special- 
ties in  many  fields.  Rare  and  personal  objects  from 
some  of  these  are  contained  in  the  exhibit. 

Today,  the  auxiliary,  through  its  Health  Sciences 
Museum  Foundation,  continues  to  invest  in  the  future 
of  the  exhibit.  Its  members  make  up  the  board  of  di- 
rectors of  the  foundation,  serve  as  docents  in  the  mu- 
seum, provide  funds  for  maintenance  of  the  exhibit, 
and  actively  collect  artifacts  for  future  expansion.  The 
research  document  for  the  exhibit  by  auxiliary  mem- 
ber Patricia  LaPointe  has  been  published  in  the  book, 
From  Saddlebags  to  Science,  which  may  be  obtained 
from  the  Health  Sciences  Museum  and  local  book- 
stores. Nor  has  the  exhibit  remained  just  a visual  en- 
tity, for  during  this  past  year  another  auxiliary  mem- 
ber, Ruth  Crenshaw,  as  a storyteller  through  the  Arts 
in  the  School  Program,  has  carried  "From  Saddlebags 
to  Science”  into  the  city’s  schools.  Arriving  in  a 19th 
century  nurse’s  uniform,  armed  with  saddlebags  and 
examples  of  artifacts  contained  in  the  exhibit,  she  gives 
a "firsthand"  report  on  the  early  health  care  in  Mem- 
phis. At  the  end  of  the  story,  the  students  are  asked 
to  compare  the  primitive  and  often  unscientific  treat- 
ments of  the  saddlebag  era  with  the  dramatic  advances 
in  health  care  today. 

If  the  students  and  visitors  to  the  exhibit  can  appre- 
ciate the  results  of  the  comparison  of  the  medical 
treatments  of  the  saddlebag  era  with  the  advances  of 
modern  medicine,  then  the  efforts  of  the  Memphis  and 
Shelby  County  Medical  Society  Auxiliary  and  those  of 
the  early  health  professions  will  not  have  been  in  vain. 

Mrs.  A.  Hoyt  (Ruth)  Crenshaw 

Memphis  and  Shelby  County  Auxiliary 
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The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

April  5-6, 1988 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud.  M.D.,  Secretary 
Paul  Johnson,  M.D.,  Consultant 
I.  Lee  Arnold.  M.D. 

Phillip  W.  Hayes.  M.D. 


Licenses  were  granted  by  reciprocity  for  Drs.  Rob- 
ert L.  Hartzell,  Jr.,  John  C.  W.  Morse,  Joseph  L.  Sto- 
ry, and  Periclis  Roussis.  No  action  was  taken  on  the 
following  applications  since  the  applicants  did  not  ap- 
pear: Drs.  Ajay  Sobti,  William  B.  Van  Slvke,  and  Sol- 
omon B.  Smith.  Upon  receipt  of  the  Verification  of 
Training  form  which  is  satisfactory  to  one  of  the  Board 
members.  Dr.  George  M.  Young  will  be  granted  a li- 
cense. 

The  reinstatement  request  from  Dr.  L.  Doyle 
Moore  was  approved:  therefore,  the  probationary  sta- 
tus of  the  license  was  terminated,  effective  April  5, 
1988. 

The  license  by  exemption  was  reinstated  for  Dr. 
Matthew  Gangwer,  contingent  upon  his  maintaining  a 
contract  with  the  TMA  Impaired  Physician  Program. 

The  Rules  and  Regulations  submitted  by  the  Res- 
piratory Care  Council  were  unanimously  approved,  as 
well  as  the  Rules  for  Continuing  Education. 

The  applicants  approved  by  the  Physician  Assist- 
ants Committee  since  the  Board’s  last  meeting  were 
approved  by  the  Board.  These  were  Susan  A.  Bennett, 
Charles  E.  Lambert,  and  Michael  S.  Overfelt. 

The  Board  failed  to  approve  the  Rules  concerning 
Scope  of  Practice  which  were  submitted  by  the  Com- 
mittee on  Physician  Assistants.  The  Board  had  prob- 
lems with  the  wording  and  suggested  that  the  commit- 
tee work  with  the  attorney  and  try  to  reword  the  Rule. 

The  Board  worked  on  the  Rules  for  Pharmaceutical 
Dispensing.  The  following  was  decided:  Physicians  who 
elect  to  dispense  medication  for  remuneration  must 
comply  with  the  following:  (1)  Federal  regulations  for 
the  dispensing  of  controlled  substances  are  to  be  fol- 
lowed in  all  instances.  (2)  Requirements  for  dispensing 
of  non-controlled  drugs  are  as  follows:  (A)  Drugs  are 
to  be  dispensed  in  an  appropriate  container  labeled 
with  at  least,  the  following:  patient’s  name,  date,  com- 
plete directions  for  usage,  the  physician’s  name  and 
address,  a unique  number  or  the  name  and  strength  of 
the  medication.  (B)  Physicians  may  dispense  only  to 
individuals  with  whom  they  have  established  a physi- 
cian/patient relationship.  It  shall  be  a violation  of  this 
rule  for  a physician  to  dispense  medication  at  the  or- 
der of  any  other  physician  not  registered  to  practice  at 
the  same  location.  (C)  Whenever  dispensing  takes 
place,  appropriate  records  shall  be  maintained.  A sep- 


arate log  must  be  maintained  for  controlled  substance 
dispensing.  (D)  It  is  not  the  intention  of  this  Rule  to 
interfere  with  the  individual  physician's  appropriate  use 
of  professional  samples,  nor  to  interfere  in  any  way 
with  the  physician’s  right  to  directly  administer  drugs 
or  medicines  to  any  patient. 

The  Proctors  for  the  June  FLEX  examination  are: 
Dr.  Johnson — June  14;  Dr.  Cloud — June  15;  Dr. 
Hayes — June  16. 

The  x-ray  operator  course  on  chest  and  extremities, 
submitted  by  Ms.  Marie  H.  Newman,  was  approved  as 
meeting  the  regulations. 

The  Investigation  Section  presented  an  update  on 
open  cases.  There  are  196  cases  which  are  open  as  of 
April  5,  1988. 

Hearing — Dr.  John  R.  Janovich 

Dr.  Janovich  was  charged  with  unprofessional  con- 
duct and  that  he  illegally  used  drugs  in  the  practice  of 
medicine.  The  Board  accepted  an  agreed  order  as  fol- 
lows: (1)  The  respondent's  license  to  practice  medicine 
in  Tennessee  is  placed  on  probation  for  a minimum  of 
three  years  and  a maximum  period  of  five  years  and 
the  respondent  shall  abide  by  the  following  conditions 
to  wit:  (A)  The  license  of  the  respondent  is  placed  on 
probation  for  a period  not  to  exceed  five  years  with 
said  probation  period  to  begin  on  the  date  of  rein- 
statement and  end  five  years  from  said  date.  During 
said  probation  the  Board  and  its  authorized  represen- 
tatives shall  have  access  to  all  medical  peer  review  in- 
formation regarding  the  respondent.  (B)  The  respond- 
ent shall  have  no  DEA  number  in  force  for  controlled 
substances  until  Feb.  1,  1989;  thereafter,  the  Board 
may  allow  the  respondent  to  reapply  for  DEA  privi- 
leges. (C)  During  the  period  of  probation,  the  re- 
spondent shall  continue  seeing  a psychiatrist  of  his 
choosing  on  a monthly  basis  and  shall  have  said  psy- 
chiatrist furnish  monthly  reports  of  respondent’s  con- 
dition (which  shall  include  a drug  screen)  to  the  Board 
secretary,  the  first  report  being  due  30  days  after  rein- 
statement and  the  following  reports  shall  be  due  at  the 
end  of  each  30  day  period  thereafter.  The  respondent 
shall  also  submit  random  urine  and  blood  samples  to 
the  Board  or  its  authorized  representatives  for  the 
purpose  of  drug  screens  upon  demands.  (D)  During 
said  probation  period,  when  DEA  privileges  are  re- 
stored, respondent  shall  furnish  the  Board  secretary, 
at  the  end  of  each  month  during  said  probationary  pe- 
riod, copies  of  each  prescription  written  or  prescribed 
by  respondent  for  controlled  substances.  Further,  re- 
spondent shall  keep  a log  book  which  shall  accurately 
reflect  each  administration  or  dispensing  of  controlled 
substances  to  patients  for  the  Board  or  its  authorized 
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representatives.  Failure  of  said  log  book  records  to 
correspond  accurately  with  222  DEA  order  forms,  with 
which  the  respondent  has  ordered  controlled  sub- 
stances during  said  period,  shall  be  prima  facie  evi- 
dence that  respondent  has  failed  to  comply  with  the 
record  keeping  terms  of  this  order.  (E)  During  the  time 
of  said  probation,  the  respondent  shall  take  only  drugs 
which  are  prescribed  for  him  by  someone  other  than 
himself.  The  respondent  shall  send  a copy  of  each  pre- 
scription to  the  Board  and  shall  from  time  to  time  upon 
request  furnish  the  Board  or  its  authorized  represen- 
tatives an  explanation  of  the  purpose  for  said  prescrib- 
ing. (F)  The  respondent  shall  abide  by  all  drug  laws  of 
the  State  of  Tennessee  and  of  the  United  States  of 
America,  and  shall  abide  by  the  terms  of  TCA  63-6- 
101,  et  seq.  Failure  of  respondent  to  abide  by  the  terms 
of  this  order  shall  be  cause  for  further  discipline  of 
respondent  pursuant  to  TCA  63-6-214(a)2.  (2)  The 
probation  shall  begin  on  the  date  of  entry  of  this  or- 
der. 

Summary  Suspension — Dr.  Jack  C.  Smith 

The  license  of  Dr.  Jack  C.  Smith  was  summarily 
suspended  beginning  on  April  6,  1988,  and  he  was  di- 
rected to  cease  the  practice  of  medicine  on  this  date. 
Said  suspension  shall  remain  in  effect  until  a final 
hearing  is  held  before  the  Board  which  will  be  sched- 
uled by  agreement  of  the  respondent  and  the  Board 
or  as  soon  as  practicable.  The  Findings  of  Fact  and 
Conclusions  of  Law  establish  that  the  public  health, 
safety,  and  welfare  imperatively  requires  emergency 
action  to  prevent  the  respondent  from  continuing  his 
repeated  and  dangerous  prescribing  of  addictive  con- 
trolled substances. 

Hearing — Dr.  Archimedes  Concon 

(1)  The  Board  of  Medical  Examiners,  after  finding 
the  respondent  guilty  of  violations  of  the  practice  act, 
issued  an  order  dated  Oct.  9,  1987,  in  which  the  re- 
spondent’s DEA  certificate  was  revoked  for  a period 
of  one  year.  (2)  The  respondent,  through  his  counsel, 
was  sent  the  order  of  the  Board  as  well  as  a DEA 
form  194  with  instructions  to  sign  the  form  and  return 
it  to  the  Office  of  General  Counsel.  (3)  The  respond- 
ent, who  has  not  appealed  the  Board’s  decision,  re- 
fuses to  sign  the  said  DEA  form  104  placing  him  in 
willful  defiance  of  the  order  of  the  Board. 

The  Board  issued  a default  order,  as  follows:  It  is 
the  responsibility  of  the  Tennessee  Board  of  Medical 
Examiners  to  regulate  physicians  who  practice  in  this 
state.  A physician  who  refuses  to  submit  to  the  author- 


ity of  the  Board  is  operating  outside  of  the  law'.  Such  a 
physician  does  not  demonstrate  the  requisite  judgment 
to  practice  medicine.  It  is  therefore  ORDERED  that 
the  license  of  the  respondent.  Dr.  Archimedes  Concon, 
to  practice  medicine  is  hereby  REVOKED. 

Hearing — Dr.  Bobby  Watts 

Notice  of  charges  are  as  follows:  (1)  The  respond- 
ent, Bobby  Watts,  M.D.,  was  disciplined  by  the  Board 
of  Medical  Examiners  as  a result  of  a hearing  and  en- 
suring final  order  dated  May  7,  1987.  The  Board  sus- 
pended the  respondent’s  license  to  practice  medicine 
for  six  months  and  in  addition  ordered  as  follows:  Re- 
spondent, Bobby  Watts,  M.D.,  is  hereby  ORDERED 
to  surrender  his  DEA  certificate  of  registration  indef- 
initely. Said  surrender  is  to  be  effective  immediately. 
(2)  After  the  respondent’s  period  of  suspension  ex- 
pired, his  medical  license  was  reinstated,  but  the 
Board’s  order  regarding  his  DEA  certificate  remained 
in  effect.  (3)  In  December  of  1987,  the  respondent 
wrote  a letter  to  the  Board  requesting  reinstatement 
of  his  DEA  certificate  in  order  to  obtain  a position  at 
Meharry  Medical  College  that  required  a physician  who 
could  write  prescriptions  for  controlled  substances.  (4) 
The  respondent,  pursuant  to  his  request,  appeared  be- 
fore the  Board  on  Feb.  17,  1988.  The  respondent  was 
questioned  by  the  Board  about  whether  he  had  been 
prescribing  any  controlled  substances  since  the  Board's 
disciplinary  action.  Even  though  the  respondent  has 
been  writing  prescriptions  for  scheduled  substances  in 
violation  of  the  Board’s  order  of  May  7,  1987,  he  mis- 
represented to  the  Board  that  since  his  medical  license 
has  been  reinstated  he  has  only  written  prescriptions 
for  nonscheduled  substances. 

The  Board  found  him  guilty  of  unprofessional,  dis- 
honorable, or  unethical  conduct;  violation  or  attempt- 
ed violation,  directly  or  indirectly,  or  assisting  in  or 
abetting  the  violation  of,  or  conspiring  to  violate,  any 
provision  of  TCA  63-6-101  et  seq.,  or  any  lawful  order 
of  the  Board  issued  pursuant  thereto,  or  any  criminal 
statute  of  the  State  of  Tennessee;  gross  malpractice  or 
a pattern  of  continued  or  repeated  malpractice,  igno- 
rance, negligence  or  incompetence  in  the  course  of 
medical  practice. 

The  Board  action  was:  DEA  certificate  is  not  to  be 
returned  to  him  for  at  least  one  year.  He  is  placed  on 
probation  for  a period  of  six  months,  during  which  he 
must  complete  at  least  30  hours  of  continuing  medical 
education,  10  hours  of  which  must  be  in  pharmacolo- 
gy. Probation  will  be  lifted  at  the  end  of  six  months 
provided  he  has  abided  by  the  order.  r y 


MISSING 

Don’t  be  among  the  missing  at  the  Tennes- 
see Medical  Association’s  154th  Annual 
Meeting — April  12-15,  1989,  at  the  fabu- 
lous Opryland  Hotel  in  Nashville.  Mark  your 
calendar  NOW  so  you  won’t  miss  out. 
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Nonsurgical  Management  of 
Peripheral  Vascular  Disease : 

State  of  the  Art 

EDWARD  M.  PRIEST,  M.D. 


Introduction 

Though  vascular  bypass  grafting  has  been,  is, 
and  for  the  foreseeable  future  will  continue  to  be 
the  most  widely  applicable  definitive  treatment 
for  vascular  insufficiency  of  the  lower  extremi- 
ties, an  array  of  new  drugs,  equipment,  and  tech- 
niques has  opened  other  avenues  of  therapy  for 
certain  subsets  of  patients  with  this  widespread 
disease.  These  new  forms  of  treatment  are  less 
invasive  and  less  expensive  than  their  surgical 
counterparts,  and  are  equally  effective.  Approx- 
imately 15%  of  patients  now  considered  candi- 
dates for  surgery  may  be  eligible  for  nonsurgical 
revascularization,  and  an  additional  group  of  pa- 
tients not  suitable  for  any  reconstructive  surgery 
may  also  benefit.  New  forms  of  therapy  may 
therefore  replace  a certain  percentage  of  surgical 
procedures,  even  though  for  the  most  part  they 
will  simply  compliment  and  augment  traditional 
therapy. 

Thrombolysis 

Thrombolysis  is  a technique  wherein  drugs 
having  the  capability  to  stimulate  the  endoge- 
nous thrombolytic  system  are  applied  to  intravas- 

From  the  Department  of  Radiology.  Park  View  Medical  Center. 
Nashville. 

Reprint  requests  to  P.O.  Box  23010.  Nashville.  TN  37204  (Dr. 
Priest). 


cular  clot  for  the  purpose  of  lysis:  streptokinase 
(SK),  urokinase  (UK),  and  human  tissue  plas- 
minogen activator  (HTPA)  all  have  utility  in  this 
area. 

Streptokinase,  the  prototype  thrombolytic 
agent,  is  elaborated  by  beta-hemolytic  strepto- 
cocci and  acts  by  inducing  a systemic  thrombo- 
lytic state,1  but  its  antigenicity  reduces  its  effec- 
tiveness and  risks  anaphylaxis  with  repeated 
administration.  Because  it  acts  systemically.  its 
use  is  associated  with  a high  (40%  to  50%)  com- 
plication rate.1'3  It  is  therefore  no  longer  the 
thrombolytic  agent  of  choice  for  peripheral  vas- 
cular disease,  though  it  is  still  useful  in  coronary 
thrombosis  because  it  can  be  administered  intra- 
venously. 

Urokinase,  a derivative  of  human  urine,  is  now 
the  peripheral  thrombolytic  agent  of  choice  be- 
cause of  its  nonantigenicity,  low  toxicity  compli- 
cation rate,  and  effectiveness.  Because  it  is  a di- 
rect plasminogen  activator  and  does  not  form 
intermediate  activation  complexes,  it  has  a linear 
dose-response  curve,  which  results  in  a more 
predictable  thrombolytic  effect.2  UK  is  less  effec- 
tive than  SK  in  activating  plasminogen  and  thus 
requires  local  administration  through  an  arterial 
catheter  placed  in  the  proximal  aspect  of  the 
thrombus.3  New  small-diameter  catheter  systems 
make  this  a relatively  atraumatic  procedure,  with 
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a low  (5%  to  15%)  incidence  of  complications, 
most  of  them  related  to  hematomas  at  the  punc- 
ture site.  Success  rates  are  approximately  75% 
for  all  patients  and  rise  to  about  85%  when  flow- 
limiting  stenoses  can  be  treated  by  angioplasty  or 
surgery,  when  patients  with  poor  runoff  are  ex- 
cluded, and  when  densely  fibrotic,  organized 
thrombi  are  excluded  by  the  “guidewire  test.”3  5 

Percutaneous  Atherectomy 

A second  treatment  alternative  is  percuta- 
neous atherectomy.  The  Simpson  Atherocath  is 
capable  of  removing  selected  atheromata  by  me- 
chanical means.  Through  a No.  7 French  cathe- 
ter an  inside-catheter  cable-driven  cylindrical 
cutting  blade  may  be  presented  to  eccentric  ath- 
eromata via  a side-port.  Advancement  of  the  ro- 
tating blade  from  its  resting  position  at  the  prox- 
imal edge  of  the  port  housing  shaves  off  the 
intruding  plaque,  and  packs  it  into  the  hollow, 
bullet-shaped  catheter  nose,  preventing  escape  of 
debris  into  the  vessel.  A nondilating  balloon  dia- 
metrically opposite  the  side-port  on  the  catheter 
shaft  is  inflated  during  atherectomy  to  insure  a 
snug  fit  of  the  plaque  into  the  side-port  (Fig.  1). 
This  guillotine-like  action  is  the  most  suitable 
treatment  for  short  eccentric  plaques,  which  are 
exactly  the  type  of  plaque  that  angioplasty  treats 
poorly.  The  device  is  FDA-approved,  and  a recent 
multicenter  study  reported  a success  rate  (residual 
stenosis  less  than  30%)  of  88%,  which  rises  to 
100%  success  when  supplemented  by  balloon  an- 
gioplasty.6 No  complications  were  reported. 

Percutaneous  Transluminal  Angioplasty 

Percutaneous  transluminal  balloon  angioplasty 
(PTA)  was  the  first  of  the  nonsurgical  reperfu- 
sion techniques,  and  is  accomplished  by  inflation 
of  a balloon-tipped  angiographic  catheter  in  the 
residual  lumen  of  a stenotic  artery.  Careful  fluo- 
roscopic monitoring  of  catheterization  and  infla- 
tion, wire  guidance  of  the  dilating  catheter,  and 
advanced  guidance  techniques  such  as  digital 
roadmapping  are  necessary  for  an  atraumatic  and 
durable  result.  Microscopically,  angioplasty  re- 
establishes physiologic  lumen  diameter  by  caus- 
ing intimal  fracture  and  media  stretching;  the 
plaque  itself  is  unaffected.7 

Initial  success  with  PTA  was  limited  to  large 
vessel  stenosis,  such  as  stenosis  of  the  aorta,  ren- 
al, and  iliac  arteries.  The  recent  development  of 
more  sophisticated  balloons,  improvement  in  an- 
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Figure  1.  Artists’  schematic  of  percutaneous  atherectomy  catheter  in 
the  process  of  atheroma  removal. 


giographic  guidewire  construction,  refinements  in 
technique,  and  improved  patient  selection  have 
extended  the  utility  of  this  procedure  to  the 
smaller  vessels  of  the  lower  extremities;  superfi- 
cial femoral,  popliteal,  peroneal,  and  tibial  ste- 
nosis have  all  been  dilated  successfully,  with  good 
long-term  results.810  As  a result,  claudication  is 
now  the  most  common  indication  for  peripheral 
angioplasty.  Limb  salvage  is  another  important 
indication,  and  renal  artery  angioplasty  for  re- 
novascular hypertension  is  also  clinically  useful. 

Two  important  parameters  that  describe  the 
clinical  success  of  angioplasty  are  technical  suc- 
cess and  clinical  patency.  Technical  success  de- 
pends upon  the  ability  to  pass  a guidewire  through 
a stenosis  or  occlusion,  follow  over  the  wire  with 
a balloon  catheter,  and  successfully  dilate  the 
stenosis  to  physiologic  lumen  diameter.  The  na- 
tionally reported  technical  success  rate  as  meas- 
ured in  three  large  studies  is  90%  for  carefully 


(Longitudinal  Section  of  Metal  Cap) 


Figure  2.  Artist’s  schematic  of  laser  thermal  angioplasty  probe. 
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chosen  stenoses,  and  85%  for  occlusions  of  1 to 
7 cm.8’10 

Clinical  patency  rates  for  similar  lesions  have 
been  reported  as  75%  and  85%  respectively.810 
Long  segment  occlusions  are  significantly  more 
difficult  technically,  and  have  disappointing  clin- 
ical patency  rates.810  These  figures  compare  fa- 
vorably with  surgical  results.  A recent  European 
study  of  over  1,000  patients  studied  over  an  18- 
year  period  reported  five-year  PTA  patency  rates 
of  85%  to  89%  in  patients  with  claudication,  and 
70%  in  patients  with  rest  pain/gangrene.11 

Laser  Thermal  Assisted  PTA 

A recent  adjunct  to  PTA,  laser  thermal-assist- 
ed  PTA  (LPTA)  is  of  particular  note.  Although 
classical  PTA  can  be  performed  on  completely 
occluded  vessels,  difficulty  with  guidewire  and 
balloon  passage  makes  this  a technically  very  de- 
manding procedure,  and  indeed,  failure  to  pass 
the  guidewire  and  balloon  across  a complete  oc- 
clusion is  the  most  common  cause  of  failure  of  a 


coronary  angioplasty.  Furthermore,  the  extreme 
degree  of  wall  stretching  required  to  dilate  from 
complete  occlusion  to  hemodynamic  patency  re- 
sults in  significant  fibroblastic  reaction  in  the  ar- 
terial wall,  which  may  contribute  to  restenosis.7 

To  deal  with  these  problems,  attempts  at  ar- 
terial recanalization  by  use  of  laser  energy  have 
been  continuing  since  about  1984. 1213  Though  in- 
itial attempts  at  bare  beam  ablation  of  plaque 
were  frustrated  by  an  unacceptable  perforation 
rate,  eventual  development  of  a usable  technol- 
ogy was  accomplished  by  attachment  of  a bullet- 
shaped metal  alloy  tip  to  the  laser  fiberoptic  bun- 
dle (Fig.  2).  This  results  in  conversion  of  laser 
light  energy  into  heat  at  the  tip.  The  “hot  tip” 
operates  at  approximately  500°C,  vaporizing 
plaque  on  contact  and  creating  a 2-mm  tract 
through  the  occluding  plaque. 

The  functional  effect  of  laser  recanalization  is 
to  convert  a complete  occlusion  to  a concentric 
stenosis,  precisely  the  type  of  stenosis  that  bal- 
loon angioplasty  treats  best.  A PTA  balloon 


Figure  3.  Laser  thermal  assisted  balloon  angioplasty  of  tandom  superficial  femoral  artery  stenoses  (large  arrows).  (A)  Stenoses  before  angio- 
plasty. (B)  Stenosis  following  angioplasty. 
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catheter  can  then  be  passed  over  the  laser  and 
through  the  tract,  dilating  the  lesion  in  tradition- 
al fashion  (Figs.  3 and  4). 

Histologically,  LPTA  produces  less  arterial 
wall  fibrosis  and  desmoplasia  than  traditional 
PTA,  probably  because  plaque  is  debulked  and 
less  arterial  stretch  is  required.7  This  may  have 
clinical  relevance  if  lower  restenosis  rates  result. 

Initial  experience  with  LPTA  has  been  en- 
couraging. In  the  largest  reported  study  to  date, 
18  patients  were  subjected  to  LPTA  for  claudi- 
cation or  limb  salvage,  with  a 90%  technical  suc- 
cess rate  and  a 75%  clinical  patency  rate  at  8-  to 
12-month  follow-up.14  Complication  rates  are  ap- 
proximately 4%  to  8%,  and  complications  have 
been  almost  exclusively  related  to  puncture  site 
hematomas.  The  device  is  fully  FDA-approved, 
and  several  larger  but  unpublished  series  exist 
with  similar  results  (D.W.  Schwarten,  M.D.,  and 
R.I.  White,  M.D.,  personal  communication). 


Of  special  importance  are  the  preliminary  re- 
sults of  the  ongoing  VA  cooperative  study  of  PTA 
vs  bypass  surgery  for  peripheral  atherosclerosis, 
which  found  that  PTA  has  a higher  initial  tech- 
nical failure  rate  than  surgery,  that  both  have 
produced  similar  hemodynamic  results,  amputa-- 
tion  rate,  and  number  of  deaths  after  three  years, 
that  they  are  equally  durable  with  minor  differ- 
ences, that  failed  PTA  carries  no  identifiable  ad- 
verse long-term  consequences,  and  that  it  specif- 
ically does  not  preclude  surgery.15  Since  most 
technical  failures  with  PTA  occur  in  occluded 
vessels,  LPTA  may  make  comparison  between 
surgery  and  percutaneous  dilatation  even  more 
favorable. 

The  Excimer  Laser 

A second  laser  device,  the  excimer  laser,  is  on 
the  clinical  horizon.  Now  in  FDA  Phase  1 human 
clinical  trials,  the  excimer  device  ablates  ather- 
osclerotic plaque  by  emitting  high  energy  laser 
light  at  a wave  length  that  is  selectively  absorbed 


Figure  4.  Laser  thermal  assisted  angioplasty  of  right  superficial  femoral  artery  stenosis  (large  arrow).  (A)  Lesion  prior  to  angioplasty.  (B)  Lesion 
following  completion  of  angioplasty. 
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by  plaque  but  not  by  arterial  intima.  This  is  an 
exciting  device  with  tremendous  potential,  which 
can  be  used  to  treat  multiple  tandem  lesions  ef- 
fectively and  atraumatically.  Initial  experience  has 
been  very  favorable.16 

Summary  and  Conclusions 

A sequence  of  exciting  catheter-mediated 
technical  advances  is  currently  revolutionizing  the 
therapy  of  peripheral  vascular  disease,  and  there 
is  promise  of  further  beneficial  developments  of 
this  type  in  the  near  future.  Favorable  applica- 
tion of  these  procedures  requires  skill  and  expe- 
rience in  percutaneous  angiographic-type  proce- 
dures, as  opposed  to  the  distinctly  different  skills 
of  the  vascular  surgeon.  Consequently,  the  inter- 
ventional radiologist  has  become  an  important 
member  of  the  therapeutic  team  in  peripheral 
vascular  disease.  It  is  hoped  that  by  applying  a 
closely  coordinated  team  approach  the  vascular 
surgeon  and  his  colleague,  the  interventional  ra- 
diologist, will  be  able  to  individualize  therapy  for 
each  lesion  in  every  patient,  with  subsequent  im- 
provement in  morbidity,  expense,  clinical  out- 
come, and  quality  of  life  for  patients  with  periph- 
eral vascular  disease. 

Addendum 

Since  preparation  of  the  original  manuscript, 
a large,  multicenter  series  of  LPTA  cases  has 
been  reported.  In  129  procedures  the  total  suc- 
cess rate  was  77%.  A particularly  interesting 
subset  of  patients,  those  with  short  (less  than  3 
cm)  stenoses  and  occlusions,  experienced  a 93% 
to  95%  clinical  success  rate  at  one  year.  These 


very  encouraging  results  imply  that  LPTA  will  be 
very  useful  clinically.17  r X 
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Otocephaly : Report  of  a Case 
With  Ultrasound  Findings 

ANN  H.  DAO,  M.D.;  EVELYN  DIEHL,  M.D.;  AND  PHILIPPE  JEANTY,  M.D.,  Ph.D. 


Case  Report 

A 1,420-gm  black  male  infant  was  delivered  of  a 17-year- 
old  gravida  2,  para  1 mother  who  entered  the  hospital  at  about 
32  weeks’  gestation  with  ruptured  membranes.  An  ultrasound 
examination  revealed  polyhydramnios,  and  fetal  facial  abnor- 
malities consistent  with  otocephaly  (Fig.  1).  Following  deliv- 
ery, the  infant  lived  for  45  minutes.  Facial  abnormalities  were 
noted.  Attempts  at  intubation  were  unsuccessful  due  to  con- 
genital defects  involving  the  mouth  and  throat.  Chromosomal 
studies  with  G-banding  revealed  a normal  male  karyotype 
(46XY).  Though  the  placenta  was  normal,  the  umbilical  cord 
contained  only  a single  artery  and  a vein. 

At  autopsy,  major  abnormalities  were  noted  on  the  face 
and  neck  (Fig.  2).  The  mouth  was  small  and  narrow,  and  the 
external  ears  were  displaced  downward  toward  the  midline  of 
the  anterior  aspect  of  the  neck.  No  mandible  could  be  iden- 
tified and  there  was  severe  narrowing  and  constriction  of  the 
oropharynx,  which  did  not  communicate  with  either  the 
esophagus  or  trachea.  The  tongue  was  identified  as  a tiny 
bud-like  structure  located  in  the  posterior  blind  oropharynx. 


From  the  Departments  of  Pathology  (Dr.  Dao),  and  Diagnostic 
Imaging  (Dr.  Jeanty),  Vanderbilt  University  Medical  Center,  and  the 
Department  of  Pathology  (Dr.  Diehl),  Meharry  Medical  College, 
Nashville. 

Reprint  requests  to  Department  of  Pathology,  Vanderbilt  Univer- 
sity, C-3321  Medical  Center  North,  Nashville,  TN  37232  (Dr.  Dao). 


A midline  cleft  of  the  soft  palate  was  continuous  with  a cleft 
of  the  thickened  mucosa  overlying  an  intact  but  narrow  hard 
palate.  The  larynx  and  trachea  were  well  formed  and  patent, 
and  the  hyoid  bone  was  normal.  The  pituitary  and  adrenal 
glands  were  absent,  but  all  other  organs,  including  the  brain, 
were  essentially  normal. 

Discussion 

Otocephaly  (ear  head)  is  a rare  malformation 
complex  of  unknown  etiology  in  humans,  char- 
acterized in  its  severe  form  by  hypoplasia  or  ab- 
sence of  the  mandible,  approximation  of  the  ears 
at  the  anterior  midline  (synotia),  and  microsto- 
mia. According  to  Stevenson,1  its  incidence  is  less 
than  one  in  70,000.  The  pathogenesis  of  oto- 
cephaly is  not  well  understood  but  is  thought  to 
be  the  result  of  an  arrest  in  the  development  of 
the  first  branchial  arch.2  The  mandible  forms  from 
the  mandibular  process  of  the  first  branchial 
arch,3  and  the  body  of  the  tongue,  part  of  the 
external  ear,  and  a portion  of  the  middle  ear  are 
also  derived  from  the  same  branchial  arch. 


Figure  1.  (A)  Sonogram  showing  sagittal  section  of  the  head  and  neck  demonstrating  micrognathia.  (B)  Sonogram  showing  transverse  section 
of  the  neck.  The  low  set  ears  are  visible  (arrows)  in  the  same  section  as  the  mouth. 
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Figure  2.  Gross  picture  of  the  head  and  neck  showing  microstomia, 
micrognathia,  and  displacement  of  the  ears. 


Therefore,  otocephaly  is  often  associated  with 
microglossia  and  abnormalities  of  the  ears. 
Downward  displacement  of  the  ears,  with  or 
without  fusion  on  the  midline,  and  microstomia 
are  secondary  effects  due  to  the  lack  of  spatial 
separation  by  a mandible.3  While  the  majority  of 
human  cases  appear  to  be  sporadic,2  some  have 
an  autosomal  recessive2  or  autosomal  dominant 
inheritance  pattern.4 

Otocephaly  can  be  produced  experimentally  in 
mouse  embryos  by  irradiation  with  x-rays,  and  in 
the  offspring  of  pregnant  rats  by  treatment  with 
streptonigrin,5  an  antibiotic  and  antitumor  com- 
pound that  can  cause  chromosomal  breakage  and 
rearrangement.  A recessive  lethal  mutation  lead- 
ing to  otocephaly  in  mice  has  recently  been  pro- 
duced by  x-irradiation  of  the  testes.6  This  muta- 
tion is  believed  to  be  located  on  chromosome  1, 
and  is  closely  linked  with  an  inversion.  Breeding 
for  several  generations  produced  a spectrum  of 
defects  that  included  agnathia,  micrognathia,  sin- 
gle nostril,  microphthalmia,  anophthalmia,  nar- 
row head,  narrow  face,  medially  displaced  external 
ears,  very  small  tongue,  univentricular  telence- 
phalon, palate  abnormalities,  and  short  fore- 
brain.6 Studies  of  the  developmental  changes  and 
of  the  range  of  defects  led  to  the  conclusion  that, 
at  least  in  animals,  otocephaly  appears  to  be  part 
of  a spectrum  of  malformations  resulting  from  a 
primary  deficiency  of  neural  crest  cell  migration 
to  the  anterior  aspect  of  the  embryonic  disk.6 

In  human  beings,  otocephaly  encompasses  a 
spectrum  of  malformations  ranging  from  mild  to 
severe.  Mild  forms,  examples  of  which  are  Pierre- 


Robin  and  Treacher-Collins  syndromes,  have  mi- 
crognathia, close-set  temporal  bones,  and  low  set 
ears  (melotia).  In  the  more  severe  cases,  there 
will  be  complete  absence  of  the  mandible  (agna- 
thia) associated  with  abnormalities  of  the  eyes  and 
forebrain  such  as  holoprosencephaly  and  cyclo- 
pia, and  the  formation  of  a midline  proboscis.27 
The  mouth  may  be  small  (microstomia)  or  com- 
pletely absent  (astomia).  These  severe  cases  are 
invariably  fatal  due  to  abnormalities  of  the  oro- 
pharynx region  resulting  in  a non-patent  airway. 

Fetuses  and  infants  with  first  branchial  arch  de- 
fects have  also  been  reported  to  have  other  abnor- 
mal developments  such  as  situs  inversus,3  renal  ec- 
topia,3 absence  of  the  pituitary,28  hypoplastic  or 
absent  adrenals,8  9 and  single  umbilical  artery.9 
Three  of  these  abnormalities  were  observed  in  our 
case,  namely  absence  of  the  pituitary  and  adrenal 
glands,  and  single  umbilical  artery. 

Ultrasonographic  findings  have  been  described9 
for  a fetus  with  severe  otocephaly  who  had  no 
cranium  or  normal  brain.  In  our  case,  the  cran- 
ium and  brain  were  normal.  Micrognathia  was 
demonstrated  on  the  sagittal  view  of  the  head  and 
neck  (Fig.  1A),  and  the  low  set  ears  were  seen 
on  the  transverse  section  view  of  the  neck  (Fig. 
IB).  Polyhydramnios  was  also  noted. 

Polyhydramnios  is  frequently  associated  with 
otocephaly8  9 and  is  due  to  the  inability  of  the  fe- 
tus to  swallow;  the  same  mechanism  applies  with 
hydramnios  seen  with  anencephaly  and  esopha- 
geal atresia.  Polyhydramnios,  then,  is  indicative 
of  the  seriousness  of  the  fetal  condition. 

In  conclusion,  otocephaly,  in  its  severe  form,  is 
incompatible  with  life,  and  should  be  suspected 
when  the  jaw  cannot  be  seen  on  ultrasonographic 
study,  and  the  ears  are  in  a very  low  position,  es- 
pecially when  there  is  polyhydramnios.  Termina- 
tion of  pregnancy  is  advisable,  and  the  parents 
should  be  prepared  for  death  of  the  fetus,  r / 
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Stop  Claims 
Rejection 


You  know  how  it  goes  with 
insurance  claims.  Every  form  must 
be  filled  out  to  exact  specifications. 
All  the  Ts  appropriately  crossed, 
the  “i”s  adequately  dotted — or  your 
claim  gets  rejected. 

And  you’re  further  away  from 
collecting  on  the  care  you  admin- 
istered weeks  ago. 

Stop  dealing  with  claims  rejec- 
tions and  start  collecting  payments 
on  time  with  the  MAI /Basic  Four 
Medical  Management  System  from 
DALCON. 

GO  FOR  SPEED  AND  ACCURACY 
Healthcare  professionals  designed 
this  computer  system  to  make  phy- 
sicians’ offices  run  more  smoothly. 

With  this  system,  you’ll  know 
which  claims  lack  critical  informa- 
tion before  you  spend  time  process- 
ing the  claim.  When  a patient  has 
multiple  insurance  coverage,  the 
carriers  are  billed  accurately — in 
each  carrier’s  format — and  in 


proper  succession. 

The  system  also  maintains 
medical  records,  monitors  physician 
referrals,  provides  patient  demo- 
graphics, assists  in  efficient  schedul- 
ing, plus  much  more. 

IMPROVE  CASH  FLOW 

With  DALCON’s  MAI/Basic  Four 
system  your  office  procedures  will  be 
simplified.  Along  with  processing 
claims  easily,  you’ll  be  able  to  trans- 
fer claims  electronically  or  on  tape. 

All  these  features  lead  to  increased 
efficiency  which  leads  to  one  very 
important  outcome — improved 
cash  flow. 

CHOOSE  A WINNER 

The  oldest,  most  fully-staffed 
computer  systems  house  in  Middle 
Tennessee,  DALCON  is  uniquely 
qualified  to  provide  you  with  the 
MAI/Basic  Four  system.  In  fact, 
DALCON  consistently  ranks  among 
the  Top  MAI/Basic  Four  dealers 
in  the  country.  With  DALCON  you 


get  this  powerful  computer  system 
plus  individual  training,  custom 
programming,  and  24-hour  support 
and  service. 

You  can  depend  on  DALCON. 
Our  system  does  business  the  way 
you  do. 

SPEED  UP  CLAIMS  COLLECTIONS 
Get  your  insurance  claims  on 
the  road  to  recovery. 

Call  DALCON  and  ask  about  the 
MAI/Basic  Four  Medical  Manage- 
ment System  today. 


Computer  Systems 


1222  16th  Ave.  South  • Nashville.  TN  3"'212 
615/321-9000 


Medicolegal  Junction 


In  the  Woods  with  Medically 
Unnecessary  Services 

DENNIS  LORD 
TMA  Staff  Attorney 


I could  have  used  a machete  when  I was  growing 
up.  We  had  some  woods  behind  my  house.  They  were 
dark  and  ominous.  Vines  and  limbs  hung  down  peril- 
ously. Old  tree  trunks  lay  sprawled  along  the  paths. 
An  intruder  had  to  keep  alert — looking  up  and  down, 
stepping  carefully — so  as  not  to  hit  his  head  or  trip 
and  fall;  worse  yet,  be  bitten  by  some  creature  of  the 
forest  protecting  its  domain.  Yes,  a machete  would 
have  made  exploring  those  woods  a lot  easier. 

A Walk  in  the  Woods 

As  a matter  of  fact,  I could  use  one  now  to  cut  a 
path  through  how  Medicare  determines  what  medical 
services  are  deemed  “reasonable  and  necessary.” 
Studying  Medicare’s  medically  unnecessary  program  is 
like  a walk  in  those  woods.  The  concept  was  originally 
a congressional  effort  to  curtain  medical  costs,  but  it 
has  now  become  a complex  body  of  requirements  and 
unanswered  questions.  The  requirements  can  be  sifted 
through;  it’s  the  unanswered  questions  that  pose  the 
problem. 

The  seed  was  planted  in  the  Omnibus  Budget  Rec- 
onciliation Act  (OBRA)  of  1986.  A provision  in  that 
act  allows  Medicare  to  declare  certain  medical  services 
and  procedures  medically  unnecessary.  A claim  denied 
as  medically  unnecessary  could,  at  the  very  least,  re- 
sult in  the  treating  physician  having  to  reimburse  a pa- 
tient (beneficiary)  for  charges  collected. 

By  January  1988,  the  seedling  had  become  a jun- 
gle. The  AM  A Division  of  Legislative  Activities  re- 
ports that  literally  thousands  of  physicians  and  patients 
had  received  refund  notices  from  Medicare  for  medi- 
cally unnecessary  services.  That  is  not  surprising. 
HCFA,  the  agency  that  pays  Medicare’s  billing,  pro- 
vided no  specific  guidelines  for  determining  what  ser- 
vices and  procedures  might  be  deemed  medically  un- 
necessary. Physicians  were  left  with  guesswork  and  past 
experience  as  primary  means  of  determining  what 
services  and  procedures  Medicare  would  or  would  not 
cover.  The  problem  was  exacerbated  by  the  fact  that 
Medicare  carriers  mailed  refund  notices  without  inves- 
tigating the  specifics  of  a claim  to  determine  if  it  really 


was  medically  unnecessary.  They  were  also  mailed  for 
services  that  Medicare  does  not  cover.  Often,  the  re- 
fund notices  were  “offensively  worded”  and  unclear.1 

As  a result,  the  AMA  objected  to  the  manner  in 
which  the  program  was  being  conducted.  In  a letter  to 
the  Department  of  Health  and  Human  Services,  AMA 
cited  the  potential  for  undermining  the  physician-pa- 
tient relationship.  Simply  put,  if  a patient  is  notified 
authoritatively  that  services  received  from  his  doctor 
were  medically  unnecessary,  he  might  begin  to  doubt 
his  doctor’s  competence.  The  AMA  also  noted  its  con- 
cern that  by  determining  which  medical  services  were 
necessary  and  which  were  not,  Medicare  was  essen- 
tially telling  physicians  how  to  practice  medicine. 

On  the  Right  Path 

At  least  Medicare  and  its  carriers  admitted  to 
glitches  in  the  system.  And  the  AMA’s  efforts  have 
led  to  some  reforms.  Claims  are  no  longer  automati- 
cally denied.  Instead,  they  are  reviewed  on  the  basis 
of  the  patient’s  claim  history  and  medical  information 
furnished  on  the  claim  form.  If  the  decision  is  “incon- 
clusive” after  reviewing  these  factors,  Medicare  con- 
tacts the  attending  physician  for  further  documenta- 
tion. Apparently  the  wording  of  refund  notices  has 
been  softened  also.’  Things  have  improved,  but  no- 
body is  out  of  the  woods  yet. 

As  of  now,  Medicare  will  not  pay  for  what  it  con- 
siders medically  unnecessary  services,  though  a physi- 
cian may  accept  payment  directly  from  the  patient — if 
the  proper  procedure  is  followed.  This  past  Septem- 
ber, Equicor-Medicare  (the  Medicare  Part  B carrier  in 
Tennessee)  mailed  Tennessee  physicians  a letter  de- 
tailing that  procedure.  It  applies  to  both  participating 
and  nonparticipating  physicians  and  involves  assigned 
and  unassigned  claims. 

The  procedure  is  this.  When  a physician  believes 
payment  for  services  is  likely  to  be  denied  by  Medicare 
he  must  provide  the  patient  with  advance  notice  of  that 
as  well  as  a specific  reason  for  his  belief.  Notice  must 
be  given  for  every  individual  service  that  is  likely  to 
be  denied  and,  Equicor-Medicare  strongly  suggests,  it 


DECEMBER,  1988 


739 


should  be  in  writing.  Further,  an  agreement  to  pay  must 
be  signed  by  the  patient  for  each  service  likely  to  be 
denied  by  Medicare.  The  following  language  is  rec- 
ommended for  the  advance  notice  and  patient’s  agree- 
ment: 

PHYSICIAN  NOTICE 

Medicare  will  only  pay  for  services  that  it  determines  to  be 
“reasonable  and  necessary”  under  section  1862  (a)  (1)  of  the 
Medicare  law.  If  Medicare  determines  that  a particular  ser- 
vice, although  it  would  otherwise  be  covered,  is  “not  reason- 
able and  necessary”  under  Medicare  program  standards, 
Medicare  will  deny  payment  for  that  service.  I believe  that, 
in  your  case,  Medicare  is  likely  to  deny  payment  for  (specify 
particular  service(s)  for  the  following  reason  (give  your  rea- 
son(s)  for  your  belief). 

BENEFICIARY  AGREEMENT 
I have  been  notified  by  my  physician  that  he  or  she  believes 
that,  in  my  case,  Medicare  is  likely  to  deny  payment  for  the 
services  identified  above,  for  the  reasons  stated.  If  Medicare 
denies  payment,  I agree  to  be  personally  and  fully  responsi- 
ble for  payment. 

Signed 

The  July  1988  issue  of  the  TMA  newsletter,  The 
Chart,  included  a similar  example  with  one  addition 
worth  considering;  a short  explanatory  note  from  phy- 
sician to  patient. 

Dear  Medicare  Patient, 

As  your  doctor,  I’d  like  you  to  be  aware  of  a new  federal 
regulation  regarding  Medicare,  which  went  into  effect  Octo- 
ber 1,  1987.  My  concern  about  the  new  rule  is  that  it  may 
threaten  the  doctor-patient  relationship  we  share. 

As  I try  to  comply  with  the  new  requirement,  I feel  it 
appropriate  to  inform  you  as  well,  so  together  we  can  make 
the  best  decisions  possible  for  your  medical  care. 

The  form  attached  to  this  letter  [Physicians  Notice  and 
Beneficiary  Agreement]  is  the  result  of  the  new  Medicare  rule. 
Please  read  it  carefully. 

In  spite  of  all  the  government  red  tape,  I still  feel  the  best 
medical  decisions  are  those  made  between  the  doctor,  the 
patient,  and  the  patient’s  family.  As  always,  I pledge  to  give 
you  the  best  medical  treatment  I can. 

Sincerely, 

The  Deep  Woods 

That’s  a look  at  the  requirements.  Now,  on  to  the 
unanswered  questions.  True,  Medicare  has  more  clearly 
defined  the  required  procedure.  They’ve  even  provid- 
ed a list  of  reasons  suitable  to  fill  in  the  “give  your 
reason”  blank  on  the  advance  notice  form.  But,  how 
do  you  know  what  or  when  services  and  procedures 
are  considered  medically  unnecessary?  Only  by  past 
experience  or  trial  and  error!  As  of  this  writing,  phy- 
sicians still  have  no  clear-cut  definition  of  what  consti- 
tutes medically  unnecessary  services.  And,  here’s  the 
clincher. 

The  Social  Security  Act  requires  that  patients  be 
informed  in  advance  that  Medicare  may  deny  pay- 
ment. But  HCFA’s  advance  notice  regulations  require 
that  the  patient  be  informed  the  claim  is  likely  to  be 
denied.  The  difference  is,  “likely”  holds  the  physician 
to  a higher  standard  of  knowledge.  If  you  aren’t  sure 
whether  or  not  a claim  will  be  denied,  you  can’t  legit- 
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imately  state  it  will  “likely”  be  denied.  That  seems  to 
preclude  giving  the  patient  advance  notice.  If  the  claim 
is  subsequently  denied,  you  have  no  recourse  to  col- 
lect for  services  you  have  rendered.  Of  course,  if  you 
collect  without  proper  advance  notice,  you  may  be 
subject  to  refund  requirements  and  sanctions.  At  least 
use  of  the  word  “may”  in  advance  notice  to  patients 
would  give  the  physician  a more  reasonable  opportu- 
nity to  collect  for  services  provided. 

The  practical  problem  with  defining  what  services 
Medicare  considers  medically  unnecessary  is  that  it 
would  be  voluminous.  But  even  if  Medicare  carriers 
produced  a small  booklet  of  its  utilization  manual  and 
ranges,  physician  offices  would  be  much  better 
equipped.  Take  a look  at  the  coverage  for  a Vitamin 
Bi2  injection. 

Parameter — One  injection  per  month 
B12  Guides — Per  section  2050.5  Medicare  Carriers  Manual — 
Intramuscular  injections  of  vitamin  Bl2  at  a dose  of  from  100 
to  1,000  micrograms  no  more  frequently  than  once  a month 
is  the  accepted,  necessary  and  reasonable  dosage  schedule  for 
maintenance  treatment.  When  a B12  injection  is  non-covered 
for  DX,  use  AC/44 

(one  per  month  for  maintenance) 

Anemia 
Pernicious 
Megaloblastic 
Macrocytic 
Fish  tapeworm 
Gastrointestinal  Disorders 
Gastrectomy 

Malabsorption  Syndromes 
Sprue 

Idiopathic  steatorrhea 
Surgical  and  Mechanical  Disorders 
Resection  of  small  intestine 
Stricture 
Anastomosis 
Blind  loop  syndrome 
Neuropathies 

Posterolateral  sclerosis 

Neuropathies  associated  with  pernicious  anemia 
Neuropathy  due  to  malnutrition  or  alcohol, 
acute  phases  or  acute  exacerbation  (ONLY) 
Peripheral  neuropathy 
Diabetic  neuropathy 

Payment  will  be  made  for  B12  injections  in  excess  of  one  per 
month  only  when  the  claim  indicates  the  following: 

• The  patient  is  in  the  acute  phase  of  one  of  the  condi- 
tions listed  above,  and  the  patient  either  has  severe 
anemia  or  a severe  neurologic  deficit. 

• Coverage  in  excess  of  one  per  month  should  be  limited 
to  the  initial  two  weeks  of  therapy. 

The  above  information  is  given  in  the  Equicor- 
Medicare  Utilization  Manual.  But,  without  a copy  of 
the  manual,  how  could  you  possibly  know  what  is  cov- 
ered? Since  no  booklet  has  been  published  by  HCFA 
to  date,  the  best  alternative  is  to  ask  Equicor-Medi- 
care  for  copies  of  its  Utilization  Manual  and  Utiliza- 
tion Ranges.  (The  TMA  has  recently  received  copies 
of  HCFA’s  mandated  Prepayment  Screens  and  Param- 
eters as  well  as  the  Utilization  Manual  and  Utilization 
Ranges  issued  by  Equicor-Medicare.)  HCFA  now  re- 
quires its  carriers  to  release  medical  necessity  policies 
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on  request.  According  to  Equicor-Medicare  these  pol- 
icies are  used  as  administrative  tools  to  identify  prac- 
tices “outside  the  norm,”  not  to  tell  physicians  how  to 
treat  an  illness.  Whatever  they’re  called,  they  appear 
to  be  helpful. 


YOCON' 

YOHIMBINE  HCI 


Is  There  a Way  Out? 

HCFA  feels  its  coverage  rules,  which  have  been 
published,  are  “sufficiently  reasonable  and  carefully 
enunciated  so  that,  in  many  cases,  physicians  can  pre- 
dict [when  services  are]  ‘not  reasonable  and  neces- 
sary.’ ” In  turn,  the  AMA  has  pointed  out  the  diffi- 
culty in  developing  rules  that  incorporate  the  “variables 
of  high  quality  medical  practice.”  The  argument  con- 
tinues and  the  implementation  of  Medicare’s  medically 
unnecessary  program  continues  to  be  a hardship  on 
physicians  who  can  conceivably  be  fined  or  sanctioned 
only  because  they  wanted  to  get  paid  for  rendering  a 
service.  In  the  meantime,  according  to  the  Sept.  9, 
1988,  “Dear  Doctor”  letter  from  Equicor-Medicare, 
the  advance  notice  and  physician-beneficiary  agree- 
ment requirements  apply  in  cases  of  unassigned  and 
assigned  claims.  That  means  nonparticipating  and  par- 
ticipating physicians.  That  letter  should  be  read  care- 
fully and  its  instructions  followed  until  further  notice. 
But,  don’t  get  too  comfortable.  A couple  of  class  ac- 
tion suits  changed  the  rules  drastically  between  April 
and  August  of  1988. 2 By  the  time  you  cut  a path 
through  the  Sept.  9 letter,  it’ll  be  time  for  another  walk 
in  the  woods. 

The  AMA  has  prepared  a guide  on  the  issue  of 
medical  necessity  denials,  entitled  “Medicare  Carrier 
Review:  What  Every  Physician  Should  Know  about 
‘Medically  Unnecessary’  Denials.”  For  further  infor- 
mation call  (800)  621-8335.  r ^ 
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REWARD 

A rewarding  experience  awaits  those  phy- 
sicians who  plan  to  attend  the  Tennessee 
Medical  Association’s  154th  Annual  Meet- 
ing— April  12-15,  1989,  at  the  fabulous 
Opryland  Hotel  in  Nashville.  Mark  your  cal- 
endar NOW  so  you  won’t  miss  out. 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness,  in  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Health  and  Environment  Report 


Tennessee  Changes  Vital  Records 


PAULA  TAYLOR 

Beginning  Jan.  1,  1989,  vital  events  in  Tennessee  will  be 
registered  on  new  forms.  Physicians  who  certify  the  fact  of 
birth  or  death  or  complete  reports  of  fetal  death  or  induced 
termination  of  pregnancy  will  immediately  notice  both 
changes  in  format  and  the  addition  of  some  items  and  dele- 
tion of  others. 

On  a national  level  the  content  and  format  of  all  vital 
event  reporting  forms  are  reviewed  every  ten  years  by  a 
panel  of  experts,  which  evaluates  the  value  of  and  interest 
in  each  item  on  every  certificate  and  considers  requests  for 
new  items  to  be  added.  Their  most  recent  review  and  eval- 
uation, completed  in  1986,  resulted  in  revised  forms  that 
will  remain  unchanged  for  another  decade. 

Various  subgroups  of  the  national  panel  evaluated  the 
format  and  content  of  each  form  and  made  recommenda- 
tions for  additions  and  deletions.  The  eight  members  of  the 
panel  that  reviewed  the  birth  certificate  were  representa- 
tives of  the  American  College  of  Obstetricians  and  Gyne- 
cologists, the  American  Hospital  Association,  the  Associa- 
tion for  Maternal  and  Child  Health  and  Crippled  Children’s 
Programs,  three  state  health  departments,  and  one  re- 
searcher in  neonatology  and  one  in  demography.  The  death 
certificate  subgroup  included  representatives  from  epide- 
miology research,  the  American  Medical  Association,  the 
National  Association  of  Medical  Examiners,  the  College  of 
American  Pathologists,  the  National  Funeral  Directors  As- 
sociation, and  three  state  health  departments. 

The  final  forms  recommended  by  the  national  panel  are 
termed  U.S.  Standard  Certificates  of  Live  Birth,  Death, 
Marriage,  and  Divorce  and  U.S.  Standard  Reports  of  Fetal 
Death  and  Induced  Termination  of  Pregnancy.1  In  order  to 
achieve  national  uniformity,  and  thus  maintain  a national 
vital  statistics  system,  all  states  are  encouraged  to  conform 
to  the  U.S.  Standard  Certificates  and  to  apply  recommend- 
ed definitions  and  registration  procedures. 

The  staff  of  the  Center  for  Health  Statistics,  Tennessee 
Department  of  Health  and  Environment,  reviewed  the  U.S. 
Standard  Certificates  to  determine  if  changes  would  be  re- 
quired in  order  to  use  the  forms  in  Tennessee.  Opinions 
and  suggestions  were  solicited  from  Tennessee  providers  and 
users  of  vital  records  information.2  Two  separate  groups  were 
convened  to  review  and  discuss  changes  for  the  Tennessee 
birth  and  death  documents.  Considerations  to  modify  the 
Tennessee  certificates  from  the  nationally  recommended 
forms  were  influenced  by  three  important  facts: 


From  the  Center  for  Health  Statistics,  Tennessee  Department  of 
Health  and  Environment,  Nashville. 


(1)  The  legality  of  Tennessee  certificates  and  value  of 
Tennessee  data  are  enhanced  by  conforming  to  rec- 
ords used  in  other  states. 

(2)  State  law  requires  that  Tennessee  records  include  i- 
tems  recommended  on  the  U.S.  Standard  Certifi- 
cates and  Reports. 

(3)  Some  federal  funding  received  by  the  Tennessee 
Department  of  Health  and  Environment  is  depend- 
ent on  the  collection  of  specific  vital  statistics.  This 
funding  is  available  to  all  states  for  the  support  of  a 
cooperative  national  vital  statistics  system. 

Figure  1 presents  the  new  Tennessee  Certificate  of  Live 
Birth.  Although  the  new  certificate,  which  generally  con- 
forms to  the  U.S.  Standard  Certificate,  appears  at  first  glance 
very  different  from  the  current  certificate,  the  changes  are 
not  as  significant  as  they  may  appear.  Most  obvious  is  the 
change  in  size  from  the  current  IVi  x 9-inch  form  to  legal 
size  (8V2  x 14  inch).  This  change  was  necessitated  not 
just  by  the  addition  of  new  items,  but  also  by  space  re- 
quired for  the  checkbox-style  responses.  Because  of  the 
ease  of  providing  checkbox  responses,  the  quality  and 
completeness  of  information  is  expected  to  improve. 
Checkboxes  will  also  allow  more  compatibility  with 
computers  and  word  processing  equipment. 

In  Tennessee,  only  items  1-24  are  ever  issued,  and 
even  that  portion  of  the  certificate  is  available  only  to 
the  individual  or  his  family.  The  law  and  administrative 
procedures  are  strict  and  quite  specific  concerning  use  of 
the  health  and  medical  information  on  the  birth  certifi- 
cate; this  information  is  used  for  compiling  non-identi- 
fying statistics  and  for  medical  research  only. 

Within  the  legal  portion,  items  1-24,  there  is  only  one 
new  item,  item  12,  to  allow  for  the  possibility  that  the 
person  who  certifies  the  birth  was  not  the  attendant  at 
delivery.  Mother’s  and  father’s  dates  of  birth,  rather  than 
ages  (items  17  and  22),  will  be  requested  because  per- 
sons recall  their  date  of  birth  more  accurately  than  age. 

Seven  items  of  medical  and  health  information  are 
completely  new.  Although  item  28,  Occupation  and  In- 
dustry of  mother  and  father,  was  not  included  on  the 
U.S.  Standard  Certificate  of  Birth,  the  Tennessee  group 
strongly  recommended  its  inclusion.  Concern  about  en- 
vironmental effects  on  the  fetus  was  the  rationale  for 
this  item.  Recognizing  the  need  to  adopt  a record  that 
would  continue  to  be  relevant  and  sufficient,  the  Ten- 
nessee group  stressed  magnification  of  the  importance  of 
this  information  over  the  next  ten  years. 

Clinical  Estimate  of  Gestation  is  a new  item.  The  na- 
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tional  panel  recommended  its  addition  to  the  certificate 
to  provide  information  on  the  gestational  period,  which 
is  especially  needed  when  the  item  “Date  last  normal 
menses  began”  contains  invalid  or  missing  data. 

Item  38  concerning  transfers  of  mother  and  infant  is 
new.  The  national  panel  recommended  this  addition  to 
the  certificate  to  measure  maternal  problems  and  to  as- 
certain referral  patterns  of  high-risk  patients.  The  infor- 
mation is  useful  in  matching  live  birth  and  infant  death 
records  and  for  the  analysis  of  perinatal  outcome. 

Although  physicians  often  report  smoking  or  excessive 
drinking  on  the  current  form,  such  information  as  in  item 
39b  has  not  previously  been  specifically  requested. 

Item  40,  Obstetric  Procedures,  is  new.  This  informa- 
tion is  needed  because  of  the  growing  use  of  advanced 
medical  technology.  Continuing  analysis  of  each  major 
procedure  can  provide  indicators  for  standards  of  care. 

Item  42,  Method  of  Delivery,  is  new,  although  cesar- 
ean births  were  previously  reported  as  a complication  of 
labor  and  delivery  on  the  current  certificate. 

The  panel  recommended  that  item  43,  Abnormal 
Conditions  of  the  Newborn,  be  added  to  facilitate  the 
identification  of  high-risk  infants  in  need  of  special  med- 
ical services.  Correlation  of  these  conditions  with  other 
medical  and  socioeconomic  information  on  the  birth  cer- 
tificate will  improve  the  design  of  intervention  strate- 
gies. 

The  question  about  ethnic  origin  of  the  parents  has 
been  replaced  with  a specific  question  about  Hispanic 
origin  (item  26).  This  change  relates  to  the  national  in- 
terest in  the  health  status  and  growth  of  the  Hispanic 
population,  which  is  the  fastest  growing  minority  group 
in  the  country. 

Across  the  country,  the  quality  and  completeness  of 
reporting  for  several  items  from  the  current  birth  certif- 
icate has  been  poor.  These  items  are:  complications  of 
pregnancy,  concurrent  illnesses  or  conditions  affecting  the 
pregnancy,  complications  of  labor  and/or  delivery,  and 
congenital  malformations  or  anomalies.  Possible  reasons 
cited  for  poor  reporting  were  that  the  questions  were  too 
open-ended  and  medical  or  hospital  personnel  did  not 
always  know  what  to  report.  The  national  group  rec- 
ommended that  these  four  items  be  retained  but  refor- 
matted as  checkbox  items.  There  was  some  concern 
about  the  length  of  the  certificate,  but  it  was  believed  the 
anticipated  improvement  in  reporting  would  justify  the 
increased  size. 

From  the  current  certificate,  two  items — Complica- 
tions of  Pregnancy  and  Concurrent  Illnesses  or  Condi- 
tions Affecting  the  Pregnancy — have  been  combined  into 
the  new  item  39a,  Medical  Risk  Factors,  and  reformat- 
ted as  a checkbox  rather  than  an  open-ended  item. 
Maintaining  this  reporting  will  allow  measurement  of 
specific  maternal  conditions  which  are  often  predictive 
of  poor  maternal  and  infant  outcome  and  for  planning 
intervention  strategies. 

Complications  of  Labor  and  Delivery  and  Congenital 
Anomalies  of  Child  have  been  reformatted  into  check- 
box format  and  are  now  items  41  and  44,  respectively. 


Figure  2 is  the  Certificate  of  Death  that  will  be  used 
in  Tennessee  beginning  Jan.  1,  1989;  its  size  will  become 
the  standard  8V2  x 11  inch.  Some  items  from  the  cur- 
rent certificate  have  been  reformatted  to  checkbox  style, 
which  has  the  advantages  of  ease  of  providing  the  infor- 
mation, ease  of  data  processing,  and  improved  data 
quality. 

The  death  subgroup  of  the  national  panel,  which 
evaluated  the  Standard  Certificates,  expressed  particular 
concern  about  the  cause  of  death  section  of  the  certifi- 
cate. Most  users  of  the  data  believe  the  data  quality  could 
be  improved,  and  the  subgroup  considered  numerous 
possible  form  changes,  ultimately  recommending  several 
that  might  assist  physicians  in  completing  the  death 
record  as  medically  accurately  as  possible.  One  recom- 
mendation was  that  limited  instructions  concerning  death 
certification  be  placed  on  the  back  of  the  form.  The  new 
Tennessee  certificate  will  include  such  instructions. 

Other  changes  in  the  Tennessee  form  recommended 
by  the  national  panel  to  improve  the  medical  informa- 
tion are  addition  of  an  extra  line  for  providing  cause  of 
death  (item  28,  part  Id),  addition  of  the  certifier’s  li- 
cense number  to  assist  in  data  quality  education  efforts 
and  to  simplify  clarification  of  medical  information  by 
the  physician,  and  the  addition  of  item  29b,  asking 
whether  or  not  autopsy  findings  were  available  to  assist 
the  certifier  in  determining  cause  of  death. 

The  only  new  statistical  item  was  item  16,  Education 
of  the  Decedent,  recommended  because  it  is  an  easily 
collected  and  coded  measure  of  economic  status. 

In  Tennessee  the  death  certificate  is  not  a public 
record  until  50  years  after  the  date  of  death;  until  that 
time  it  is  available  only  to  members  of  the  decedent’s 
family  or  their  representatives,  or  to  medical  and  health 
researchers.  Information  from  the  certificates  is  made 
available,  however,  in  non-identifying  statistical 
tabulations. 

Both  reports  of  fetal  death  and  of  induced  termina- 
tion of  pregnancy  will  show  changes  in  1989.  The  fetal 
death  report  contains  many  of  the  same  revisions  made 
to  the  birth  and  death  certificates;  only  very  minor 
changes  will  be  present  on  the  form  for  reporting  of  in- 
duced termination  of  pregnancy. 

Several  states,  including  Kentucky,  Alabama  and 
North  Carolina,  began  using  the  new  certificates  in  1988. 
Those  states  have  reported  obtaining  better  quality  in- 
formation that  is  easier  for  the  provider  to  supply. 

Staff  of  the  Tennessee  Center  for  Health  Statistics 
are  available  to  answer  questions  concerning  use  of  the 
new  forms  for  registering  vital  events.  The  telephone 
number  of  the  Vital  Records  Registration  Unit  is  741- 
2630  in  Nashville,  or  toll-free  (800)  547-3558  throughout 
Tennessee.  r~  ^ 


REFERENCES 

1.  Division  of  Vital  Statistics,  National  Center  for  Health  Statistics.  Report 
of  the  Panel  to  Evaluate  the  U.S.  Standard  Certificates  and  Reports.  Hyattsville, 
Md.  1986. 

2.  Taylor  PM:  Birth  certificate  changes.  J Tenn  Med  Assoc  80:616-618,  1987. 


DECEMBER,  1988 


745 


The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works  ^5*^ 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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Keeping  the  Sharks  Away 

I am  largely  skeptical  about  poll  results,  having  observed  over  the  years 
a frequent  hiatus,  sometimes  large,  between  them  and  subsequent  realities. 
It  is  not  that  I think  people  lie  to  pollsters,  though  some  doubtless  do.  Nei- 
ther is  it  that  I think  people  don’t  know  what  they  really  think,  though  this 
too  is  probably  sometimes  the  case.  It  is  just  that  what  a person  thinks  may 
change  with  the  situation. 

For  instance,  a San  Diego  State  University  study  published  in  1985  found 
that  people  were  less  interested  in  board  certification  and  the  clinical  com- 
petence of  their  doctor  than  in  whether  he  took  time  to  listen  to  their  prob- 
lems, had  a friendly  staff,  and  didn’t  keep  them  waiting  (it  said  too  long;  we 
all  know  what  that  means).  They  were  less  interested  in  his  avoidance  of 
malpractice  suits  than  in  his  acceptance  of  their  insurance  in  payment  for  his 
services.  I’m  sure  that  is  what  people  are  interested  in  when  they  aren’t  very 
sick.  When  they  are  very  sick,  though,  I have  a notion  their  notions  change. 
When  a body  thinks  he  might  die  of  his  ailment,  he  wants  the  best.  When 
he  attains  what  he  thinks  is  that,  his  expectations  are  great,  and  if  they  are 
not  met — look  out.  It  will  help  immeasurably  if  you  have  also  met  the  cri- 
teria he  expressed  when  he  was  not  so  sick. 

It  is  getting  harder  and  harder  to  do  for  your  patients  what  you  know  you  ought  to  do  for  your 
patients,  and  what  furthermore  they  think  they  are  entitled  to.  Medicare,  for  instance,  gives  you  a 
choice  of  accepting  assignment  and  getting  less — maybe  far  less — for  your  services  than  they  are  worth, 
or  not  accepting  assignment  and  possibly  having  to  give  some,  or  in  the  worst  case  all,  of  it  back.  In 
the  mail  the  other  day  came  a letter  from  one  of  the  PPOs  that  said  some  doctors’  patients  were 
overstaying  their  welcome,  and  that  if  those  doctors  didn’t  do  better  at  cost  containment  they  would 
be  dropped.  Others,  they  allowed,  had  on  the  other  hand  even  bettered  their  requirements  for  early 
discharge  and  lack  of  referral  or  consultation;  those  were  to  be  rewarded  for  their  abstemiousness  by 
being  exempt  from  having  to  undergo  further  utilization  review  once  they  had  gotten  preadmission 
certification.  Those  are  all  inducements  to  practice  shoddy  medicine. 

The  inducements  not  to  are  out  there,  too,  though.  They  are,  first,  a litigious  society  with  an  army 
of  hungry  lawyers  whose  numbers  proliferate  with  each  graduating  class.  Next,  the  same  government 
agency  that  is  so  quick  to  bite  your  hand  for  overutilization,  having  been  stung  by  accusations  that  it 
is  interested  only  in  cost  containment,  is  beginning  to  look  more  at  quality  as  it  affects  outcome.  It 
will  not,  like  the  PPO,  pat  your  head  for  underutilization;  it  will  slap  your  hand,  instead,  and  maybe 
bite  it  too,  by  publishing  lists  of  how  good  (or  bad)  you  are  at  doctoring.  That  they  do  not  have  the 
proper  data  to  do  that  will  of  course  not  deter  them  from  doing  it  anyway.  It  never  has. 

It  is  disheartening,  of  course,  that  we  need  to  keep  all  of  this  in  mind  as  we  go  about  among  our 
patients,  but  it  is  really  less  complex  in  action  than  on  paper.  The  key  to  a good  medical  practice  is 
still  to  practice  good  medicine,  which  has  always  included  keeping  open  the  lines  of  communication 
with  your  patients  and  their  families,  and  being  polite  to  them — and  being  sure  your  staff  does  the 
same.  It  means  good  documentation  of  what  you  did,  after  having  done  what  you  needed  to  do,  even 
sometimes  when  you  are  told  not  to,  and  no  more.  Generally,  that  will  on  the  one  hand  keep  the 
PRO  and  the  PPOs,  and  on  the  other  hand  the  sharks,  off  your  back. 


John  B.  Thomison 


journal  of  the 

tenne/see 

medical  a/socfation 

PUBLISHED  MONTHLY 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL 
PROFESSION  OF  TENNESSEE 

OFFICE  OF  PUBLICATION:  112  LOUISE  AVENUE, 
NASHVILLE,  TN  37203 

JOHN  B.  THOMISON,  M.D.,  EDITOR 
ADDISON  B.  SCOVILLE,  JR.,  M.D.,  ASSOCIATE  EDITOR 
JEAN  WISHNICK,  MANAGING  EDITOR 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1 103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire 
merely  giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to: 

John  B.  Thomison,  M.D.,  Editor 
230  25th  Ave.  North,  Nashville,  TN  37203 
Address  organizational  matters  to  L.  Hadley  Williams, 
Executive  Director,  1 12  Louise  Avenue,  Nashville,  TN  37203 


COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

OSCAR  M.  McCALLUM,  M.D.,  Chairman,  Henderson 
SIDNEY  L.  BICKNELL,  M.D.,  Jackson 
FREDERICK  D.  SLAUGHTER,  M.D.,  Bristol 
WINSTON  P.  CAINE,  JR.,  M.D.,  Chattanooga 
FRANCIS  W.  GLUCK,  JR.,  M.D.,  Nashville 
JOHN  B.  THOMISON,  M.D.,  Nashville,  Ex-Officio 


DECEMBER,  1988 


editorial/ 


All  Done  Up  in  a Bow 

I’ve  been  around  for  quite  a few  Christmases 
now,  and  thinking  back,  which  is  a little  hard  to 
do  in  early  October,  I can  remember  most  of 
them,  and  maybe,  if  I really  put  my  mind  to  it,  I 

750 


could  remember  all  but  the  first  couple  or  so. 
Years  tend  to  blend  together  when  they  are  so 
many,  but  the  thing  that  makes  each  one  mem- 
orable is  the  people  associated  with  it.  I can  pic- 
ture parents,  grandparents,  my  brother,  and  our 
many  cousins  from  my  childhood.  Later  on  there 
were  classmates,  children,  and  finally  grandchil- 
dren. Each  adds  distinction  to  a particular  day, 
setting  it  apart  from  all  the  rest.  My  wife  and  I 
have  seen  more  than  40  of  them  together.  I’m 
talking  about  Christmas  Day,  sometimes  with 
Christmas  Eve  thrown  in. 

The  Christmas  season,  though,  is  something 
else  again.  Trying  to  sort  those  out  is  like  trying 
to  sort  a sackful  of  feathers.  Experiences 
run  together,  and  so  do  the  years.  Besides,  it’s 
hard  to  tell  anymore  just  what  the  Christmas  sea- 
son is.  During  my  school  years  it  went  from 
somewhere  around  Dec.  20  to  Jan.  2.  In  the 
world  of  commerce  it  generally  began  the  week 
after  Thanksgiving — say  around  Dec.  1,  when  the 
street  and  store  decorations  went  up — and  ran 
until  the  sales  were  over  in  the  second  week  in 
January;  nothing  much  happened  between 
Christmas  and  New  Year’s  Day.  Because  I was 
only  in  the  second  grade  in  1929,  I have  no  first- 
hand information  about  commerce  during  the 
Great  Depression.  I understand  there  wasn’t  a 
whole  lot  of  it. 

This  year  the  Christmas  catalogs — in  profu- 
sion— began  arriving  sometime  around  the  end 
of  August.  Only  a few  were  so  blatant  about  it 
as  to  say  “Christmas  Catalog”  on  the  cover — but 
there  was  no  doubt  about  what  they  were,  once 
you  got  inside.  They  began  arriving  for  real 
shortly  after  Labor  Day — not  only  from  the  old 
familiar  companies,  many  of  which  send  several 
catalogs  a year,  but  from  companies  I never  heard 
of  before.  There  is  a lot  of  duplication  of  con- 
tents of  the  catalogs,  though  prices  vary — from 
some  to  occasionally  a whole  lot. 

Nobody  has  ever  successfully  commercialized 
any  other  holiday,  though  it  has  been  tried;  ef- 
forts at  Halloween,  Easter,  Valentine’s  Day,  and 
Thanksgiving  have  been  puny.  The  merchants  try 
hard,  particularly  Hallmark  and  the  florists,  but 
they  really  don’t  get  very  far.  Merchants  have  to 
squeeze  the  better  part  of  a year’s  business,  then, 
out  of  Christmas.  And  they  try.  In  fact,  some  say 
that  if  they  start  promoting  early  Christmas 
shopping  in  July  or  August,  they  can  really  have 
two  Christmases,  one  for  the  early  and  one  for 
the  late  shoppers.  Others  claim  such  a cynical 
approach  is  counterproductive;  people  get  fed  up 
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with  the  whole  thing,  ana  tend  to  do  less  than 
they  would  if  it  were  concentrated  into  no  more 
than  a few  weeks.  What  they  wind  up  with  oth- 
erwise is  a lot  of  hard  stock  that  has  to  be  moved 
in  post-Christmas  sales. 

Christmas  itself  means  different  things,  or  even 
nothing  at  all.  to  different  people.  For  many  it  is 
Christmas  in  name  only,  and  for  others  not  even 
that;  it  is  simply  “Happy  Holidays,”  or  less. 
Branding  the  whole  thing  a pagan  debauch,  the 
Puritans  forbade  any  celebration  of  any  kind  at 
Christmastime.  The  Lord's  coming,  the  Advent, 
was  continual  in  the  life  of  the  believer,  they 
maintained,  and  in  any  case  the  revelry  at  the 
winter  solstace  was  as  old  as  man's  first  recogni- 
tion that  the  sun  was  not  really  leaving  for  good, 
but  had  turned  around  and  was  coming  back.  The 
coming  of  The  Son  was  tacked  on  later  when  the 
Emperor  Constantine  declared  Christianity  the 
state  religion.  It  was  a convenient  time  for  cele- 
brating. so  why  not? 

Well,  why  not?  There  is  debauchery,  to  be 
sure;  it  is  bad  for  the  reveler's  health  and  often 
strains  some  personal  relationships.  On  the  other 
hand,  far  from  all  of  the  celebration  is  debauch- 
ery. and  even  when  it  is.  the  debauchery  can  serve 
as  a reminder  of  the  need  for  the  Advent.  In  all 
the  feasting  and  revelry,  too,  comes  an  appreci- 
ation of  the  needs  of  those  who  for  various  rea- 
sons cannot  join  in.  turning  the  thoughts  of  the 
revelers  outward.  True,  the  season  is  a monu- 
ment to  the  gods  of  commerce,  and  much  of  the 
gift-giving  is  out  of  obligation,  carrying  nothing 
of  the  giver  with  it.  But  the  season  is  also  a time 
of  giving  of  oneself,  following  the  example  of 
God. 

Somewhere  amidst  all  of  the  revelry,  confu- 
sion. weariness,  and  cynicism  there  is  a still,  small 
voice  struggling  to  be  heard  above  the  din.  All 
that  racket  makes  the  voice  harder  to  hear,  or  at 
least  listen  to.  than  when  it  calls  at  other  times, 
but  there  is  within  all  the  tinsel  and  hustle  and 
bustle  a reminder  that  its  owner  is  about.  Some 
are  impelled  to  listen.  Some  will  hear  the  voice 
speaking  words  of  comfort — glad  tidings  of  great 
joy;  some  will  not.  It  depends. 

The  case  is  not  against  Christmas,  but  against 
us.  We  think  we  have  boxed  God  in.  done  up  in 
a bow  and  abandoned  under  the  Christmas  tree. 
Don't  count  on  keeping  Him  there.  He  is  not  in 
our  box  at  all,  but  abroad  in  the  world.  That  is 
what  Christmas  is  really  all  about. 

J.B.T. 


Be  Fruitful  and  Multiply 

As  I expected,  nobody  was  snatched  up  to 
meet  the  Lord  in  the  air  with  the  sounding  of  the 
shofar  on  Rosh  Hashanah  this  year.  On  what 
evidence  the  particular  pseudointellectual  excur- 
sion was  based  that  predicted  they  would  be  I'm 
not  sure,  since,  because  Scripture  is  quite  clear 
in  pointing  out  that  the  time  of  the  Lord's  com- 
ing is  known  only  to  Himself,  and  He  ain't  tellin' 
even  the  angels  in  Heaven.  I didn't  pursue  the 
subject.  The  Apostle  Paul,  who  knew  at  least  as 
much  as  any  of  his  successors,  was  convinced 
Jesus  would  be  back  during  his  lifetime;  Paul  died 
with  his  wishes  unfulfilled.  Because  hope  springs 
eternal  in  the  human  breast,  countless  prognos- 
ticators have  predictably  followed  him  in  his  dis- 
appointment. I seem  to  recall  Jesus  saying  He 
would  be  back  just  when  nobody  was  expecting 
Him.  warning  that  though  it  might  be  soon,  it 
almost  might  not,  so  watch  yo'  step,  and  don't 
be  caught  napping. 

One  of  the  “signs”  that  will  precede  the  re- 
turn is  given  as  unrest  of  nature;  another  is  wars 
and  rumors  of  wars.  We  sure  enough  presently 
have  both  in  abundance  (though  Jesus  said  of 
them  that  even  when  you  see  them.  “The  end  is 
not  yet.”).  We  have  just  had  (I  say  we,  speaking 
loosely;  I mean  specifically  Jamaica,  the  Cayman 
Islands,  and  Yucatan)  the  worst  of  all  recorded 
hurricanes.  Yellowstone  Park  had  the  worst  for- 
est fire  in  history,  burning  more  than  a million 
acres.  Throughout  the  United  States  this  summer 
records  have  been  set  both  for  high  temperatures 
and  for  duration  of  heat  waves;  those  were  fol- 
lowed by  record  low  temperatures  for  summer- 
time. Some  areas  of  the  United  States — and  else- 
where— were  devastated  by  drought,  others  by 
flooding. 

I think  that  as  we  contemplate  all  of  this  we 
first  need  to  get  things  into  perspective.  Nature 
has  always  been  given  to  both  cataclysms  and  to 
evolution  (by  which  I do  not  mean  just  Darwin’s 
Theory).  Cataclysms  and  their  effects  are  clearly 
visible  (if  you  live  through  them);  evolutionary 
changes  are  not.  A lifetime  is  only  a fly-speck  in 
the  sands  of  time,  and  all  of  recorded  history 
might  be  a spoonful.  Geologic  records  are  sub- 
ject to  a variety  of  interpretations,  and  are  some- 
times contradictory.  Their  clear  message,  though, 
is  that  life  with  Nature,  though  never  dull,  is 
highly  uncertain. 

It  is,  on  the  other  hand,  no  more  uncertain 
than  life  with  mankind — in  whatever  size  pack- 
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age  you  put  him.  Nature  has  always  had  the  ca- 
pability, of  which  from  the  record  it  has  from  time 
to  time  availed  itself,  of  putting  a whole  planet, 
not  to  mention  entire  solar  systems,  out  of  com- 
mission, either  temporarily  or  permanently.  Man 
has  now  joined  Nature  in  her  capacity  for  havoc 
and  devastation;  he  can  incinerate  the  globe  all 
by  himself,  and  he  can  also  manufacture  and  re- 
lease pestilence  upon  the  Earth.  All  of  this  is,  of 
course,  gratuitous;  Nature  does  not  need  man’s 
help,  but  he  goes  on  giving  it  anyway.  Actually, 
man  may  smother  himself  to  death  first.  Oxygen 
is  produced  only  by  plants,  about  a third  of  the 
world’s  supply  by  the  Amazon  jungle,  I under- 
stand, and  at  the  rate  the  world’s  rain  forests  are 
being  leveled,  man  might  need  to  start  looking 
for  an  alternate  supply. 

Back  during  the  days  of  the  Cold  War  (which 
is  now,  at  least  in  theory,  what  with  glasnost  and 
all,  in  abeyance),  a popular  retort  to  comments 
about  ill  winds  of  various  sorts  was  that  they  were 
due  to  something  or  other  the  Russians  were 
doing.  In  fact,  it  may  have  been — may  still  be — 
but  not  the  Russians  by  themselves  without  the 
help  of  the  Americans  and  assorted  others  of  the 
human  race,  among  them  the  Brazilians,  includ- 
ing Indians.  Our  tinkering  with  the  environment 
has  often  led  to  Nature’s  tinkering  with  the  en- 
vironment, instead  of  vice  versa.  Man’s  humility 
being  what  it  is,  he  is  seldom  willing  to  admit 
that  Nature  can  out-tinker  him  any  day  of  the 
week  and  twice  on  Sunday. 

Take  the  fire  in  Yellowstone.  Nature’s  way  is 
purification  by  fire  and  water.  Frustrate  that  with 
fire  control  and  the  tinder  piles  up.  When  there 
is  a dry  summer,  which  there  sometimes  is  de- 
spite all  our  hopes,  wishes,  prayers,  and  rain 
dances  (tinkering  comes  in  all  forms,  one  of  them 
about  as  useful  as  another),  and  the  inevitable 
fire  finally  starts,  it  really  gets  moving  and  you 
have  a real  dilly,  as  in  Yellowstone.  The  fire  it- 
self generates  the  hundred-mile-an-hour  winds 
that  drive  it  along.  Whether  the  fire  fighters  real- 
ly accomplish  anything  in  such  a situation  is 
questionable.  Eventually  the  rains  came  and  put 
the  fire  out — as  usual.  Of  course,  over  a million 
acres  of  Yellowstone  Park  will  never  be  the  same, 
but  then  (perish  the  thought)  Nature  really 
doesn’t  care.  As  to  the  burned  buildings — well, 
doubtless  as  far  as  Nature  is  concerned  they  had 
no  business  being  there  in  the  first  place.  (Ac- 
tually, though  again  he  will  seldom  acknowledge 
it,  man’s  right  to  be  anywhere  at  all  is  only  self- 
assumed,  but  then  man  is  very  good  at  arrogat- 
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ing  unto  himself  anything  at  all  that  he  wants. 
This  time  maybe  I should  have  been  gender-spe- 
cific and  said  men  are,  instead  of  man  is;  women 
I think  are  generally  less  good  at  that — but  good 
enough.  What  most  of  them  are  better  at  is  at- 
tracting men  unto  themselves.  That  way  they  get 
the  whole  bundle.  But  I digress.) 

How  much  more  of  Nature’s  vagaries  are  man- 
made, or  at  least  helped  along  by  our  diddling, 
there  is  no  telling.  We  can  as  well  make  the  gar- 
den into  a desert  as  the  desert  bloom  like  a rose. 
Man’s  ways  are  extending  the  Sahara,  for  exam- 
ple, but  the  Sahara  was  there  first — and  in  fact 
was  once,  according  to  abundant  evidence,  a gar- 
den spot.  Man  can  help,  and  has  helped,  Nature 
both  ways.  These  days,  though,  the  downside  is 
gaining  rapidly.  Modern  technology  has  spread 
destruction  worldwide,  more  often  than  not  in  the 
name  of  progress.  Hunger  and  desperation  sel- 
dom if  ever  contribute  to  taking  the  long  view, 
and  man  is  more  often  than  not  hungry  and  des- 
perate. 

I got  a flier  in  the  mail  the  other  day  that 
asked,  “Will  the  earth  your  children  inherit  be 
heritable?”  It  is  easy  to  get  the  impression  that 
Jesus  had  better  come  back  soon  or  He  will  not 
have  much  to  come  back  to.  I wouldn’t  want  to 
be  second-guessing  Him  in  that,  either,  because 
that  is  His  business,  not  mine.  What  is  our  busi- 
ness is  to  be  better  stewards  of  His  property  than 
we  have  been  and  currently  are.  Man  has  been 
superbly  obedient  to  God’s  injunction  to  be 
fruitful  and  multiply;  in  fact,  as  in  most  things, 
he  has  overdone  it.  He  has  done  less  well  tend- 
ing the  garden  so  that  other  species  can  be  fruit- 
ful and  multiply,  too. 

J.B.T. 


The  Mark  of  a Relatively 
Minor  Beast 

The  Olympics  have  been  a much  fought-over 
bonanza  for  the  television  networks  for  nigh  onto 
a half  century  now,  but  the  1988  Summer  Olym- 
pics have  been  widely  branded  a flop,  particu- 
larly if  one  accepts  the  Nielsen  ratings  as  the 
“gold  standard”  against  which  success  or  failure 
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is  measured,  and,  as  a personal  aside,  if  one  can 
believe  one’s  own  senses.  Some  went  so  far  as  to 
say  that  with  Ben  Johnson’s  loss  of  his  gold  med- 
als for  illegal  use  of  anabolic  steroids,  the  life 
went  out  of  the  Olympic  games  themselves  as 
well.  If  the  Olympics  are  dead,  however,  they 
were  not  killed  by  Ben  Johnson  or  the  Bulgarian 
weightlifters. 

In  a sense,  those  are  two  separate,  even  un- 
related, problems — but  then  again  they  aren’t. 
They  are  related  in  that  the  Olympics  have  be- 
come big  business,  a part  of  the  even  bigger  busi- 
ness that  is  sports;  that  has  become  such  big  busi- 
ness, in  fact,  that  it  is  killing  its  golden-egg-laying 
goose.  With  30  or  40  television  channels  to  choose 
from  on  cable,  up  from  four  or  five  of  only  two 
Olympics  ago,  there  are  so  many  other  things  to 
claim  the  viewer’s  attention  that  one  has  no  need 
to  spend  one’s  hours  looking  at  all  the  commer- 
cials and  talking  heads  it  takes  to  enjoy  the  few 
moments  of  action,  superb  as  it  was,  going  on 
around  those  digressions.  I quickly  discovered 
that  by  taping  the  program  I could  see  all  I want- 
ed of  four  hours  of  programming  in  about  30 
minutes.  For  one  thing,  some  of  the  more  cele- 
brated events  were  subjected  to  almost  endless 
replay.  For  another,  the  protracted  preoccupa- 
tion with  the  tragedy  of  Ben  Johnson  and  others, 
distressing  as  those  lapses  were,  suggested  a pov- 
erty of  ideas,  and  inattention  to  the  Olympic 
events  themselves,  for  which  most  of  the  viewers 
had  tuned  in.  I know  many  viewers  who  were 
driven  either  to  other  programs  or  to  becoming 
non-viewers — both  of  them  hard  on  the  ratings. 

Olympics  viewers  have  become  accustomed  to 
having  Jim  McKay  as  the  Voice  of  the  Olympics. 
Though  Bryant  Gumbel  is  a superb  host  for  the 
Today  show,  whether  in  New  York  or  anywhere 
else  around  the  globe,  he  was  miscast  in  his  role 
as  coordinator  of  the  events  in  Seoul;  though  that 
was  a minor  flaw  compared  to  some  others,  the 
major  and  minor  flaws  added  up  to  spell  “dud." 

The  real  losers  in  the  Olympics  were  not  the 
athletes  who  did  not  win  a medal;  they  were  win- 
ners already  by  simply  being  there.  Neither  was 
it  the  networks,  even  though  they  lost  money 
(they  say);  if  they  did,  they  will  simply  make  it 
up  somewhere  else.  Since  the  bidding  for  cover- 
age for  the  1992  Olympics  in  Barcelona  is  al- 
ready hot  and  heavy,  I believe  the  networks  can- 
not have  thought  this  too  great  a disaster.  It  is 
also  not  the  viewers,  who  can  after  all  go  else- 
where. It  certainly  was  not  any  nation,  since  the 
Olympics  are  not  for  nations,  but  for  the  athletes 


alone  (in  theory).  The  loser  is  really  something 
intangible,  something  that  has  been  referred  to 
as  the  Olympic  Spirit. 

I guess  I don’t  know  when  the  Olympic  Spirit 
(which  I could,  in  proper  federalese — or  medi- 
calese,  which  is  a bastard  derivative  of  feder- 
alese— refer  to  as  “OS,”  but  out  of  respect  won't) 
first  took  sick.  Maybe  it  was  as  far  back  as  when 
Hippomenes  defeated  Atalanta  in  a footrace  by 
dropping  three  golden  apples,  the  allure  of  which 
she  couldn’t  resist.  The  final  convulsion  coincid- 
ed with  the  amputation  of  amateurism.  Contrary 
to  popular  belief,  that  did  not  originate  with  the 
Soviet  bloc,  though  they  did  help  it  along.  The 
ancient  Greeks  subsidized  their  athletes,  too. 
There  was  nothing  wrong  with  the  U.S.  basket- 
ball team  that  a touch  of  Magic  Johnson  wouldn’t 
have  cured.  The  Soviets  have  a permanent  team; 
the  United  States  has  a hodge-podge — a good 
hodge-podge,  to  be  sure,  but  nevertheless  only 
jerry-built.  The  race  is  no  longer  the  thing 
(if  it  ever  was,  despite  protestations).  Winning 
is  (cf.  Hippomenes).  Big  business  requires  it. 
How  else  can  one  get  one’s  picture  on  a box  of 
Wheaties? 

Ben  Johnson  said  he  was  not  interested  in 
medals,  but  only  in  beating  Carl  Lewis.  He  did. 
His  urine  tested  positive  for  anabolic  steroids  of 
a type  particularly  hard  to  detect.  Ben  Johnson 
claims  he  was  framed.  A doctor  in  Jamaica  says 
he  gave  Ben  Johnson  the  drug.  Unlike  what  are 
usually  considered  abused  drugs,  anabolic  ste- 
roids are  not  illegal — unless  one  is  a competing 
athlete;  they  are  only  dangerous,  and  dangerous 
only  to  the  athlete  himself.  Athletes  are,  of 
course,  continually  risking  their  health  and  their 
careers  in  pursuit  of  the  laurel  wreath,  but  in  no 
other  way  so  deliberately,  a way  so  calculated  to 
damage  themselves.  Everyone,  doctors  included, 
needs  always  to  keep  in  mind  that  all  drugs, 
however  they  appear,  are  hardly  ever  an  un- 
mixed blessing. 

It  is  the  Olympian  Spirit  of  Business  (SOB) 
that  did  in  the  Olympic  Spirit.  After  Hippo- 
menes caught  Atalanta,  they  were  transformed 
into  lions  pulling  the  chariot  of  Cybele  for  having 
in  their  lust  profaned  her  temple.  The  Olympian 
SOB  and  the  Olympic  Spirit  had,  I think,  no  such 
affair,  and  as  far  as  I know,  the  Olympic  Spirit 
never  profaned  anything;  perhaps  she  will  wind 
up  as  a constellation  of  stars.  The  SOB  is  a pea- 
cock pulling  five  gold  rings;  his  number  if  665'/2. 

J.B.T. 
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AIDS  and  Your  Patients 

To  the  Editor: 

Most  physicians  and  dentists  are  beginning  to  take 
prophylactic  measures  against  AIDS  (gloves,  gowns, 
masks,  etc.).  Few  of  us  have  considered  the  impact 
this  is  having  on  our  patients.  Specifically  the  question 
is  “what  are  you  doing  to  protect  me  (your  patient) 
from  contracting  AIDS  in  your  office?”  Therefore,  in 
my  office  is  posted  the  following  notice  that  I think 
goes  a long  way  toward  answering  this  question. 

AIDS  AND  MY  PATIENTS 

You  may  have  noticed  that  my  assistants  and  I have  taken 
several  measures  to  prevent  the  possibility  of  contracting  AIDS 
when  performing  procedures  that  involve  exposure  to  blood 
or  other  body  fluids  reported  to  spread  AIDS. 

Be  aware,  however,  that  we  are  also  doing  a number  of 
things  to  protect  you,  our  patients.  AIDS  could  be  spread 
from  one  patient  to  another  if  equipment  used  on  a patient 
with  AIDS  were  not  properly  cleaned,  or  if  needles  were  re- 
used without  proper  sterilization. 

I want  to  assure  you  that  in  this  office  we  are  well  aware 
of  these  issues  and  have  adopted  the  precautions  outlined  by 
the  Communicable  Disease  Center  to  be  absolutely  certain 
you  do  not  contract  AIDS  in  this  office.  Those  precautions 
include: 

• Needles,  syringes,  scalpels,  and  many  other  “disposable” 
items  are  used  in  this  office;  they  are  used  once  and  then 
carefully  discarded. 

• All  non-disposable  instruments  that  are  reused  are  careful- 
ly cleaned  by  hand  and  then  submerged  in  an  approved 
germicidal  solution  for  an  appropriate  time  to  kill  the  AIDS 
virus,  the  hepatitis  virus,  and  other  known  pathogens. 

• All  surfaces  that  come  in  contact  with  blood  or  other  body 
fluids  are  carefully  cleaned  with  an  approved  germicidal 
scrub  between  patients. 

We  don’t  want  to  contract  AIDS,  and  we  don’t  what  you 
to  either. 

Clay  G.  Crowder,  M.D. 

805  Smoky  Mountain  Hwy. 
Maryville,  TN  37801 


John  L.  Armstrong,  age  76.  Died  September  28,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Consolidated  Medical  Assembly  of 
West  Tennessee. 


Horace  Mohler  McGuire,  age  70.  Died  October  6, 
1988.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Monroe  County  Medical  Soci- 
ety. 

Bainerd  P.  Ramsey,  age  74.  Died  February  16,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Blount  County  Medical  Society. 


pcr/onol  neui/ 


Danny  W.  Futrell,  M.D.,  Clarksville,  has  been  induct- 
ed as  a Fellow  of  the  American  Academy  of  Pediat- 
rics. 

F.  Oliver  Hardy,  M.D.,  Memphis,  has  been  named  by 
Gov.  Ned  McWherter  to  serve  as  a member  of  the 
State  Board  of  Regents. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Thirteen  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
September  1988. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Jorge  R.  Brassetti,  M.D.,  Nashville 
Lawrence  L.  Bushkell,  M.D.,  Knoxville 
Mary  E.  Clinton,  M.D.,  Nashville 
Sik  Man  Fan,  M.D.,  Ripley 
Jerry  M.  Franklin,  M.D.,  Nashville 
Sophia  J.  Hendrick,  M.D.,  Knoxville 
John  P.  Limbacher,  M.D.,  Cookeville 
Anwar  D.  Mire,  M.D.,  Knoxville 
Carl  T.  Stubblefield,  M.D.,  Shelbyville 
David  J.  Switter,  M.D.,  Nashville 
Owen  C.  Taylor,  M.D.,  Cleveland 
Thomas  P.  Toomey,  M.D.,  Nashville 
Gates  J.  Wayburn,  Jr.,  M.D.,  Nashville 
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new  member/ 


announcement/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Lonnie  R.  Boaz,  III,  M.D.,  Chattanooga 
Donna  K.  Hobgood,  M.D.,  Chattanooga 
Mohammed  M.  Nehlawi,  M.D.,  Chattanooga 
Robert  A.  Phillips,  Jr.,  M.D.,  Chattanooga 


KNOXVILLE  ACADEMY  OF  MEDICINE 

Stephen  D.  Hoadley,  M.D.,  Knoxville 
William  Reeves  Johnson,  Jr.,  M.D.,  Knoxville 
Daniel  M.  Slutzker,  M.D.,  Knoxville 


MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Paulette  D.  Anderson,  M.D.,  Clarksville 
William  P.  Garbenstein,  M.D.,  Clarksville 


CALENDAR  OF  MEETINGS 

NATIONAL 


Jan.  18-21  Contact  Lens  Association  of  Ophthalmolo- 
gists/International Association  of  Refractive 
Surgery — Marriott  Hotel,  New  Orleans 
Jan.  24-27  Southeastern  Surgical  Congress — Innis- 
brook,  Tarpon  Springs,  Fla. 

Jan.  26-28  American  Association  for  the  Study  of 
Headache — Hyatt  Union  Square,  San  Fran- 
cisco 


Feb.  1-3 
Feb.  9-11 
Feb.  9-14 
Feb  24-March  1 


Southern  Society  for  Pediatric  Research — 
Hyatt  Regency  (Superdome),  New  Orleans 
Society  of  University  Surgeons — Hyatt  Re- 
gency, Baltimore 

American  Academy  of  Orthopedic  Sur- 
geons— Las  Vegas 

American  Academy  of  Allergy  and  Immu- 
nology— Convention  Center,  San  Antonio, 
Tex. 


The 

Dodson 

Dividend 

Plan 

A.  program  for  workers'  compensation 
insurance  coverage  that  gives  you  the 
opportunity  to  earn  back  a portion  of 
your  premium  at  the  end  of  your  policy 
year,  depending  on  claim  experience. 


Members  of  Tennessee 
Medical  Association 
received  a dividend  of 
35%  of  premium  in  1987. 

The  Plan  can  work  for  you,  too  . . . 

1-800-825-3760, 

Ext.  2990 

policies  issued  by 

Casualty  Reciprocal  Exchange, 

member 

DODSON  GROUP 


9201  State  Line  Road  • Kansas  City,  MO  64114  • 800-825-3760 
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Auxiliary 

A Call  to  Action 


An  increase  in  health-related  legislation,  intro- 
duced and  enacted  at  state  and  federal  levels,  has  cre- 
ated a new  environment  for  the  medical  profession. 
Physicians,  auxiliary  members,  and  concerned  citizens 
must  be  informed  so  that  we  can  react  and  respond  to 
legislation  that  is  favorable  to  medicine.  Our  “grass- 
roots involvement”  is  imperative  to  the  passage  of 
sound  legislation. 

The  medical  auxiliary  members  of  Tennessee  are 
challenged  to  a “call  to  action”  within  their  county  to 
be  a part  of  the  political  process  as  it  deals  with  med- 
icine. To  be  a more  effective,  useful  partner  in  the 
political  arena,  each  county  auxiliary  is  challenged  to 
work  closely  with  its  medical  society/association.  Each 
county  has  a legislative  “phone  bank”  chairman.  When 
there  is  a federal  legislative  “call  to  action”  from  the 
AMA,  she  will  work  with  auxiliary  volunteers  in  those 
key  congressional  districts  to  place  calls  to  local  phy- 
sicians and  their  spouses  urging  them  to  contact  their 
members  of  congress  regarding  a specific  issue  of  ma- 
jor importance  to  organized  medicine.  The  TMA  lob- 
by and  legislative  committee  is  invited  to  utilize  this 
system  for  in-state  alerts  and  is  encouraged  to  utilize 
the  auxiliary’s  manpower. 

The  AMA  and  TMA  have  provided  speakers, 
workshops,  staff,  and  lobbyists  to  strengthen  auxiliary 
members’  legislative  involvement  and  understanding  of 
the  issues.  In  return,  auxiliary  members  will  provide 
the  medical  societies/associations  with  the  volunteer 
force  needed  to  act  on  legislative  issues  within  our  state 
and  at  the  federal  level. 

In  keeping  with  our  challenge  to  all  auxilians  to 
work  closely  with  their  county  medical  society/associ- 
ation, the  TMA  Auxiliary  legislative  committee  will  be 


initiating  a new  legislative  pilot  project,  the  “Legisla- 
tive Mini-Internship  Program.”  This  program  was  de- 
veloped by  the  Colorado  State  Medical  Society  and 
Auxiliary  to  educate  legislative  leaders  on  the  practice 
of  medicine  and  on  the  types  of  situations  a physician 
faces  daily.  This  project  is  adaptable  to  any  size  med- 
ical community  and  can  be  easily  coordinated  by  one 
person  or  a committee  and  can  involve  several  teams 
of  physician-legislators. 

The  program  consists  of  three  parts: 

• an  orientation  where  physicians  and  legislators 
establish  rapport; 

• the  internship,  in  which  legislators  spend  from  one 
to  three  days  with  physicians,  viewing  what  kinds 
of  problems  arise  in  the  office,  hospital,  etc.; 

• and  a debriefing,  at  which  the  legislators  give 
feedback  to  medical  society  staff  and  members 
on  their  preconceptions  and  actual  experiences. 

This  project  has  been  implemented  by  a number  of 
county  auxiliaries  in  other  states  with  overwhelmingly 
positive  responses.  The  medical  societies  and  auxili- 
aries feel  this  program  has  accomplished  the  following 
positive  actions:  auxiliary/society  teamwork,  member- 
ship recruitment,  legislative  contacts  (strengthened  and 
established),  increased  public  awareness,  and  im- 
proved image  for  the  physician. 

Tennessee  auxilians  want  to  meet  their  challenges 
for  this  legislative  new  year  with  the  responses  and  ef- 
forts that  will  “make  a difference”  in  the  medical  leg- 
islative arena.  r ^ 

Bonnie  Hixson 
Legislation  Chairman 
TMA  Auxiliary 


TENNESSEE  MEDICAL  ASSOCIATION 

1 54TH  ANNUAL  MEETING 
April  12-15,  1989 
Opryland  Hotel,  Nashville 
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June  19-21 

Pediatrics  Advanced  Life  Support — Gatlin- 
burg 

June  22-24 

34th  Annual  Great  Smoky  Mountain  Pediat- 
ric Seminar — Gatlinburg 

Chattanooga 

Feb.  18-25 

Internal  Medicine  Update — Poipu  Beach, 
Kauai,  Hawaii 

March  4 

Medical  Themes  in  Literature 

March  11-18 

Medical  Topics — Vail,  Colo. 

April  13-14 

Tennessee  Perinatal  Association 

April  21 

Resident’s  Research  Day 

June  1-3 

Ob-Gyn  Update 

June  21-25 

Family  Medicine  Review 

Aug.  9-12 

Gyn  Surgery — Napa  Valley,  Calif. 

Oct.  19-20 

Critical  Care  Medicine 

For  information  contact  Mrs.  Jean  Taylor  Bryan.  Office 
of  Continuing  Medical  Education,  University  of  Tennessee. 
800  Madison  Ave..  Memphis.  TN  38163.  Tel.' (901)  528-5547. 


EAST  TENNESSEE  STATE  UNIVERSITY 


Jan.  8-22  Medical  Updates  X — Kitzbuhel.  Austria 

March  2 School  Health  Seminar 

May  17-19  17th  Annual  Seminar  for  Older  Persons — 
Abingdon.  Va. 


For  information  contact  Ramona  Lainhart.  Ph.D.,  Office 
of  CME,  Quillen-Dishner  College  of  Medicine.  P.O.  Box 
19660A,  Johnson  City.  TN  37614.  Tel.  (615)  929-6204. 


IN  SURROUNDING  STATES 


BOWMAN  GRAY 


Courses  in  Diagnostic  Ultrasound 


Jan.  9-13 
Jan.  16-20 
Jan.  23-27 
Jan.  30-31 
Feb.  1-3 
Feb.  6-10 
Feb.  9-11 

Feb.  13-14 


Obstetrics* 

Radiology  (Abdomen)* 

Neurovascular* 

Transcranial  Doppler* 

Arterial/Venous  Doppler* 
Echocardiography* 

12th  Annual  Advanced  Ultrasound  Seminar 
in  Obstetrics — Lake  Buena  Vista,  Fla. 
Urology* 


* Courses  are  each  accredited  for  7 hours  AMA  Category  1 
per  day,  to  be  held  at  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  N.C. 


For  information  contact  Registrar,  Ultrasound  Center, 
Bowman  Gray  School  of  Medicine.  300  S.  Hawthorne  Rd., 
Winston-Salem,  NC  27103,  Tel.  (919)  748-4505. 


'AH«  ui^u 
nun  niwn 


PHYSICIAN 
SPECIALISTS. 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  can  have 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Call 

Capt.  Alvin  R.  Chiles 
(615)  889-0723 
Collect 


DECEMBER,  1988 
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1988  MEMBERSHIP  ROSTER 
TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  the  Tennessee  Medical  Association  by  county  medical  society 
is  published  as  a service  to  the  membership.  An  asterisk  (*)  denotes  physicians  exempt  from  dues. 

A dash  ( — ) denotes  a student  member. 


BEDFORD  COUNTY  MEDICAL  SOCIETY 

BARNES,  OUNALO  D,  SHELBYVILLE 
BEAVEkS,  LANA  SHARON,  SHELBYVILLE 
8RITE,  CHAS  PICHAKO,  MUk E RE E S BDkU 

* CHAMBERS  * WALLACE  LEE,  SHELBYVILLE 

* CUOPEK,  ALBERT  LEE,  SHFLBYVILLE 
OERRYBERRY,  JOHN  S,  SHELBYVILLE 

* FARRAR,  TAYLUK,  SHELBYVILLE 
FELOHAUS,  JOSEPH  H,  SHELBYVILLE 
JAYAKODY , FRANK  LORENZ,  SHELBYVILLE 
JOHNSON,  SUE  PAINE  WELCH,  SHELBYVILLE 
MAGNUSON,  CARUL  LENT,  SHELBYVILLE 
NELSON,  UANNY  LEE,  SHFLbYVILLE 

* MOULOER,  GRACE  E,  SHELBYVILLE 
OWNBY,  FRED  UILLARO,  BELL  BUCKLE 
RICH,  EARL  FREEMAN,  SHFLbYVILLE 
RICHARDS,  AUBREY  THUS,  SHELBYVILLE 

* ROGERS,  BE  N J CARL,  SHELBYVILLE 
SELLS  JR,  SAMUEL  P,  SHELBYVILLE 
SHUTS,  ANNE  MARIE,  SHELBYVILLE 
STANDARD,  PAMELA  G , SHELBYVILLE 
STIMPSON,  CHARLES  L,  SHELBYVILLE 
STUBBLEFIELD,  CARL  THUS,  SHELBYVILLE 
WOMACK,  SARA,  SHELBYVILLE 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

ALI,  MAYSUON  SHOCAIR,  WAVERLY 
ALI,  SUBHI  OAWUD  SUROH,  WAVERLY 
BLACKBURN,  WM  H,  CAMUEN 
BLANTON,  HAROLD  L,  MOULTUN,  AL 
BOURNE  JR,  ROBERT  I,  CAMDEN 
BUTTERWORTH,  JOE  S,  CAMDEN 
CURTIS,  T RANDALL,  WAVERLY 
HARTLEY,  MARK  F,  WAVERLY 
MCCLURE,  WALLACE  JOE,  WAVERLY 
SKELTON,  M ANGELA,  WAVERLY 
STEPHENS,  JUSEPH  W,  WAVERLY 
STONE,  RICHARD  A,  WAVERLY 
WALKER,  ARTHUR  WINFREY,  WAVERLY 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

* AGEE,  OLIVER  KING,  MARYVILLE 
BEARD,  MARVIN  ROBISON,  MARYVILLE 
BELL,  W KEN,  MARYVILLE 

BLANKS,  BILLY  HARRELL,  MARYVILLE 
BOLLINGER  JR,  JOHN  A,  MARYVILLE 
BOWEN,  JOHN  H,  MARYVILLE 
BURKHART,  PATRICK  H,  MARY  V I LLE 
CALLAwAY  JR,  HENRY  A,  MARYVILLE 
CALLAwAY,  JAMFS  MILLER,  MARYVILLE 
CHR ISTOFFERSUN,  JAMES  W,  MARYVILLE 
CLINE,  KIM,  NARYVILLE 
CLINE,  RICHARD,  MARYVILLE 
COLEMAN,  CHERYL  E,  MARYVILLE 
COWAN,  JOHN  DAVID,  MARYVILLE 
CROWDER,  CLAY  G.  MARYVILLE 
DORR,  OAVIO  C,  KNOXVILLE 
ELLINGTON,  ERIC  PATRICK,  MARYVILLE 
ELLIOTT,  wM  EARL,  MARYVILLE 
ELMORE,  DALE  B,  MARYVILLE 
EVANS,  SAMUEL  D,  MARYVILLE 
FINNEY  JR,  RAYMOND  A,  MARYVILLE 
FLICKINGER,  TEO  LAWRENCE,  MARYVILLE 
GALLAGHER,  MICHAEL  P.  MARYVILLE 
GREEN,  BRUCE  UUINTON,  LUUISVILLE 
HARALSON  III,  ROBT  HATTON,  MARYVILLE 

* HARALSON  JR,  ROBT  H,  MARYV I LLF 
HATFIELD,  CHAS  NEWMAN,  MARYVILLE 
HAUN  JR,  LOUIS  EUGENE,  MARYVILLE 
HE  I NY , JERO“E  JAMES,  MARYVILLE 
HENDERSON  JR,  JOS  S,  ALCUA 

* HENRY,  JAMES  SPENCER,  ALCOA 
HOFFMANN,  PAUL  WILFRIEO,  MARYVILLE 
HOLOER,  JAMES  THUS,  MARYVILLE 
HOLMES,  GREGURY  M,  MARYVILLE 
HOWARD,  CECIL  R.  MARYVILLE 
HUFFMAN,  JOHN  RAYMOND,  MARYVILLE 
INGRAM  III,  JOHN  JACKSON,  MARYV ILLF 

* ISBELL  JR,  HUMER  L,  MARYVILLE 
JACKSON,  RICHARD  EVAN,  MARYVILLE 
JARVIS,  S CRAIG,  MARYVILLE 
JENKINS,  BASIA  IRENE  M,  KNOXVILLE 
KAMPERMAN,  COLIN  LEE,  BEL  AIR,  MO 
KAUTZ,  LAWRENCE  GORDON,  MARYVILLE 
KIEFER,  STEPHEN  K,  MARYVILLE 

* KINTNER,  ELGIN  P,  MARYVILLE 

* LAMBETH,  SAML  S,  MARYVILLE 
LAUGHMILLER,  ROY  W,  MARYVILLE 

* LENTZ,  JULIAN  C,  FAYETTEVILLE,  NC 


LFYFN,  ROBT  F , MARYVILLE 
MANORELL,  JOE  THUS,  ALCOA 
MARMON,  KENNETH  WALOO,  MARYVILLE 
MC  A m I S , JOHN  CARL,  ‘ MARYVILLE 
MCCROSKFY,  OAVIO  L,  MARYVILLE 
MtTFLKA,  RICHARD  C,  MARYVILLE 
MILLARD,  JAMES  HENRY,  "ARYVIlLE 
MOHON,  RICKY  T,  MARYVILLE 
MOORE,  WILLIAM  R,  MARYVILLE 
MYNATT,  RICHARD  J,  TOWNSEND 

* NELSUN,  HENRY  SPERRY,  MARYVILLE 
PERSHING,  STEPHEN  D,  MAkYVILLE 
PETFRSON,  MARVIN  DFAN,  MARYVILLE 
PETTY,  CATHY  ELLEN,  MARYVILLE 

* PHELAN,  JACK  STANISLAUS,  MAKYVILLE 
PI TTENGFR,  JOHN,  MARYVILLE 
POTTER,  ROBERT  M,  ALCOA 

POWERS,  WILLIAM  P,  rARYVILLE 

* PROFFITT,  JAMES  NICHOLAS,  MARYVILLE 
PROFFITT,  ROBT  nAVIO,  MARYVILLE 

* RAMSEY,  BAINAKU  PERCY,  MARYVILLE 
RAPER,  CHAS  ALLEN,  MARYVILLE 

ricciaroi,  James  edward.  makyville 

ROBERTS  JK,  JACK  T,  MARYVILLE 
ROMANS,  ALLAN,  MARYVILLE 
SEATON,  ROBERT  W,  MAKYVILLE 
SIMPSON  JR,  OSCAR  L,  MARYVILLE 
SMALLEY  JR,  J BRYAN,  MARYVILLE 
SMUCKLER,  ALAN  LEE,  MARYVILLE 
SUMMERVILLE  JR,  LtwIS  C,  MARYVILLE 
THOMPSON,  BRYAN  BROOKS,  MARYVILLE 
THURSTON,  TIMOTHY  wM,  MAKYVILLE 
TOLHURST,  GEORGE  F,  MARYVILLE 
TRFKELL,  MELISSA  t,  MARYVILLE 
VALENTINE,  ROBERT  S,  MAKYVILLE 

* VANDtRGR IFF,  HARRIS  T,  MARYVILLE 
wEATHERBEE,  TAYLOR  CARSON,  MARYVILLE 
WEBB,  JOHN  V,  MAKYVILLE 
YARBOROUGH,  JOHN  A,  MAkYVILLF 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

* ALDRICH,  n m t,  Cleveland 
ANDERSON,  OAVIO,  CLEVELAND 
APPLING,  JOHN  MORGAN,  CLEVELAND 
ARNOLD  JR,  CHAS  WM,  CLEVELAND 

* BATCHELOR,  marvIN  R,  CLEVELAND 
BEASLEY,  ROBERT  ALAN,  CLEVELAND 
BESING,  JOHN  «M,  CLEVELAND 

bowers,  william  u,  Cleveland 
BRFWEk,  RANDALL  J,  CLEVELAND 
BRYAN,  JOHN  MILTON,  CLEVELAND 
BYERS,  GLEN. MARSH,  CLEVELAND 

byro,  jack,  Cleveland 

CHAFFIN,  UAVIU  C.  CLEVELAND 
CHAMBERS,  JOHN  WALLACE,  CLEVELAND 
CHASTAIN  JR,  CHALMER,  CLEVELAND 
CHASTAIN,  ALLAN  CHALMER,  CLEVELAND 
CHASTAIN,  KENT,  CLEVELAND 

Clark,  marc  lewis,  Cleveland 

COFER,  ROUT  HARRISON,  CLEVELAND 
COLEMAN,  RONALD  S,  CLEVELAND 
COLLINS,  LARRY  C,  CLEVELAND 
CULPEPPER,  OUiVNIE,  CLEVELAND 
OAUBNEP , ELIZABETH  ALLEN,  CLEVELAND 
DAUBNEP,  MICHAEL  ALAN,  CLEVELAND 
DEVANE,  JERRY,  CLEVELAND 
DEVANE,  JO  LEE,  CLEVELAND 
DOLL,  ROBERT,  BENTON 
DUNCAN,  EDDIE  NUKkIS,  CLEVELAND 
FORO,  DENNIS  CLIFFORD,  CLEVELAND 
GIBSON,  OUNALO  RAKER,  CLEVELAND 
GOLDMAN,  MAURICE  SAML,  CLEVELAND 
GRAFTON  JK,  EDWIN  G,  CLEVELAND 
HAMBY,  OUNALO  LYNN,  CLEVELAND 
HAMILTON,  HOWARD  KEN,  CLEVELAND 
HARTING,  OON  C,  CLEVELAND 
HbLO,  GORDON  R,  COPPERHILL 
HUEHSCHMAN,  JUN  C,  CLEVELAND 
HUGHES,  CHAS  RICHARO,  CLEVELAND 
JOHNSON  JR,  w M FRANK,  CLEVELAND 
JOHNSON,  DANIEL  V,  CLEVELAND 

* JOHNSON,  wM  W,  CLEVELAND 

* JONES  JR,  FRANK  KELLEY,  CLEVELAND 
KIM,  STEVEN,  CLEVELAND 
KIMBALL,  CECIL  HARRY,  CLEVELAND 
KNARB,  JAMES,  CLEVELAND 

KNIGHT,  C UEWAYNE,  CLEVELAND 
KYLE  JR,  CLYDE  A,  CLEVELAND 
LEE,  WM  REECE,  COPPERHILL 
LEISY,  MARILYN,  CLEVELAND 

* LOWE,  JAMES  CECIL,  CLEVELAND 
MAZZOLINI,  J MICHAEL,  CLEVELANO 
MCKINNEY  JR,  EDWARD  D,  CLEVELAND 


MCNULTY,  JUHN  STEPHEN,  CLEVELAND 
MITCHELL,  HAYS,  MCDUNALD 
MONNIG,  JACK  ANTHUNY,  CLEVELAND 
MUPPHY,  BILL  H,  CLEVELAND 
MURPHY,  JOHN  ALLEN,  CLEVELAND 
HUTHS,  FREDERICK  A,  CLEVELANO 
NEWTON,  NICHULAS,  CLEVELAND 
OZAWA,  T TED,  CLEVELAND 
Parker,  Barry,  Cleveland 
PIERCE,  F HAkRIS,  CLEVELAND 
PLAYFAIR,  JOHN  ANDREW,  SIGNAL  M TN 
PUWELL,  JUHN  MANLEY,  CLEVELAND 
PROFFITT,  WM  I,  CLEVELAND 
ROBINSON,  DONALD  EDWIN,  CLEVELAND 
ROGNESS,  JOHN  A,  CLEVELAND 
ROM  A I NE , CHAS  BOYD,  CLEVELAND 
SCRUGGS,  FENTON  LEE,  CLEVELANO 
SHOEMAKER,  KENNETH  E,  CLEVELAND 

* SMITH,  WM  R,  HILTON  HEAD  IS,  SC 
SNODOY , JANET  ELIZABETH,  CLEVELANO 
STANORIOGE,  JOHN  B,  CLEVELAND 
STONE,  JAMES  PATTERSON,  CLEVELAND 
Swart  JR,  EDkIN  GIFFORD,  CLEVELAND 
TAYLOR,  OwEN  C,  CLEVELAND 
THURMAN,  JAMtS  ROBT,  CLEVELANO 
TILSON,  FURREST  BLAIN,  CLEVELAND 
VANCE,  DANIEL  B,  CLEVELAND 
YOUNGEP,  CLYDE  P,  CLEVELANO 

BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

ALDERSON,  CHAS  MALCOLM,  PARSONS 
ANANO,  VEENA,  HOHENWALO 
ANANO,  VIKENDER,  HOHENWALO 
AVERETT,  STEPHEN  L,  LINOEN 
BARDEN,  LEkOY  F,  LINDEN 

* BLENDER,  WILLIAM,  LINDEN 

* COLEMAN,  ROBT  M,  MDKFREESBORO 

* COOK,  WILLIAM  N,  PRIMM  SPRINGS 
ELROD,  PARKER  DAVID,  CENTERVILLE 
FOSNES,  JEFFREY  CARL,  CENTERVILLE 
HOLLAUAY,  BERTIE  L,  CENTERVILLE 
MARCELO,  BERNAROINO  D,  LINDEN 
MARCELO,  JOSEFINA  0,  LINDEN 
MCGINLEY,  JAMES  HENRY,  FRANKLIN 
TURNER  JR,  GORDON  H,  LINDEN 


CAMPBELL  COUNTY  MEDICAL  SOCIETY 

CLINE  JR,  ELIJAH  GRADY,  LAFOLLETTE 
COHEN,  THUS  LEONARD,  LAFOLLETTE 
CRUTCHFIELD,  JAMES  DONALD,  LAFOLLETTE 
DAY,  GEORGE  LOUIS,  HARROGATE 
FARRIS,  JAMES  CLARENCE,  LAFOLLETTE 
GILES,  JAMES  w,  LAFOLLETTE 
HALL  III,  RONALD  DAKEr,  LAFOLLETTE 
HARTMAN,  RONALD  D,  JELLICO 
HWANG,  LI-HIN,  LAFOLLETTE 
ISHAM,  CHARLES  AUBREY,  LAFOLLETTE 
JONES,  JOHN  R,  CORBIN,  KY 
LILLIBRIDGE.  SCOTT  R,  JELLICO 

* PRATER,  CHAS  ALVIN,  JELLICO 
RUIZ,  OAVIO  E , JELLICO 

* SEAP.  GEANT  JR,  LEE  JESS,  LAFOLLETTE 
SHIH,  YIU-FEL,  LAFOLLETTE 
STAFFORD,  WILLIAM  LEWIS,  JELLICO 
WALKER,  JESSE  LEE,  JELLICO 
WlLKENS,  CHAS  HENRY,  JELLICO 
WOOD,  BURGIN  HENkY,  LAFOLLETTE 

CARTER  COUNTY  MEDICAL  SOCIETY 

ARCHIE,  DAVID  S,  JOHNSON  CITY 
BRONSON,  S WAKTIN,  ELIZABETHTON 
BUPIK,  NICHOLAS  P,  ELIZABETHTON 
CHAMBERS,  GARY  R,  ELIZABETHTON 
CRAIG,  JAMES  P,  ELIZABETHTON 
CROWDER,  BRENDA  JANE,  ELIZABETHTON 
CRUZ  JR,  TEODOR  ICO  P,  ELIZABETHTON 
OAVIS,  FLOYD,  BLOWING  ROCK,  NC 
CALLAHER,  RICHARD  GRANT,  ELIZABETHTON 
GALLOWAY,  RICHARD  EUGENE,  ELIZABETHTON 
GASTINEAU,  JERRY  LEE,  ELIZABETHTON 
GRINOSTAFF,  ROBERT  E,  JOHNSON  CITY 
HERRIN,  C BOMAR,  JOHNSON  CITY 
HOPLAND,  ARNULO  0,  ELIZABETHTON 
LAING,  BRENT  0,  ELIZABETHTON 
MARTIN  JR,  RICARDO  S,  ELIZABETHTON 
MAY,  FLOYD  E,  ELIZABETHTON 
MAY,  SCOTT  E,  JOHNSON  CITY 
MAY,  W JOYCE,  ELIZABETHTON 

* PEARSON,  ELMER  TYLER,  ELIZABETHTON 
PERRY,  EDGAR  EUGENE,  ELIZABETHTON 
SLAGLE,  DAVID  J,  ELIZABETHTON 
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TAYLOR,  TIPFOKD  STEVE,  ELIZAHETHTON 
HALTER*  HUBERT  E.  EL1ZABETHTUN 
HELLS.  CHARLES  J,  ELIZABETH  TUN 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

ABELL,  JAMES  E.  CHATTANUUGA 
ABRAMSON,  JERUME  H,  CHATTANOOGA 

* ADAMS  JR,  JOHN  H,  CHATTANOOGA 
ADCOCK,  CHARLES  R,  SOUTH  PITTSBUKG 
AIKEN,  MICHAEL  M,  CHATTANOOGA 
AIKEN,  HM  PRIGMORE,  CHATTANOOGA 
AKIN,  EDGAR  UANL,  CHATTANOOGA 
ALBRITTON,  JOHN  THUS,  SIGNAL  M TN 
ALLEN,  BILLY  JASUN,  OOLTEHAH 
ALLEN,  GEORGE  E,  CHATTANOOGA 
ALLEN,  L DIANNE,  OOLTEHAH 

ALPEK,  CHAS  H,  CHATTANOOGA 
ALVAREZ,  RICHARD  G,  CHATTANOUGA 

» ANDERSON,  HARRY  S,  CHATTANOOGA 
ANDERSON,  STEVEN  R,  CHATTANOOGA 
APYAN,  PAUL  M,  HIXSON 
ARNOLD,  COLEMAN  LEE,  CHATTANOOGA 
ARNOLD,  IRA  L,  CHATTANOUGA 
ATKINSON,  JOS  SPROTT,  CHATTANOOGA 
AVERY,  JOEL  EUGENE,  CHATTANOUGA 
BACON,  STUART  PETER,  DAYTON 
BANKS  JR,  HOOURUEF  A,  CHATTANOOGA 
BANKS,  S AML  LOUIS,  CHATTANOOGA 
BAREDDY,  SUAkNA  K , CHATTANOUGA 
BARFOOY . VENKATA  R R,  CHATTANUOGA 
BARNES,  OAVIl)  R,  CHATTANOOGA 
BARNETT  III,  ROBERT  M,  CHATTANOOGA 
BARNETT,  FRANCES  H,  hHIThELL 
BARTLETT,  DAVID  U,  CHATTANOOGA 
BAUTISTA,  JUANCHU  C,  HIXSON 
BEAHM,  THOMAS  M,  CHATTANOOGA 
BECHARD,  DOUGLAS  L,  CHATTANOOGA 
BENTON  III,  OLIVER,  CLEVELAND 
BERGLUND,  ROBERT  K,  CHATTANOOGA 

* BESEMANN,  E F,  SIGNAL  MTN 
BINDER,  SAML  S,  CHATTANUOGA 
BISHOP,  FRANK  F,  CHATTANOOGA 

* BISHOP,  HM  RUSSELL,  LOOKOUT  MTN 
BJATIA,  ANIL  K,  CHATTANOOGA 
RLAKE,  CHAS  ALAN,  HARRISUN 
BLOUNT  JR,  HENRY  C,  CHATTANUOGA 
BOATHRIGHT,  CATHERINE  A,  CHATTANOOGA 
BOAThRIGHT,  ROBT  H,  HIXSON 

BO  A Z JR,  LONNIE  ROY,  CHATTANOOGA 
80AZ,  VALERIE  A,  CHATTANUOGA 
BOEHM,  PETER  ERIC,  CHATTANOUGA 

* BOEHM,  HALTER  EOhARO,  CHATTANOOGA 
BOEHM,  HALTER  MICHAEL,  CHATTANOOGA 
BOISER,  ANITA  MADRIA,  HIXSON 
80ISER,  ARISTIUES  L,  HIXSON 
BOLINGER,  JOHN  MCCALLIE.  CHATTANUOGA 
BUNDER,  MICHAEL  IAN,  CHATTANOOGA 
BOOKOUT,  MARK  WILLIAM,  EAST  RIDGE 
BUHDEN  JR,  HARVEY  D,  CHATTANOOGA 
BOWERS  JR,  JEMISON  0.  CHATTANOOGA 
BOWERS,  ROBT  EUGENE,  CHATTANOOGA 
BOWNDS,  CHARLES  P,  PIKEVILLE 
BOXELL,  JUHN  FREDERICK,  CHATTANOOGA 
BRACKETT,  WM  OAVIO,  CHATTANOOGA 

* BRANNEN,  FRANK  S,  CHATTANOOGA 
BREMER  JR,  JOEL  LEWIS,  CHATTANOOGA 
BRICE,  CHARLES  TERRY,  CHATTANOOGA 
BRIGHT  III,  THOMAS  C,  CHATTANOOGA 
BRIMI,  JOHN  BENJ,  HIXSON 
BROAOSTONE,  PAUL  A,  CHATTANOOGA 
BROOKSBANK,  RONALO  C,  CHATTANOOGA 
BROWN,  HOWARO  A,  CHATTANOOGA 
BROWN,  HUGH  P,  CHATTANOUGA 
BROWN,  NEIL  CHAS,  CHATTANOOGA 
BRYANT,  JOHN  FRANK,  CHATTANOOGA 
BRYANT,  MAX  VINCENT,  CHATTANOOGA 
BUCHANAN  JR,  THOS  F,  CHATTANOOGA 
BUCHNER,  WM  FRANCIS,  CHATTANOOGA 

* BULLARD,  ARCH  H,  CHATTANOOGA 

* BURKE,  JOHN  ARTHUR,  HILTON  HEAD  ISL,  SC 
BURNS,  RANOEL  PHILLIP,  CHATTANOOGA 
BUTTRAM  JR,  hm  R,  CHATTANOOGA 
8UTTRAM,  THOS  LATHAM,  CHATTANOOGA 
BUTTRAM,  w REES,  CHATTANOOGA 

CAINE  JR,  WINSTON  P,  CHATTANOOGA 
CALDWELL,  GARY  BLAINE,  CHATTANOOGA 
CALHOUN  JR,  CALVIN  LEE,  CHATTANOOGA 
CAMPBELL,  DONALD  ROSS,  CHATTANOUGA 
CAMPBELL,  WILLIAM  O'NEAL,  CHATTANOOGA 
CANNON,  DON  ALLEN,  CHATTANOOGA 

* CANNON,  GEO  MARSHALL.  SIGNAL  MOUNTAIN 

» CANON,  MAURICE  A,  CHATTANOOGA 

CARLTON,  JOHN  EOwARU,  COLUMBIA,  SC 
CARR,  MICHAEL  GRADY , CHATTANUUGA 
CARROLL,  RAMON  LEONARD,  CHATTANOOGA 
CAUGHRAN,  BENNETT  W,  CHATTANOOGA 
CAUGHRAN,  DONALD  G,  CHATTANOOGA 
CH'IEN,  LAWRENCE  TtEN-TSU,  CHATTANOUGA 
CHADWICK,  DAVID  A I RE Y , CHATTANOOGA 
CHAMBERLAIN  XI,  MORROW,  CHATTANOUGA 
CHAMBLESS,  KURT  MILLER,  CHATTANOOGA 
CHANDLER,  LUTHER  F,  HIXSON 
CHANDRA,  CHANNAPPA,  HIXSON 

* CHASTAIN,  CLEO,  SAN  ANTONIO,  TX 
CHENG,  TIEN  H,  CHATTANOOGA 
CLARK,  MURRELL  0,  CHATTANOOGA 


CLEAVELANU,  CLIFTUN  RANCE,  CHATTANOOGA 
CLEMENTS,  JOEL  BENJ,  CHATTANOOGA 
CODDINGTON,  ROBT  CHAS,  CHATTANOOGA 
COPER,  JUSEPH  B,  OALAS,  TX 
COLLINS,  OAVIO  NEWTON,  CHATTANOOGA 
CONN,  ERIC  HAULEY,  CHATTANOUGA 
COOK,  THOMAS  ANDREW,  CHATTANOOGA 
COOPER,  FLOYD  C.  CHATTANOOGA 
COPELAND,  CHRISTOPHER  S,  CHATTANOOGA 
COREY  JR,  JAMES  HICKS,  CHATTANOUGA 
COX,  JOHN  MICHAEL,  CHATTANOOGA 
COX,  SUE  CLARKE,  CHATTANUOGA 
CRAFT,  PHIL  DOUGLAS,  CHATTANUOGA 
CRAIG,  ROBERT  E LEE,  CHATTANUOGA 
CRANWELL,  JUHN  0,  CHATTANOOGA 
CRAWLEY  JR,  JAMES  F,  CHATTANUOGA 
CRAWLEY  JR,  wILHAM  0,  RUSSVILLE,  GA 
CREECH,  RUBER  T M,  CHATTANOOGA 
CREEL  JR,  JA^ES  HEATON,  CHATTANUOGA 
CROWELL,  JOHN  M,  CHATTANUOGA 

* CORREY,  JUE  T,  CHATTANUUGA 
CURREY,  THOS  wOODRUFE , CHATTANOOGA 
CURTIS,  THOS  H,  FT  OGLETHORPE,  GA 
DAGHLIAN,  HEOWOS  U,  CHATTANUOGA 
DAHRLING  II,  BRUCE  E,  CHATTANOOGA 
DANIELL,  MALCULM  BUTLER,  CHATTANUOGA 
DAVIDSON,  DEANNA  STAKP.,  CHATTANOOGA 
OAVIS  JR,  JAMtS  PHILLIP,  CHATTANUOGA 

» OAVIS,  JAMES  wILSUN,  SIGNAL  MOUNTAIN 
OAVIS,  JIMMY  B,  CHATTANOOGA 
DAVIS,  LAKRY  w,  CHATTANOOGA 
OE  RUITER,  PETEP  LOUIS,  CHATTANOOGA 
DEMOS,  ROBT  G,  CHATTANOOGA 
DICKINSON,  ELIZABETH  B,  CHATTANOUGA 
DICKSON,  RICfiAPD  C,  CHATTANOOGA 
DODOS,  JUS  JAMES,  CHATTANOOGA 
OOOSON,  DAVID  BRYAN,  CHATTANOOGA 
DOLAN,  PAIKILK,  CHATTANOUGA 

* DONALDSON,  RICHAKU  P,  CHATTANOOGA 
OUNALOSON,  RICHAKU  WM,  CHATTANOOGA 
DOUGL  AS , MICHAEL,  CHATTANOOGA 
DOWELL,  wm  CUkTIS,  HIXSUN 
OUWLEN,  SIEVEN  H,  CHATTANOOGA 
DRAKE,  JAMES  ROBT,  CHATTANOUGA 
DRAKE,  RUBEPT  A,  CHATTANUOGA 
ORFSSLER,  STANLET  JAY,  CHATTANOOGA 

druckem,  oavu  haber,  Chattanooga 

DUCKETT,  wILLIA-  0.  CHATTANOOGA 
DUFF  Y , »AkV  A,  CHATTANUOGA 

Ougan,  Philip  jekald,  Chattanooga 
duncan,  victor  a,  Chattanooga 
ouvoisiN,  peier  marc,  Chattanooga 

Oh YrK , WM  KNUwLES,  CHATTANOOGA 
OYER  JR,  .M  CARL.  CHATTANOOGA 
EBERLE,  OAVIU  F,  CHATTANUOGA 
ELLIS,  JOHN  CLYDE,  CHATTANOOGA 
ELROO,  BRUCE  A,  FT  OGLETHORPE,  GA 
EN JET  I , SURE  SH , CHATTANOOGA 
EPLFY,  JUHN  M , CHATTANOOGA 
ESTEP,  DENNIS  RAUL.  FT  UGLETHORPt,  GA 
EVANS  JR,  HENRY  C.  SIGNAL  MUUN  TAIN 
EVANS,  JOHN  THOS,  CHATTANOOGA 
EYSSEN,  JAMES  EDWARD,  CHATTANOOGA 
FAIN  III,  GUY  F,  CHATTANUUGA 

farmer,  sha-cjn  nancy,  Chattanooga 
farr,  joho  f,  chattanuuga 

FEINBERG,  EDWARD  R,  CHATTANUOGA 
FEINT  UCH , THEODORE  AkO,  CHATTANUOGA 
FEIST,  WILLIAM  E,  CHATTANOOGA 
FENNEWALD,  CLARENCE  L,  HIXSON 
FERNANDEZ  CRUZ,  PAZ  A,  CHATTANOOGA 

* FLETCHER,  RICHARD  V,  CHATTANOOGA 

* FOLEY,  JAMFS  MITCHELL,  LHATTANOOGA 

* FORD,  AUGUSTUS  C,  CHATTANOOGA 
FORSYTHE,  PHILLIP  WESLEY,  SIGNAL  MOUNTAIN 

* FOWLER,  WM  ROBT,  CHATTANUOGA 
FRANK,  STUART  AMES,  CHATTANOOGA 
FRANKLIN  III,  SELMON  T,  CHATTANOOGA 
FRANKLIN,  JOHN  DAVID,  CHATTANOOGA 

* FRYE  JR,  AUGUSTUS  H,  CHATTANOOGA 
GALBRAITH,  JOHN  NEIL,  CHATTANOOGA 
GANDHI,  JITENDRA  G,  CHATTANUOGA 
GAZALEH,  SHAWN,  CHATTANOOGA 
GEFTER,  JEFFREY  W,  CHATTANOOGA 
GEFTER,  MONICA  AVIVA  LEHER , HIXSON 

* GIRSON  JR,  GFU  CLIVE,  CHATTANOOGA 

* GILES  JR,  KOrtT  H,  SIGNAL  MOUNTAIN 
GILLEY,  EDWIN  WAYNE,  HIXSON 
GINSBERG,  JOEL  FINE,  CHATTANOOGA 
GLASS,  BRIAN  A,  CHATTANOUGA 

* GOLLEY,  DEAN  w,  SARASOTA,  FL 
GOOOLAO,  JAMES  K,  CHATTANOOGA 
GOOOMAN,  MICHAEL  WM,  SIGNAL  MOUNTAIN 
GOTHARO,  AL  WALTON,  CHATTANOOGA 
GRAHAM  in,  FRANK  B,  CHATTANUUGA 
GRAVES,  CHAS  G,  DUNLAP 

GRAVES,  JUS  WILBURN,  CHATTANUOGA 

GREEN,  PATRICIA  A,  CHATTANOOGA 

GREER,  MICHAEL  S,  CHATTANOOGA 

GREER,  MICHAEL  SPENCER,  CHATTANOOGA 

GREER,  WM  C,  CHATTANOUGA 

GRIMSLEY,  MARK  S,  HIXSON 

GRISSOM,  WALLACE  OOYLE,  CHATTANOOGA 

HACKWORTH  JR,  JOHN  BIBLE,  SOUTH  PITTSBURG 

* HAGOUO  JR,  ROBT  B,  CHATTANOOGA 
HALFEN,  ARON,  CHATTANOUGA 
HALL,  OAVIO  PARKS,  CHATTANOOGA 
HAMM,  EMILE  V,  JASPER 


HAMMOCK,  MARY  CANNON,  CHATTANOOGA 
HAREN,  VINCENT  JAMES,  CHATTANOOGA 
HARNSBERGER,  BENJ  DANL,  CHATTANOOGA 

* HARRISON,  ELLIOTT  F,  VENICE,  FL 
HARVEY,  HATHAWAY  K,  CHATTANOOGA 
HASKINS,  OREwRY  EDGAR,  RINGGOLD,  GA 

havrun  jp,  william  s,  Chattanooga 

* HAVRUN,  JAMES  RLACKMAN,  SOUTH  PITTSBURG 
HAWKINS,  CHAS  w,  CHATTANUOGA 
HAWKINS,  GUSSIE  E,  CHATTANOOGA 
HAWKINS,  J HENRY,  CHATTANOOGA 
HAWKINS,  PAUL  EDISON,  HIXSON 
HAWKINS,  STEPHEN  S,  CHATTANOOGA 

HAYES  JR,  CAULEY  wILBUR,  CHATTANUOGA 

* HAYES,  JAMES  MARTIN,  AIK  FORCE 
HAYES,  THOMAS  F,  FT  OGLETHORPE,  GA 
HEADRICK,  JAMES  R,  CHATTANOOGA 
HEDOEN,  JAMES  W,  CHATTANOOGA 

* HELLMANN  SR,  kOBERT  S,  CHATTANOOGA 

* HENNING,  HAKULD  BERGER,  CHATTANOOGA 

* HENRIKSEN,  JENS  UAVIO,  CULLEGEOALE 
HENRY,  WARREN  H,  CHATTANOUGA 
HERRICK,  C NIIL,  CHATTANUUGA 
HEYWUUD  III,  HUMPHREY  B,  CHATTANOOGA 

* HICKEY,  HUMEk  DAVID,  CHATTANUOGA 
HICKS,  PlKAM  C,  CHATTANOOGA 
HIXSON,  JACK  l)OAK,  CHATTANOOGA 
HOBACK  JR,  JAMES  WILLIAM,  CHATTANOOGA 
HUDNETT,  CARY  G,  CHATTANOOGA 

* HOFMEISTEK,  RICHARD  G,  CHATTANOOGA 
HOLLIDAY  JR,  POPE  B,  CHATTANOOGA 
HONG,  M n UN  W,1A,  CHATTANUOGA 

* HOOPER,  CHAS  HC  DOWELL,  CHATTANOUGA 
HOPPE,  RUDOLPH  AUGUST,  CHATTANOOGA 
HUPPER,  RICHARD  E,  CHATTANOUGA 
HORTON,  MARSHALL,  CHATTANOOGA 
HOWICK  JR,  JOHN  R,  CHATTANOOGA 
HUA,  VIN-PAUL,  PALMER 
HUFFSTUTTIR,  JUSEPH  E,  CHATTANOOGA 
HUGHES,  ALAN  0,  CHATTANUOGA 

hughes,  Charles  p,  Chattanooga 
HUNT,  NOEL  CLARENCE,  CHATTANOOGA 

* HUTCHERSON,  WM  PUwELL,  CHATTANUOGA 
HYMAN  JR,  KENNETH  H,  FT  OGLETHnRPE,  GA 
ISKANOER,  KAkIM  NAGUIB,  ROSSVILLE,  GA 

J A Mf  S , OAbNEY,  CHATTANOOGA 
JAMES,  HEWITT  B,  CHATTANOOGA 
JEMISON,  OAVIO  MARSHALL,  CHATTANUOGA 
JENSEN,  ROBT  LLOYO,  COLLEGEOALE 
JEONG,  YUOE  GILL,  CHATTANOOGA 
JEZFwSKI,  DON  JULE,  FT  OGLETHORPE,  GA 
JUHNSUN  JR,  J PAUL,  CHATTANOOGA 
JOHNSON,  EOWARD  OOWNEY,  SALE  CREEK 
JONES,  GERALD  ISOM,  CHATTANOOGA 
A JONES,  HARRY  E,  HILTON  HEAD,  SC 
JONES,  ROGER  C,  CHATTANUUGA 
JUNES,  RUSSELL  A,  CHATTANOOGA 
JORDAN,  CASSELL  AMANDA,  CHATTANOUGA 
KADRIE,  HYTHAM  ALI,  CHATTANOOGA 
KAPLAN,  HYMAN  M,  CHATTANOOGA 
K A TO  , YU  T AK  A CHATTANOOGA 

KENNEDY,  CHARLES  OAVIO,  CHATTANOOGA 
KENNEDY,  JOHN  HFNRY,  HIXSON 

* KILLEFFER,  JUHN  JACOB,  CHATTANOOGA 
KIM,  WAYNE  Y,  CHATTANOOGA 
KIMSEY,  CHAS  W,  CHATTANOUGA 

KING  JR,  WALTER  HUGHEY,  CHATTANOOGA 
KINKEL,  OUNALO  MEKRIL,  CHATTANOOGA 
KIRBY,  CHARLES  A,  CHATTANUOGA 

* KIRK,  OURwOOD  L,  CHATTANUOGA 

* KISTLER,  GENE  HAVILAND,  SIGNAL  MOUNTAIN 
KITTLE  III,  WILLIAM  M,  CHATTANOOGA 
KNIGHT,  FRANK  H,  CHATTANOOGA 
KOCACITAK,  SAHIN  S B AN , FORT  OGLETHORPE, 
KOSANOVICH,  MICHAEL,  CHATTANOOGA 
KRAUSE,  RICHARD  ALAN,  CHATTANOOGA 
KRUEGER,  SYLVIA  LYNNE,  CHATTANOUGA 
KUNDA,  PRABHA  A,  CHATTANOOGA 

KUNOA,  SARMA  R,  CHATTANOOGA 
KUTZNER,  wALOEMAR,  COLLEGEDALE 
LABRADOR  JR,  OANIEL  P,  CHATTANOOGA 
LABRADOR,  IRENE  J,  CHATTANOOGA 
LANSFORO  JR,  FREDERICK  D,  CHATTANOOGA 
LARAMORE,  JOHN  WAUE , CHATTANOOGA 
LASKY,  RICHARD  SAML,  CHATTANOOGA 
LASSITER,  LAWRENCE  H,  CHATTANOOGA 

* LAVECCHIA  JR,  JOS  v,  CHATTANOOGA 
LAWRENCE  JR,  HARRY  M,  CHATTANOOGA 
LAWWILL  JR,  STEWART,  CHATTANOOGA 
LECHLER,  UONALD  R,  CHATTANOOGA 
LEWIS  II,  JAY  FREDERICK,  CHATTANOOGA 
LEWIS,  ALLEN  OAVIO,  SIGNAL  MOUNTAIN 
LITTELL  III,  LESTER  F,  CHATTANOOGA 

* LITTELL  JR,  LESTER  F,  DAYTON 
LIU,  CHUNG  YUEN,  CHATTANOOGA 

* LIVINGSTON,  PHILIP  H,  CHATTANOOGA 
LODGE— SHERWOUO,  ELIZABETH,  CHATTANOOGA 
LOMBARDI,  V ALAN,  CHATTANOOGA 

LONG,  IRA  MOkRIS,  CHATTANOOGA 
LOVE.  MICHAEL  ALLAN,  CHATTANUOGA 
LOYD,  JAMES  ALAN,  SIGNAL  MOUNTAIN 
MABF,  ROBT  E,  CHATTANUOGA 

* MAC  GUIRE  JR,  WM  8,  OOLTEWAH 

MAC  NAUGHTON  JR,  OAVIO  V,  CHATTANOOGA 
MACBETH,  RONALD  A,  CHATTANOOGA 

mackler,  donalo  f,  Chattanooga 

MAJEEO,  SHAHUL  j,  CHATTANOOGA 
MALDONADO,  LUIS  GUNZALO,  SIGNAL  MOUNTAIN 
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NANCE,  COKNEL [US  J,  HIXSUN 
MANGAN,  ALOYSIUS  T,  CHATT  ANUOGA 
MARSH,  CLARENCE  BRUCE,  CHATTANOOGA 

♦ MARSH,  MM  HOLLISTER,  CHATTANOOGA 
MASHCHAK,  C ANN,  CHATT  ANUOGA 
MASSOUO,  HOSSEIN,  CHATTANOOGA 
MATTHEWS,  WILLIAM  EOWIN,  CHATTANOOGA 
MAY,  MARIAN  G,  HIXSON 

♦ MCCALL,  COOPER  H,  CHATTANOOGA 
MCCALLIE,  DAVID  P,  CHATTANOOGA 
MC  C ALL  IE,  JACK  B,  CHATTANOOGA 

♦ MCCRAVFY , AUGUSTUS,  CHATTANOOGA 
MCCRAVEY,  JOHN  HELLS,  NEW  YORK,  NY 
MCDONALD  JR,  CHARLES  U,  CHATTANOOGA 
MCOOUGAL , JOHN  SMALL,  CHATTANOOGA 
MCELROY,  GEORGE  R,  CHATTANOOGA 
MCGAULE Y JR,  JOHN  R,  CHATTANOOGA 

ncgrah  jp,  Ralph,  Chattanooga 

MCGUIRE,  SUSAN  KAY,  CHATTANUUGA 

♦ MCINTOSH,  E 0 EL  F,  CHATTANOOGA 
MCKINNEY,  JAMES  E,  CHATTANOOGA 
MCLEAN,  GEORGE  WALLACE,  CHATTANOOGA 

♦ MCMILLAN,  JAMES  GORDON,  JASPER 
MCNEILL,  THOMAS  PINCKNEY,  CHATTANOOGA 
MENA,  MICHAEL  C,  WHITHELL 

MERCADO,  AVELINO  VELASCO,  CHATTANOOGA 
MEREDITH,  GARY  EUGENE,  CHATTANOOGA 
MEYER,  MELISSA  LEWIS,  CHATTANOOGA 
MICHELSON,  MARIE  LOUISE,  CHATTANOOGA 
MILLER,  FRANK  J,  CHATTANOOGA 

♦ MILLER,  IRVIN  S,  ALEXANDRIA,  VA 
MILLER,  PHYLLIS  A EDwAKOS,  HIXSON 
MILLER,  ROB  T T,  CHATTANOOGA 
MILLER,  THOMAS  P,  CHATTANOOGA 
MILLS,  OON  GILBERT,  CHATTANOUGA 
MILLS,  GARY  E,  HIXSON 

MITCHELL  JR,  JERKY  WAYNE,  CHATTANOOGA 
MITCHELL,  ALLEN  M,  CHATTANOUGA 
MOLLUY,  RONALD  LYNN,  CHATTANOOGA 

♦ MOORE,  HIRAM  BEENE,  SOUTH  PITTSBURG 
MURGAN,  JUHN  RONALD,  CHATTANOOGA 
MORRISON,  RICHARD  CLAkKE , CHATTANOOGA 
MORROW  III,  SANFURD  H,  CHATTANOUGA 
MOSES,  THOMAS  FOWARO,  HIXSON 

MOSS,  MM  JOEL,  CHATTANOUGA 
MOTTO,  JOSEPH  A,  CHATTANUUGA 
MULLADY  III,  THOMAS  F,  CHATTANOOGA 

♦ MURPHEY  JR,  FAY  B,  CHATTANOOGA 
MURRAY,  R SMITH,  CHATTANUOGA 
MYERS  SR,  ROBERT  M,  CHATTANUUGA 
NAG,  SURIK  K,  CHATTANOOGA 
NAGEL,  LAWRENCE  S,  CHATTANUUGA 

♦ NATHAN,  MARVIN  MYER,  CHATTANOOGA 
NEALL,  OAVIO  LAWRENCE,  CHATTANOOGA 

♦ NELSON,  RUGEK  T,  WILOWOOO,  GA 

♦ NEUFELO,  RAYMONO  0,  SOUTH  AMERICA 

♦ NEWELL  JR,  EDWARD  THOS,  CHATTANOOGA 
NIPP,  RALPH  ELGIN,  CHATTANOUGA 
NOONAN,  DAVID  V,  CHATTANOOGA 
NORTON,  BARUY  PARKER,  CHATTANOOGA 
O'NEAL,  DAVID  MEDFORD,  CHATTANOOGA 
ODOM,  ALAN  C,  CHATTANOOGA 
ORDONEZ,  J ENRIQUE,  CHATTANOUGA 

♦ OSMUNOSEN,  ROBT  N,  SIGNAL  MOUNTAIN 
OXENHANDLER,  RONALD  w,  SIGNAL  MOUNTAIN 
PANCAKE,  BRUCE  0,  CHATTANOOGA 

PARK,  IH  KOO,  FT  OGLETHURPE,  GA 
PARK,  JUNG  TAF,  WHITWELL 
PARKER  II,  SAMUEL  R,  CHATTANUOGA 
PARKER,  CHRISTINE  M,  CHATTANOOGA 
PARKHURST,  WALTER  0,  CHATTANOOGA 
PATIL,  VINIT  D,  CHATTANUOGA 

♦ PATTERSON,  ROBT  L,  CHATTANOOGA 
PATY  JR,  JOHN  GARLAND,  CHATTANOOGA 
PAYNE,  DOYCE  GENE,  CHATTANOOGA 
PAYNE,  STANLEY  RUSS,  CHATTANUOGA 
PEREZ,  MARTIN  ALLEN,  CHATTANUOGA 
PERKINS,  THORNTON  OELUS,  CHATTANOOGA 
PERRIN,  MILLARD  FOY,  CHATTANOOGA 
PETERSON  JR,  WALTER  A,  CHATTANOOGA 
PETTY,  WESLEY  GLENN,  CHATTANOOGA 
PHLEGAR,  ROBERT  F,  CHATTANOOGA 
PITTS,  DAVID  8,  CHATTANUOGA 
POEHLEIN,  RICHARD,  HIXSON 
POLLOCK,  PHILLIP  GARY,  CHATTANOOGA 
POMERANCE,  GLENN  NOEL,  CHATTANOOGA 
PORTERA,  CHARLES  ANTHONY,  CHATTANOOGA 
POTASH,  JEFFRY  B,  CHATTANOOGA 
POTDAR , ANILKUMAR  S,  CHATTANOOGA 
PUCKETT  III,  WALTER,  CHATTANOOGA 
QUILLIAN,  JESSE  0,  CHATTANOOGA 
QUILLIAN,  JOE  ANNE,  CHA  T I ANOUGA 
QUINN,  JAMES  GILBERT,  CHATTANOOGA 
RAMSAY,  GEORGE  CRAIG,  GADSDEN,  AL 
RAMSEY,  MILLARO  WRAY,  CHATTANOOGA 
RAWLINGS  JR,  MAURICE  S,  CHATTANOOGA 
RAWLINGS  SR,  MAURICE  S,  CHATTANUOGA 

♦ RAY,  CHAS  JACKSON,  CHATTANOOGA 
REDDY,  SUDHAKAR  K,  CHATTANOOGA 
REDISH,  MARTIN,  CHATTANOOGA 
REYNOLDS,  JAMES  EUGENE,  SIGNAL  MOUNTAIN 
REYNOLDS,  JAMES  MCKENDREE,  HIXSON 
REYNOLDS,  JOHN  ROBT,  CHATTANOOGA 
REYNOLDS,  THOMAS  M,  CHATTANOOGA 

RICH,  JOHN  STEPHEN,  CHATTANOOGA 
RICHMOND  JR,  JAMES  P,  CHATTANOOGA 
RISSLING,  DEL  OR  I S E,  CHATTANOOGA 
RITTENBERRY  JR,  ANDREW  B,  CHATTANOOGA 


* ROBERTS  JR,  GILBERT  M,  BUCA  RATON,  FL 
ROBINSON,  NEAL  ADAMS,  CHATTANOOGA 
ROGERS,  ALFRED  PEkKINS,  CHATTANOUGA 
ROHRER,  JANE  L,  CHATTANUOGA 

ROSE,  WALTER  B,  CHATTANOOGA 
ROWE,  WM  EDWARD,  CHATTANUOGA 
ROWELL,  ESPEKANZA  A,  CHATTANUOGA 
ROYAL,  JAMES  RICHARD,  CHATTANOOGA 
RUFFNER  JR,  B WlNFRFD,  CHATTANOOGA 
RUSSELL,  DON  JERE,  CHATTANOOGA 
RUSSELL,  WM  LEE,  CHATTANOOGA 

* RYAN,  EUGENE  MONTFORO,  SOUTH  PITTSBURG 
RYBDLT,  ANN  HARRIS,  CHATTANOUGA 
SANTOS,  BE  N J G,  CHATTANUOGA 
SARGENT,  LARRY  A,  CHATTANOOGA 
SAUCEMAN,  STEPHEN  P,  CHATTANOOGA 
SCHEINBFRG,  MARTY,  CHATTANOUGA 
SCHMITS,  G MICHAEL,  CHATTANOUGA 

* SCHWARTZ,  HAROLD  ALATi,  CHATTANOOGA 
SCOTT  JR,  EDGAR  LEONAKO,  CHATTANOOGA 
SCOTT,  WAYNE,  CHATTANOOGA 

SEAL,  MOLLY  ELAINE  RUGERS,  CHATTANOUGA 
SE  ITERS  JR,  GEORGE  Z,  CHATTANOOGA 
SELLERS  II,  RALPH  A,  EVANSVILLE,  IN 
SELZER,  JERROLO  LEE,  HIXSON 
SEMAN,  CHARLES  FREDERICK,  CHATTANOOGA 
SENDELE,  DEBORAH  D,  CHATTANOOGA 
SENDELE,  ROBERT  L,  CHATTANOUGA 
SHAH,  INUKAVANOAN  K,  CHATTANOOGA 

* SHELOON,  JUHN  P,  SIGNAL  MOUNTAIN 

* SHELTON,  GEO  WASHINGTON,  CHATTANUOGA 
SHFNOUOA,  ADEL  NEMR,  CHATTANOOGA 
SHERRELL,  JAMES  WM,  CHATTANOOGA 
SHERRILL,  LEROY,  CHATTANOOGA 

SHUCK  III,  EOwIN  H,  CHATTANUOGA 

shuck  jr,  edwin  h,  Chattanooga 

SHULL,  JOHN  A,  CHATTANOOGA 
SIENKNECHT,  CHAS  WILSON,  CHATTANUOGA 
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SOTERES,  PETE  SPIROS,  CHATTANOOGA 

* SOTTONG,  PHILIPP  CURTIS,  SIGNAL  MOUNTAIN 
SPALDING,  ROBT  TUCKER,  CHATTANUOGA 
SPAULDING  JR,  JAMES  H,  SIGNAL  MOUNTAIN 
SPITALNY,  NEIL  HOWARD,  CHATTANOUGA 
SPORE,  RICHARD  W,  EAST  R I OGE 
STAFFORD,  FLORENCE  F,  CHATTANOOGA 
STANKO,  JAMES  A,  CHATTANUOGA 
STAPPENRECK,  RICHARD  F,  CHATTANUOGA 

* STARR,  HAROLD  JONES,  CHATTANOOGA 
STEELE,  MARK  ALAN,  CHATTANOOGA 

* STFM,  WM  ALLISON,  CHATTANOUGA 
STERNBERGH  JR,  w CHAS  A,  CHATTANOOGA 
STEWART,  CHAkLES  V,  DYERSBURG 
STICKLEY,  JOS  HAKOIN,  CHATTANOOGA 
STOHLER,  DENNIS  L,  CHATTANOUGA 
STONE,  HARRY  ALEREO,  CHATTANOOGA 
STONE,  LARRY  DUMAS,  CHATTANOOGA 

* STONEBURNER,  WESLEY  H,  CHATTANOOGA 
STRAIT,  TIMOTHY  A,  CHATTANOOGA 
STRICKLAND  JR,  JOHN  E,  CHATTANOUGA 
STRIKER,  wM  KENDALL,  CHATTANOOGA 
STROUD,  MARY  E THOMPSUN,  CHATTANUOGA 
STUBBLEFIELD,  STEVEN  B,  CHATTANUOGA 
SUGGS  III,  CHARLES  L,  CHATTANOOGA 
SUGGS  JR.  CHAS  L,  CHATTANOOGA 
SUSONG,  CHARLES  RUONEY,  HIXSON 
SWANN  JR,  NAT  H,  CH  A T T A N.OOG  A 
SWIFT,  CHAS  RAY,  CHATTANOOGA 
SZCZUKDWSKI,  MYRON  J,  CHATTANOOGA 
TANTIHACHA I , SITHIPOL,  DAYTON 
TASLIMI,  MARK,  CHATTANOOGA 

* TAYLOR  JR,  VISTON,  SOUTH  PITTSBURG 

* TAYLUK,  GLO  N,  CHATTANOOGA 

T A YLOR  , ROBT  CP.ESTON,  SIGNAL  MOUNTAIN 
TAYLOR,  THOMAS  EOWARD,  CHATTANOOGA 
TEJANI,  SUSHILA  N,  CHATTANOOGA 
TEMLOCK,  ARTHUR  A,  CHATTANOOGA 
TEMPLETON,  THOMAS  S,  CHATTANOOGA 
TEPLEY,  LYNN  B,  CHATTANOOGA 
TEPPER,  BERNARD,  CHATTANOOGA 
THOMAS,  ANITA  J,  CHATTANOOGA 
THOMAS,  STEVEN  MICHAEL,  CHATTANOOGA 
THOMPSON,  PAUL  C,  CHATTANOOGA 
THORNER,  OONALO  R,  CHATTANOOGA 
THOW,  GEORGE  BRUCE,  CHATTANOOGA 
TIN,  PE  THAN,  CHATTANOOGA 
TIONGSON,  RODRIGO  VERZOSA,  CHATTANOOGA 
TURNER,  OAVIO  HEKSCHEL,  CHATTANOUGA 
TURNER,  SHARE  1 NO  A B,  CHATTANOOGA 

* ULIN,  A STEVEN,  CHATTANOOGA 
ULIN,  OAVIO  M,  CHATTANOOGA 

* ULIN,  LOUIS,  CHATTANOOGA 
UTAOEJ,  BANCHOB,  CHATTANOOGA 

* VAN  OROER,  WM  EOGAR,  CHATTANOOGA 
VANCE,  MINNIE  RATLIFF,  CHATTANOOGA 
VANDERBILT,  DOUGLAS  L,  CHATTANOOGA 
VARNER,  JAMES  W,  CHATTANOOGA 
VECHINSKI,  THOMAS  0,  CHATTANOOGA 
VIETH,  ROGER  GORDON,  CHATTANOOGA 


VIVO,  JOSE  A,  CHATTANUUGA 

♦ VLASIS,  GUS  JUHN,  CHATTANOOGA 
VON  wERSSUWET  Z , A J,  CHATTANOOGA 

* WALTON,  HARRY  LEE,  LOOKOUT  MTN 

waters  jr,  Clyde  c,  Chattanooga 

WATLINGTON,  JOSEPH  T,  CHATTANOOGA 
WEATHERS  JR,  ww,  CHATTANOOGA 
WELDON,  THOMAS  OaRRFLL,  HIXSON 
WENG,  JEN-TSUH,  CHATTANOUGA 

* WESTERMEYER,  MAR  I UN  W,  LUMA  LINDA,  CA 
WHEELOCK,  ARGIL  JERRY,  CHATTANOOGA 

* WHITAKER  JR,  L SPIRES,  CHATTANOOGA 
WHITE,  J JOHNNY,  CHATTANUOGA 
WHITE,  JUOITH  L,  CHATTANOOGA 
WHITE,  PHIL  JOE,  CHATTANUOGA 
WHITE,  WILLIAM  OTIS,  CHATTANOOGA 
WHITELAW  JR,  ROBERT  S,  CHATTANOOGA 
WILLIAMS  III.  SAM  JONES.  CHATTANOOGA 
WILLIAMS,  RICHARD  BRUCE,  CHATTANOOGA 
WILLIAMS,  ROBERT  HENRY,  CHATTANOOGA 
WILLINGHAM  JR,  WINBORN  b,  CHATTANOOGA 
WOODS,  ESSIE  J,  CHATTANUUGA 

WRIGHT  JR,  KINSMAN  E,  CHATTANOOGA 
YATES,  CARL  0,  CHATTANOOGA 
YETTER,  CHRISTOPHER  R,  CHATTANOUGA 
YIUM,  JACKSON  JOE,  CHATTANOOGA 
YOOO , JULIAN  MACOW,  CHATTANOOGA 

* YOUNG,  GEO  G,  CHATTANOOGA 
YOUNG,  LAWRENCE  I,  CHATTANOOGA 

* YOUNG,  MARION  MARSHALL,  CHATTANOOGA 
YOUNGER  III,  ROBERT  E,  CHATTANOOGA 
ZUCKERMAN,  JUS  I,  CHATTANOOGA 

COCKE  COUNTY  MEDICAL  SOCIETY 

CONWAY,  THOMAS  W,  NEWPORT 
EASTRIOGE,  WESLEY  V,  NEWPORT 
GARBARINO  JR,  A J,  NEWPORT 
GRAY,  MCDONALD,  NEWPORT 
HOOO,  MICHAEL  T,  NEWPORT 
JOHNSON  II,  H KENNETH,  NEWPORT 
MCCONNELL,  OAVIO  H.  NEWPORT 
SHULTS,  GLEN  C,  NEWPORT 
VALENTINE  JR,  FREO  M,  NEWPORT 

COFFEE  COUNTY  MEDICAL  SOCIETY 

TULLAHOMA 
Y,  TULLAHOMA 
, TULLAHOMA 
TULLAHOMA 
TULLAHOMA 

MANCHESTER 
MANCHESTER 
TULLAHOMA 
TULLAHOMA 
TULLAHOMA 
TULLAHOMA 
HARRIS,  GEORGE  A,  MANCHESTER 
HARVEY,  CHAS  BEN,  TULLAHUMA 
KENNEOY,  JERRY  LEDFORD,  TULLAHOMA 
KIM,  HO  KYUN,  TULLAHOMA 

♦ KING,  JAMES  MANNING,  TULLAHOMA 
KRICK,  JOSEPH  G,  TULLAHOMA 
KRISHNA,  GULLA  BALA,  TULLAHOMA 
LINDSAY,  .JAMES,  TULLAHOMA 
LUVEJOY,  MORRIS,  TULLAHUMA 

♦ MARSH,  CHAS  WALLACE,  TULLAHOMA 
MILAM,  WILLIAM  M,  TULLAHOMA 
RAMPRASAD,  HITTUR  N,  TULLAHOMA 
RIOLEY,  ROBERT  WENDELL,  TULLAHOMA 
SANOERS  IY,  wILLIAH  J,  TULLAHOMA 
SETHI,  BRAHM  0,  MANCHESTER 
SETHI,  CHANDEK  M,  MANCHESTER 
SMUKLA,  SANDIP,  TULLAHOMA 
SNODOY , CLAUDE  COLLINS,  TULLAHOMA 
VALLEJO,  FRANCISCO  C,  TULLAHOMA 
VALLEJO,  LUZ  A,  TULLAHOMA 

WEBB,  CHAS  HARRY,  TULLAHOMA 
WOOOFIN  JR,  MUSE  CLARKE,  TULLAHOMA 
YANG,  HARRISON  Y,  MANCHESTER 
YOUNG,  COULTER  SMAPTT,  MANCHESTER 
YU,  JA  NAN,  MANCHESTER 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

ALEXANOER,  CLYDE  VINSON,  JACKSON 
ALLEN,  HAROLD  W,  JACKSON 
APPLETON  JR,  JAMES  ROY,  JACKSON 
ATKINS.  JERRY  FRANKLIN,  HUNTINGDON 

♦ BAKER,  LT  CL  JOHN  Q,  SCOTTSVILLE,  A Z 
BALLARD,  T KELLY,  JACKSON 
BALLARD,  THOS  K,  JACKSON 

BARHAM,  HARVEY  HAYWOOO,  BOLIVAR 
BARKER,  EOWARO  C,  TRENTON 
BARKER,  JAMES  HARRIS,  JACKSON 
BARNES  JR,  JAMES  WALTER,  JACKSON 
BARNETT  II,  HUGH  GLENN,  JACKSON 
BARNETT,  ROBT  J,  JACKSON 
BHAT,  NARAYANA  B,  HUNTINGDON 
BICKNELL,  SIDNEY  LANE,  JACKSON 
BISHOP,  JOHN  MYRON,  SOMERVILLE 
BONO  JR,  ELIAS  KING,  JACKSON 

♦ BOOTH,  JACK  H,  JACKSON 
BRATTON,  CHRIS  H,  LEXINGTON 
BRIDGES,  CLAUOE  S,  TRENTON 
BRUEGGEMAN,  MICHAEL,  JACKSON 
BURNETT,  WILLIAM  FRANKLIN,  JACKSON 
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BURRUS  JR.  Shan,  JACKSON 
CARRUTH,  CYNTHIA,  JACKSUN 
CARRUTH,  LARRY,  JACKSON 

* CHANDLFR,  JOHN  H,  JACKSON 

* CHAPMAN,  T C,  BROWNS  V I LLE 
CHARY,  KANOALA  RAM,  JACKSON 
CLARK,  CURTIS  B,  JACKSON 
COBB,  R MICHAtL,  JACKSON 
COUCH,  BILLY  LANIER,  HUHBOLUT 
COX,  CHAS  WM,  JACKSUN 

CRAIG  JR,  JAMES  THOMAS.  JACKSON 
CRAIG.  STERLING  RUFFIN,  JACKSON 
CRENSHAW,  JAMES  HARRIS,  HUMBOLOT 
CRENSHAW,  THOS  MALCOLM,  HUMBOLDT 
CROCKER,  EOWAKU  F,  JACKSON 

* CROOK,  WM  GRANT,  JACKSON 
CURLIN,  JOHN  PASCHAL,  JACKSON 
OAVIS,  MAXIE  LE  ROY,  JACKSON 

OE  SOUZA,  w M CFLESTINU,  RUTHERFORD 
DE-ING,  wUOD  M,  JACKSON 
DIFFEE,  JAMES,  JACKSON 
DINKINS,  RUTH  ELEANOR,  MEDINA 

* OOOSON  JR,  GEU  DAY,  JACKSON 
DUNNELL,  JAMES  HAROLD,  JACKSON 
DOUGLASS  JR,  ROY  A,  JACKSON 

* DOUGLASS,  JACK  F,  JACKSON 
OUWLING,  CLAREY  R,  BROWNSVILLE 
DRIVER,  CLARENCE,  JACKSON 
OUNAVANT,  ROrtT  WAYNF , BOLIVAR 
DUNNEBECKE,  ROBEkT  H,  JACKSON 
DUVAL  JR,  J hILLlAM,  JACKSON 

* EDWARDS,  EDwIn  WILTZ,  JACKSUN 
EDWARDS,  GEORGE  T,  JACKSON 

EDWARDS,  NICHOLAS  HENRY,  GRAND  JUNCTION 

* ELLIS,  JOHN  w,  TRENTON 
ELLIS,  THOMAS  w,  JACKSON 
EMERSON,  BLANCHE  S.  JACKSON 
EPPS,  JOHN  MICHAEL,  JACKSON 
ERB,  BLAIR  D,  JACKSON 
EVERETT,  JOHN  E,  JACKSON 
FANNING,  DAVID,  MEMPhlS 
FENLEY  JR,  JAMES  L,  JACKSON 

* FIELDS,  JAMES  0,  MILAN 
FOSTER,  CHAS  STEPHEN,  JACKSON 
FREDERICK,  PAUL  CLAYTON,  JACKSON 
FRIEDMAN,  FREO  M,  JACKSUN 
FROST,  CHAS  LESTER,  BOLIVAR 
GAREY,  DAVID  L,  JACKSON 
GARRARO  JR,  CLIFFORD  L,  JACKSON 
GRANT,  WILLIAM  M,  MCKENZIE 

* GRAVES.  OLIVER  HALTOM,  JACKSON 

* GRAY,  ALDEN  HAPRELSON,  KENTON 
GUYTON,  JOS  L,  JACKSON 

HALE,  BOBBY  UE E , BROWNSVILLE 

* HALL,  JAMES  WILSON,  TRENTON 
HALL,  ROBT  CRUMBIE,  JACKSON 
HAMMOND,  JERE  0,  JACKSON 
HAMMOND,  STEPHEN,  JACKSON 
HARLESS,  RENEE,  JACKSON 
HARMON,  HARVEY,  JACKSON 
HARRISON,  WALTON  w,  JACKSON 
HART Z HE  I M , PAUL  D,  SPRINGFIELD 
HAWKINS  JR,  RAYMOND,  SOMERVILLF 
HAZLEHURST  JR,  GEORGE  E,  JACKSUN 
HENDERSON,  REGGIE  A,  LEXINGTUN 
HERRON,  BRUCE  EMERSON,  JACKSON 
HERRON,  CHAS  8URKHEAU,  JACKSON 
HERTZ  JR,  CHARLES  S,  JACKSON 
HICKMAN,  CHAS  NORRIS,  TRENTON 

* HICKS,  ALVIN  THORNTON,  CAMDEN 
HIGGS,  BOBBY  CLARK,  JACKSON 
HILL,  ROBT  S,  JACKSON 
HOLANCIN,  JOHN  R,  MCKENZIE 

* HOLMES,  CHESTER  L,  ELLISON  BAY,  Wl 

* HOLMES,  JA"ES  THOBUPN,  MCKENZ IF 
HOMRA,  RONALD,  JACKSON 
HONEYCUTT,  DANIEL  LEE,  JACKSUN 
HORNSBY,  JERRY,  JACKSON 
HORTON,  RUBT  LESLIE,  CAMDEN 
HOUSE,  BEN  FREO.  JACKSON 

* HUBBARD.  GEO  BAKER,  JACKSON 

* HUMPHREY,  TUM  NEAL,  SELMER 
HUMPHREYS,  T JAMES,  JACKSON 
JENKINS,  JOHN  m,  JACKSON 

* JOHNSTON,  LELANO  MANN,  JACKSON 
JUNES  JR,  WESLEY  F,  LEXINGTON 
JONES,  KENT  L,  JACKSUN 

* JONES,  PAUL  DAVID,  MILAN 
KEE,  JIMMY  W,  JACKSUN 
KENDALL,  JOHN  ALLEN,  JACKSON 
KING,  DARREL  CHAMBERS,  HENDERSON 
KING,  JAMES  D,  SELMER 
KIRKLAND,  RONALD  H,  JACKSON 

* KOONCE,  DUVAL  HOLT  ZCL  AW,  JACKSON 
KOONCE,  EDWARD  0,  JACKSON 

LA  FONT,  DONALD  SHARP,  JACKSON 
LANE,  JAMES  DAVIDSON,  JACKSON 
LANGDUN  JR,  JAMES  A,  JACKSON 
LARSEN,  DAVID  MALCOLM,  JACKSON 
LENTS,  RUSSELL  S,  JACKSON 
LEVERNIER,  JAMES  E,  JACKSON 
LEWIS,  DONALD  RAY,  JACKSON 
LINDER,  TIM,  LEXINGTON 
LIVERMON  JR,  JEFFERSON  F,  JACKSUN 

* LOWRY,  MAURICE  N,  LEXINGTON 
MALEY,  BRUCE  B,  JACKSON 
MANDLE,  ROBT  BENNIE,  JACKSON 
MATTHEWS,  JOHN  T,  JACKSON 


MAYFIELD,  RUSSELL  w,  BELLS 
MCADOO,  MICHAEL  A,  MILAN 
MCAFEE,  WILLIAM  CLEVELAND,  JACKSON 
MCCALL,  CHARLES,  JACKSON 
MCCALLUM,  OSCAR  M,  HENDERSON 
MCCRUODEN,  BRIAN  F,  JACKSON 
MCIVER,  HAROLD  THOMAS,  JACKSON 
MCKNIGHT,  FRANK  S,  SOMERVILLE 
MIDDLETON,  AUGUSTUS  L,  JACKSON 
MILLER  JR,  JESSE  A,  JACKSON 

* MORRIS,  ROBERT  H,  MEDINA 
MUELLER,  ALFRED  J,  JACKSON 

* MYHR , LAWH  BULTON,  JACKSUN 
NOLLNER,  ROBERT  MICHAEL,  BOLIVAR 
OBERG,  RICHARD  A,  JACKSON 
PARIS  JR,  GEUKGE,  JACKSON 
PALMER  JR,  EDMUND  T , JACKSON 
PATFL,  HASMUKH  DAHYABHAI,  TRENTUN 
PEELER.  HARRY  LEE,  SELMER 
PENNINGTON,  FRANK  R,  JACKSON 
PETERS,  JERRY  D,  JACKSON 
PHILLIPS,  TONY  N,  JACKSON 
PORTIS,  BILL  SCOTT,  HUNTINGDON 
PRICE  JR.  JAMES  ALFRED,  JACKSON 
RAMFR  JR,  wAkREN  CARLTON,  LEXINGTON 

* RAMEK  SR,  wAKREN  C,  LEXINGTON 
REESE,  EUGENE  P,  JACKSON 

RHEA,  KAkL  BY1NGTUN,  SOMERVILLE 
RHEAR,  R WAYNE,  ALAMO 

* RICHARDS,  AUBREY,  WHITEVILLE 

* RIDOLER,  JOHN  GARTH,  JACKSON 
ROBBINS,  RUSSELL  HUGH,  JACKSON 
ROBERTS,  wM  m,  JACKSON 

ROUTON,  wILLIA"  KUBEKT,  HUMBOLDT 
RUwLANO.  JOS  PERRY,  JACKSON 
SCHLAMP,  ALLEN  LEE,  JACKSON 
SCHWARTZ,  PAUL  E,  JACKSON 
SCOTT,  AUGUSTUS  BARNETT,  JACKSON 
SHARPE  JR,  BE  N J WEEKS,  JACKSON 
SHAW  JR,  JUHN  L,  JACKSON 
SHEPPARD  JR,  LEE  C,  JACKSON 
SMELSER,  MICHAEL  HARDING,  AOAMSVILLE 
SMITH  JR,  MONTIE  E,  SELMER 
SMITH,  CLYDE  E.  JACKSON 
SMITH,  HARRIS  L,  JACKSON 
SMITH,  JAMES  HAGY,  SELMER 
SMITH,  RICKY  ALLEN,  JACKSON 
SMITH,  ROBT  JUS,  JACKSUN 
SOUDER,  BOB  TYLER,  JACKSON 
SPALDING,  ALANSON  R,  JACKSON 
SPENCER,  DONALD  R,  BROWNSVILLE 
SPRUILL  JR,  JAMES  HENRY,  JACKSON 

* STAUFFER.  CHAS  C,  JACKSUN 
STEPP  JR,  WILLIAM  P,  JACKSON 

* STEWART,  DAVID  EARL,  BROWNSVILLE 
STONECIPHER,  LOwELL  F,  JACKSON 
STORY,  WILLIAM  CHARLES,  JACKSON 
STRIPLING,  JACK  CLEMENTS,  LEXINGTON 
SUMMAK,  ALVIN  JONAH,  TRENTON 

Swindle,  james  tyler,  jackson 

* TATE,  J KNOX,  BULIVAK 
TAYLOR,  RONALD  F,  JACKSON 
TEAL,  LINDA  N,  HUMBOLOT 
THOMAS,  GEU  EMANUEL.  JACKSON 
THOMAS,  JA"ES  LOUIS,  JACKSON 

* THOMPSON  JR,  JOHN  ROBT,  JACKSON 

» THORNTON  JR,  JOHN  C,  BROwNSVlLLE 
TILLMAN,  RONALO  C,  JACKSON 
TORSTRICK,  ROBERT  F,  JACKSON 
TOZER,  KENNETH,  MILAN 
TROXELL,  MARCUS,  JACKSON 

* TRUEX,  S ALLEN,  JACKSON 
TUCKER  JR,  RUBT  TAYLOR,  JACKSON 
TWILLA,  PUNALO  G,  MILAN 
VEGORS,  ROBEkT  A,  JACKSON 
VERHEECK,  KENNETH,  JACKSON 
VINSON,  HAROLD  WALLACE,  SELMER 
WAINSCOTT,  WM  KEITH,  JACKSON 
WARMBROD  JR,  JAMES  G,  JACKSON 
WEBB,  JIMMY  FRANKLIN,  JACKSON 
WEBB,  RODERICK  C,  HUMBOLOT 
WELLES  III,  EDWARD  HUNTER,  JACKSON 
WHEATLEY  JR,  KENNETH,  JACKSON 
WHITE,  CHARLES  WESLEY,  LEXINGTON 
WHITE,  JERALD  WAYNE,  BROWNSVILLE 
WHITE,  LAMAR  ARTHUR,  FRIENDSHIP 

* WILLIAMS  JR,  ALLEN  N,  JACKSUN 

* WILLIAMS,  JAMES  HENRY,  MILAN 
WILLIAMS,  JAMES  LARRY,  TRENTON 
WILLIAMS,  PHILIP  GRAY,  MILAN 
WILLIAMS,  RICHARO  LARRY,  JACKSON 
WILLIAMS,  WILLIAM  KEITH,  JACKSON 
WILLIAMSON  III,  F FARL.  JACKSON 

* WILLIAMSON  JR,  FELIX  E,  JACKSON 
WILLIAMSON,  JAMES  STEPHEN,  HUNTINGDON 
WILSON,  R L,  HENDERSON 

* WILSON,  ROBT  BURTUN,  HUNTINGDON 
WINKLER,  VOLKER  GERT,  MCKENZIE 
WOLFE,  WAYNE  HARVEY,  JACKSON 
WOODS  JR.  WILLIAM  H,  JACKSON 
WOOOS,  ARTHUR  M,  JACKSON 
WRIGHT  III,  LUCIUS  F,  JACKSON 

* WYATT,  GEO  BRECKENRIDGE,  JACKSON 

* WYLIE,  PAUL  EVE,  JACKSON 
YARBRO,  GEORGE,  JACKSON 
YARBRO,  HAROLD  R,  JACKSON 


CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

BARNAWELL,  JAMES  ROSS,  CROSSVILLE 
BAYLUSIS,  ROBERTU  B,  CROSSVILLE 
BELL,  CHRISTOPHER  M,  CROSSVILLE 
BILBREY,  RICHARD  LEE,  CROSSVILLE 
BISE,  STANLEY  L,  CRUSSVILLE 
BRAUN,  RICHAkD  C,  CROSSVILLE 
C ALL  I S , JAMFS  TAYLOR,  CRUSSVILLE 
CAMPBELL  JR,  JA«ES  T,  CROSSVILLE 
CAMPBELL,  DAVID  EOWARO,  CROSSVILLE 
CLARK,  JACK  CROWLEY,  CROSSVILLE 
CLAYTUN,  THOMAS  EDWARD,  CROSSVILLE 
CRAVENS,  R GENE,  CROSSVILLE 
CRICK,  JAMES  M,  CROSSVILLE 
DEATHERAGE,  PHILIP  M,  CROSSVILLE 

* DUUGHER T Y,  JOHN  H,  FAIRFIELD  GLAOE 
DUER,  CARL  THUS,  CROSSVILLE 
DURHAM,  BEATRICE  L,  CROSSVILLE 

* ERVIN  JR,  PAUL  A,  CROSSVILLE 

* EVANS,  WM  ELKINTON,  CROSSVILLE 
GRUMMON,  ROBERT  A,  CROSSVILLE 
GUTHERIE,  FRED  A,  CRUSSVILLE 
HALL,  OANNY,  CRUSSVILLE 

IVEY,  DUNATHAN  MILES,  CRUSSVILLE 
IVEY,  R DONAT  HAN , CROSSVILLE 
LINDSAY,  JACK  WASSON,  ROCKwOOD 
LITCHFORD,  DAVID  WILLIAMS,  CROSSVILLE 
MAYFIELD,  ROBERT  D,  CROSSVILLE 

* MUNSON,  FREDERICK  WM,  CROSSVILLE 
NICHOLS,  ROBERT,  CROSSVILLE 
OLAECHEA,  REINALOU  A,  CROSSVILLE 
PERRIGAN,  DALE,  CROSSVILLE 
REED,  LARKY  DEWAYNE,  CROSSVILLE 
ROBERTSON,  JUS  0,  CROSSVILLE 

* SEATON,  STUART  P,  JOHNSON  CITY 
SENTEF  JR,  JUSEPH,  CROSSVILLE 
SENTEF,  MARY  BEAN,  CROSSVILLE 
SIMMONS,  JAMES  HAROLD,  CROSSVILLE 
WALLACE,  JOE  KENNETH,  CROSSVILLE 
WOOD  JR,  ROBT  HANCOCK,  CROSSVILLE 

DeKALB  COUNTY  MEDICAL  SOCIETY 

ABBOTT  II,  KENNETH  H,  SMITHVILLE 
BLEVINS,  MELVIN  LEE,  SMITHVILLE 
CRIPPS,  HUGH  DON,  SMITHVILLE 
DARRAH,  DAVID  FOwARO,  ALEXANDRIA 
HOOPER,  DOUG  G,  SMITHVILLE 
OURS,  DAVID  E,  SMITHVILLE 
PUCKETT,  JERRY  E,  SMITHVILLE 
TRUOEL , JULES  A,  CANADA 

DICKSON  COUNTY  MEDICAL  SOCIETY 

ANDERSON,  STANLEY  MARTIN,  DICKSUN 
BEAVER,  B DANIEL,  OICKSON 
BELL  III,  WALTER  A,  DICKSON 
BELL  JR,  WALTER  A,  DICKSON 
BLEVINS,  JERkY  C,  OICKSON 
BRANTLY,  EDMUND  BROOK,  DICKSON 
COLLINS,  CLYDE  E,  DICKSON 

* COOK,  MARY  BAXTER,  NASHVILLE 
DRINNEN,  OANL  BROUKS,  DICKSON 

* ELLIOTT  JR,  JAMES  C,  CHARLOTTE 
GORDON,  JEFFREY,  OICKSON 
GORZNY,  JAN  M,  DICKSUN 
HAYES,  PHILLIP  WALTON,  DICKSON 
JACKSON,  JAMES  T,  DICKSUN 
JACKSON,  JAMES  W,  DICKSON 
LUPLOW,  ROLLAND,  DICKSON 
MAHAN,  MARCELLE,  DICKSON 
MANI,  VENK,  OICKSON 

ORGAIN,  ROBERT  W,  DICKSUN 
PHAM  NGUC  THUAN,  ROBERT,  OICKSON 
SALYER,  JOHN  R,  DICKSON 
SMITH,  BOBBY  JOEL,  DICKSON 
WISER.  ELOREO  HOUCK,  DICKSON 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

ALLREO,  BALEY  FREO,  JAMESTOWN 
CLARK,  RICHARD  G,  JAMESTOWN 
JOSHI,  DILIP  N,  JAMESTOWN 
SMITH,  JACK  CALVIN,  JAMESTOWN 
TURNER,  SHELBY  OSCAR,  CLARKRANGE 


FRANKLIN  COUNTY  MEDICAL  SOCIETY 

BAGBY  JR,  RICHARD  A,  WINCHESTER 
BOYANTON,  L I A CECILIA,  COWAN 
BOYANTON,  WALTER  J,  COWAN 

* FITF,  ARTHUR  R,  WINCHESTER 

FORT  JR,  DUOLEY  CLARK,  ST  ANDREWS 
GREER,  PATRICK  RUDDY,  WINCHESTER 
HOLLIMAN,  JAMES  D,  WINCHESTER 
HOOD.  DEWEY  wOOOROW,  OECHERD 
HUBBARD,  REX,  WINCHESTER 
JOHNSON,  GERALD  EUGENE,  WINCHESTER 
KENNEDY,  ELAINE,  WINCHESTER 

* KEPPLER,  CHAS  B,  SEwANEE 
PETRILLA,  DIANE  L,  SEWANEE 
PETROCHKO,  NICHOLAS,  WINCHESTER 
SCARBOROUGH,  LARRY  KEITH,  MONTEAGLE 
SMITH,  THOMAS  ANDERSON,  WINCHESTER 
STENSBY,  JAMES  G,  WINCHESTER 
STOCKTON,  DAVID  L,  WINCHESTER 
TEMPLETON,  JOHN  WAGGONER,  WINCHESTER 

* VAN  BLARICUM,  JAMES,  WINCHESTER 
VILLAR,  RODOLFO,  WINCHESTER 
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* WAY,  ROGER  ATKINSON,  SEwANEE 
ZIMMERMAN,  THUMAS  F,  WINCHESTER 

GILES  COUNTY  MEDICAL  SOCIETY 

AGEE,  ROUT  8,  PULASKI 
BURGER,  CHARLES  W,  PULASKI 
COOPER,  EARNEST  H,  PULASKI 
OAVIS  JR,  BUEORO  PRESTON,  PULASKI 
FENTRESS,  J VANCE,  PULASKI 
FORONOA,  ARMANOO  CARUT,  PULASKI 
HANEY,  CHARLES  D,  PULASKI 
MURREY,  wn  HARWELL,  PULASKI 

* OWEN,  WM  KENDRICK,  PULASKI 
RASCHE,  ANNE  M,  PULASKI 
RASCHE,  RICHARD  ALBERT,  PULASKI 

GREENE  COUNTY  MEDICAL  SOCIETY 

AASHEIM,  RICHARD  J,  GPEENEVILLE 
AUSTIN  JR,.  JOSEPH  w,  GREENEVILLE 
AUSTIN,  MAYNARD  wADE.  GREENEVILLE 
BARNES,  LLOYD  ROGERS,  GREENEVILLE 
BEAN,  MICHAEL  WM,  GREENEVILLE 
BECKNER  III,  THUS  FOLSOM,  GREENEVILLE 

♦ BROWN,  ISAAC  0,  MOSHEIM 

CHAPMAN  JR,  WALTER  CLAY,  GREENEVILLE 
COBBLE,  UUUGLAS  CATRON,  GREENEVILLE 
COLE,  RONALD  ARTHUR,  GREENEVILLE 
DIEZ  D'AUX,  ROBERT  C,  GREENEVILLE 
EASTERLY  JR,  JAMES  F,  GREENEVILLE 
ELLFNBURG  JR,  LUKE  LAMAR,  GREENEVILLE 

♦ ELLENBURG,  LUKE  L,  GREENEVILLE 
FLOHR,  ROBERT  STEPHEN,  GREENEVILLE 

* GIBSON,  RAE  B,  GREENEVILLE 
GILFS,  STANLEY  A,  GREENEVILLE 
HARTSELL,  MICHAEL  H,  GREENEVILLE 
HOLT,  REVLEY  0,  GREENEVILLE 
HOPPE,  GORDON  PAUL,  GREENEVILLE 

* HORNER,  NATHAN  P,  GREENEVILLE 
KEEBLER,  BEN  JENNINGS,  GREENEVILLE 
MARSA,  GORDON  L,  GREENEVILLE 
MASON,  WALTER  LAWRENCE,  GREENEVILLE 
MATHEWS  JR,  KENNETH  M,  GREENEVILLE 
MATHIESEN  JR,  K MARLIN,  GREENEVILLE 
MCGAW , CHARLES  S,  GREENEVILLE 
MCKINNEY,  JAMES  RAY,  GREENEVILLE 
MCNIEL,  FRANK  H,  MOSHEIM 

MCNIEL,  JANET,  MUSHEIM 
METCALF  III,  UEE  LAMAR,  GREENEVILLE 
MONTGOMERY,  CHAS  ALEXANDER,  GREENEVILLE 
MYERS,  FREDERICK  J,  GREENEVILLE 
ODELL,  MICHAEL  J,  GREENEVILLE 
OOEN,  GEO  WFSLFY,  GREENEVILLE 
PATTERSON,  DAVID  USCAR,  GREENEVILLE 
REARDON,  PETER,  GREENEVILLE 

* RE  V I ERE , CALVIN  BARTON,  GREENEVILLE 
RODGERS,  JAMES  STEVEN,  GREENEVILLE 
RODGERS,  LARRY,  GREENEVILLE 
SCOTT,  WILLIAM  JOSEPH,  GREENEVILLE 
SHAW,  JOHN  LOUIS,  GREENEVILLE 
SMEAD,  WILLIAM  J,  GREENEVILLE 
SMITH,  ELLIOTT  B,  GREENEVILLE 
STANLEY  III,  RICHARD  E,  GREENEVILLE 
STRANGE,  E BRAD,  GREENEVILLE 
STRIMER,  ROBERT  M,  GREENEVILLE 
SUSONG,  KENNETH  CLARK,  GREENEVILLE 
TURK,  RONALD  E,  GREENEVILLE 
VILLENEUVE,  VICTOR,  GREENEVILLE 
WEBSTER,  THOS  MOURE,  GREENEVILLE 

HARDIN  COUNTY  MEDICAL  SOCIETY 

BLANKENSHIP  JR,  H,  SAVANNAH 
BROWN  II,  JOE  LAWRENCE,  JACKSON 
BROWN,  JANE  WARNE,  JACKSON 
CHURCHWELL,  A GRIGG,  SAVANNAH 
COX,  MALCOLM  A,  SAVANNAH 
FREFMAN,  JOHN  L,  SAVANNAH 
GREENE,  RICHARO  S,  SAVANNAH 
LAY,  JOHN  DANL , SAVANNAH 
PETERS,  JOSEPH  A,  SAVANNAH 
RAO,  GADE,  SAVANNAH 
ROE,  THOS  VANCE,  SAVANNAH 
SMITH,  MICHAEL  L,  SAVANNAH 
THOMAS,  HOWARD  W,  SAVANNAH 
THOMAS,  JAMES  HOWARD,  SAVANNAH 
THOMAS,  JOSEPH  S,  SAVANNAH 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

ALOFR  JR,  JOSEPH  C,  ROGERSVILLE 
BAIRD  JR,  RENFRO  B,  ROGERSVILLE 
ELKINS,  LARRY  H,  ROGERSVILLE 

♦ GAMBREL,  RALPH,  ROGERSVILLE 
GIBBONS,  WILLIAM  E,  ROGERSVILLE 
GOYEAU,  FRANCIS,  ROGERSVILLE 

f JOHNSON,  C C,  ROGERSVILLE 

HENRY  COUNTY  MEDICAL  SOCIETY 

ADAMS,  ROBT  D,  PARIS 
CAMPBELL,  WM  RUSSELL,  PARIS 
GARRETT,  GLENN  SANDERS,  PARIS 
GRIFFEY  JR,  WALTER  P,  PARIS 

♦ GRIFFEY,  WALTER  PLUMMER,  BUCHANAN 
HARRISON,  TERRY  0,  PARIS 

♦ HOWELL  SR,  IRVIN  W,  PARIS 
LEE,  SEUNG  H,  PARIS 
MCINTOSH,  BARRY  PARK,  PARIS 


MOBLEY  JR,  EMMETT  P,  PARIS 
MOBLEY  JR,  JOE  DICK,  PARIS 
MOBLEY,  JOE  D,  PARIS 
MUORE,  JAMES  D,  PARIS 
NEUMANN  SR,  JOHN  E,  PARIS 
NORMAN,  DWIGHT  MICHAEL,  PARIS 

* RHEA  SR,  WM  GARDNER,  PARIS 
ROBERTSON,  JAMES  BUFORD,  PARIS 

* ROSS,  KENNETH  GUYSTEAU,  PARIS 
SENTFR  JR,  JOHN  MAXWELL,  PARIS 
SLEADD,  FRANK  BLAND,  PARIS 
SWANSON,  ROGER  THOMAS,  PARIS 
TUSA,  VINCE  CHAS,  PARIS 

WUOO,  THOS  CHAS,  PARIS 

JACKSON  COUNTY  MEDICAL  SOCIETY 

OUDNEY , ELIJAH  MORGAN,  GAINESBORU 

KNOXVILLE  ACADEMY  OF  MEDICINE 

AABY,  GENE  VICTOR,  KNOXVILLE 

* ABSHER,  LEE  A,  KNOXVILLE 

* ACKER  JR,  JOS  E,  KNOXVILLE 
ACKER,  JAMES  JOS,  KNOXVILLE 
ACKER,  JOHN  H,  KNOXVILLE 
ACUFF,  WM  JDS,  KNOXVILLE 
ADAMS,  TERRY  LEE,  KNOXVILLE 
AKIN,  HOBART  E,  KNOXVILLE 

* AKIN,  ROBT  LOUIS,  KNOXVILLE 
ALEXANDER,  J SIDNEY,  KNUXVILLE 
AMBROSE,  PAUL  SFABROOK,  KNOXVILLE 
AMBRUSIA,  JOHN  M,  KNOXVILLE 
ANDERSON,  THUMAS  I,  KNUXVILLE 
ANOREwS,  EDMUND  B,  KNUXVILLE 
ANGF,  CHAS  GILMER,  KNOXVILLE 
ANGE,  OAVID  wESTLEY,  KNOXVILLE 
ANTONUCCI,  RICHARO  A,  KNUXVILLE 
ARNOLO  JR,  HENRY  GRAOY,  KNOXVILLE 
AVERA,  JOHN  w,  OAK  RIDGE 

AVERY,  BE  B F ANNE  BASS,  KNOXVILLE 
AVERY,  ROBERT  BRUCF,  KNUXVILLE 
AVERY,  SHIRLEY  BANNISTER,  KNOXVILLE 
BA  I)  00  UR  JR,  GEORGE  R,  KNOXVILLE 
BAILEY  JR,  WM  ROSS,  KNOXVILLE 
8AKFR  JR,  MARTIN  ROSS,  KNOXVILLE 
BAKER  JR,  PAUL  0,  KNUXVILLE 

* BALLOU,  GURDUN  STLELY,  KNOXVILLE 
BANKSTON,  FLOYO  N,  KNOXVILLE 
BARNES  III,  ROBERT  L,  KNOXVILLE 
BARNETT,  CHARLES  F,  KNOXVILLE 
BARRUN,  EREUUIE  T,  KNOXVILLE 
BEAHM,  WALTFR  CLARENCE,  KNOXVILLE 
BEALS,  DANL  FRANKLIN,  KNUXVILLE 
BEALS,  JUE  DUNCAN,  KNOXVILLE 
REAMER,  WILSON  C,  KNOXVILLE 
BEASLEY,  ALFRED  DURANT,  KNOXVILLE 
BEDWELL,  WILLIAM  HOwARO,  KNOXVILLE 
BEOWINEK,  JOHN  M,  KNUXVILLE 
BEFLER,  T CRAIG,  KNOXVILLE 

BELL  III,  w KEIO,  KNOXVILLE 
RELL,  JAMES  BOWERS,  SEYMOUR 
BELL,  JOHN  HENRY,  KNUXVILLE 

* BELL,  SPENCER  Y,  KNUXVILLE 
BELLOMY,  BRUCE  B,  KNOXVILLE 
BENEOICT , WALIER  HANFORD,  KNUXVILLE 
BENHAYON,  JACK,  KNOXVILLE 

BENTON,  JAMES  CARL,  KNOXVILLE 
HE  VELH I MER , ANN  S,  KNOXVILLE 
BIGGS,  ALBERT  W,  KNUXVILLE 
BIGGS,  ‘•ONTE  BRUCE,  KNOXVILLE 
B I ROWELL , OAVID  ALLEN,  KNOXVILLE 
BISHOP  JR,  ARCHER  W,  KNOXVILLE 
BISHOP,  HARRY  LUUIS,  KNUXVILLE 
BLACK  JR,  JOE  WM,  KNOXVILLE 

* BLACK,  CHAS  w,  KNOXVILLE 
BLACK,  WILLIAM  0,  KNOXVILLE 

* BLAIR,  CORRIE,  LOUOON 
BLAKE  JR,  JOHN  R,  KNUXVILLE 
BLAKE,  LYNN  FRENCH,  KNOXVILLE 
BLOSSOM,  GERALD  LEE,  KNUXVILLE 
BOGARTZ,  LEON  JACOB,  KNOXVILLE 
BOOHEK,  ROBERT  W,  MARYVILLE 
BUST,  WM  EUGENE,  KNOXVILLE 
BOSWELL,  WADE  H,  KNOXVILLE 
BRABSON,  LEONARD  ALLISON,  KNUXVILLE 
BRAOSHER  JR,  JACOB  T,  KNOXVILLE 
BRAKEBILL,  LARRY  C,  KNOXVILLE 
BRANSON,  AUBRA  OAVID,  KNUXVILLE 

* BRASHEAP,  ROBT  G,  KNOXVILLE 

* 8RIMI,  ROBT  JOHN,  KNOXVILLE 
BRINNER,  RICHARO  A,  KNOXVILLE 
BRITT,  JAMES  CLYDE,  KNOXVILLE 
BROAOY,  JOS  LEROY,  KNOXVILLE 
8R0TT , WALTER  H,  KNOXVILLE 
BROWN  IV,  LYTLE,  KNOXVILLE 
BROWN  JR,  FREOERICK  F,  KNOXVILLE 
BROWN,  SAMUEL  I,  KNOXVILLE 
BRYAN,  RONALD  WM,  KNUXVILLE 
BRYSUN,  ANDREW  LAIRO,  KNOXVILLE 
BUNN,  RAYMOND  CLYDE,  KNOXVILLE 
8UNTAIN,  wILLIAM  L,  KNOXVILLE 
BUONOCORE,  EDWARD,  KNOXVILLE 
BUROETTE,  JAMES  A,  LENOIR  CITY 
BURKHART,  JAMES  M,  KNOXVILLE 
BURKHART,  JOHN  H,  KNOXVILLE 
BURKHART,  JOHN  MCLAIN,  KNOXVILLE 
BURKHART,  WILLIAM  L,  KNOXVILLE 
BURNS  JR,  JAMES  L,  KNOXVILLE 


BUSHKELL,  LAWRENCE  L,  KNOXVILLE 

8USH0RE , JOHN  THOS,  KNOXVILLE 

8USH0KF.  MARTHA  J SMITH,  PALM  BEACH  CARD, 

BYRD,  WM  CEO,  KNUXVILLE 

CAMPBELL  JR,  JUHN  E,  KNUXVILLE 

CAMPBELL,  JOHN  WILSON,  KNOXVILLE 

CAMPBELL,  MORRIS  OEAN,  KNOXVILLE 

CAMPBELL,  PHILIP  0,  KNOXVILLE 

CAPPS,  ROBERT  J,  KNOXVILLE 

CARLOMAGNU,  OSCAR  MARIO,  KNOXVILLE 

CARLSON  JR,  C SANFORD.  KNOXVILLE 

* CARLSON,  C SANFORO,  KNOXVILLE 
CARPENTER,  KENNETH  B,  KNOXVILLE 

* CARR,  FREDERICK  w,  KNOXVILLE 
CATRON,  OONAlI)  GIBSON,  KNOXVILLE 

* CAYLOR,  LLOYO  G,  KNUXVILLE 
CHERRY,  RONALO  R,  KNOXVILLE 
CHESNEY,  JOHN  TUCKER,  KNUXVILLE 

* CHESNEY,  LUTHER  w,  KNOXVILLE 
CHIRONNA,  ROBERT  L,  KNOXVILLE 
CHOBANIAN,  SARKIS  J,  KNOXVILLE 

* CHR ISTENBERRY  JR,  HENRY  E,  KNOXVILLE 
CHR I STFNBEKR Y JR,  K w,  KNOXVILLE 

* CHRISTENBERRY,  KENNETH  W,  KNOXVILLE 

* CHRISTIAN,  HENRY  S,  KNOXVILLE 
CHRISTIANSEN,  DEBORAH  J,  KNOXVILLE 
CL  QUO , WM  WILEY,  KNOXVILLE 

COHN,  RICHARD  A,  KNOXVILLE 
COLE,  ROBT  RELAND,  KNOXVILLE 
COLLIER  JR,  ROBT  HOYAL,  KNOXVILLE 
COLLMANN,  IRVING  REID,  KNOXVILLE 
COMAS,  FRANK  VILANOVA,  KNOXVILLE 

* CONGDON,  CHAS  C,  OAK  RIDGE 
CONLEY,  DEAN  RAYMOND,  KNOXVILLE 

* CONNER,  EDWARD  0,  KNUXVILLE 
COOLEY,  CAROLINE  E.  KNOXVILLE 
COOPER  JR,  JUHN  HARRISON,  KNOXVILLE 
COPAS,  PLEAS  R,  KNOXVILLE 

COREY,  DAVID  ANTHONY,  KNOXVILLE 
COUGHLIN  JR,  DENNIS,  KNOXVILLE 
CRAWLEY,  ROBERT  A,  KNOXVILLE 
CREUTZINGER,  DAVIO  J,  KNOXVILLE 
CRUMLEY,  JOE  C,  KNOXVILLE 
CURFMAN.  w CURBET,  KNOXVILLE 
DABBS,  RANDAL  L,  KNOXVILLE 
DALTON,  MORRIS  NORTON,  KNOXVILLE 

* DAVIS,  LLOYD  CLEVELAND,  KNOXVILLE 
OE  FIORE  JR,  JOS  CHAS,  KNOXVILLE 
DE  LEESE,  JOSEPH  S,  KNOXVILLE 

OE  PERSIO,  RICHARD  J,  KNOXVILLE 
DEMERS,  ROBERT  G,  KNOXVILLE 
DENNENY  III,  JAMES  C,  KNOXVILLE 
DEPERSIO,  JOHN  E,  KNUXVILLE 

* 0 1 DOLE , ALBERT  W,  KNOXVILLE 
OILL,  STEPHEN  H,  KNOXVILLE 
DILWORTH,  LEE  L,  KNOXVILLE 
DO  IRON,  CLINT  T,  KNOXVILLE 

* OOMM,  SHELDON  E 0 WAR  0 , KNOXVILLE 
DORSEY,  LARRY,  KNOXVILLE 
DOUGHERTY  JR,  JOHN  H,  KNOXVILLE 
DOUGHERTY,  ROBT  EDWARD,  KNOXVILLE 
DOUGLASS,  THUMAS  G,  KNOXVILLE 
DOWNS,  JAMES  E,  KNOXVILLE 

* DRESNER,  EVELYN  EDITH,  KNOXVILLE 
DUFFY  I’ll,  RICHARD  N,  MARYVILLE 
DUFFY,  MARY  BROCK,  KNOXVILLE 
DUKES,  JAMES  B,  KNOXVILLE 
DUNCAN  JR,  RAPHAEL  H,  KNOXVILLE 

* DUNCAN,  OkVILLE  JACK,  KNOXVILLE 
EARNEST  JR,  CHAS  R,  KNOXVILLE 
EARNHARDT,  J WILLIAM,  KNOXVILLE 
EASTHAM,  JEROME  F,  KNOXVILLE 
EBENEZER,  C S ALBERT,  KNOXVILLE 
EBERLE,  ANDREA  J,  KNOXVILLE 
EISELE,  SANORA  A,  KNOXVILLE 
EISENSTADT,  MICHAEL  L,  KNOXVILLE 
ELLENBURG,  DONALD  T,  KNOXVILLE 
ELLIOTT,  MICHAEL  B,  KNOXVILLE 
ELLIS,  ROY  C,  HARROGATE 

* ELY,  JAMES  B,  KNOXVILLE 
EMBRY,  JERRY  J,  KNOXVILLE 
ENOERSON,  BLAINE  L,  KNOXVILLE 
ENGLANO,  W DAVID,  KNOXVILLE 
ERICKSON,  RICHARD  JAMES,  KNOXVILLE 
ETEZADI— AMOLI , SAEEO,  KNOXVILLE 
EVANS,  JOHN  HAROLD,  KNOXVILLE 
PARDON,  DAVIO  FAVREAU,  KNOXVILLE 
FARRIS,  RICHARD  KENT,  KNOXVILLE 
FECHER,  MARK  P,  KNOXVILLE 

FELD,  NEIL,  KNOXVILLE 

FERGUSON,  JAMES  V,  KNOXVILLE 

FETZER  JR,  JOHN  wOODRUW,  JEFFERSON  CITY 

FILCHOCK,  JOANNE,  KNOXVILLE 

FILLMORE,  GEO  EDwARO,  KNOXVILLE 

FINELLI,  ROBERT  EDWARD,  KNOXVILLE 

* FINER,  GEO  HARVEY,  SARASOTA,  FL 
FOGLE,  RICHARO  ALLEN,  KNOXVILLE 
FORSTER,  WILLIAM  EOWIN,  KNOXVILLE 
FOSTER,  JERRY  M,  KNOXVILLE 
FRAME,  BARRY  0,  KNOXVILLE 
FRANKLIN,  STEPHEN  R,  KNOXVILLE 

* FREEDMAN,  HAROLD  0,  LENOIR  CITY 
FREEMAN,  COY,  KNOXVILLE 

FRERE  JR,  JOHN  M,  KNOXVILLE 
FRY  JR,  MELLON  ALMA,  KNOXVILLE 
FURR,  FRED  M,  KNOXVILLE 
GALIARDI,  MARTY  P,  KNOXVILLE 
GALVON  JR,  FRANK  B,  KNOXVILLE 
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Garcia  jr,  jos  Isabel,  knoxville 

GARDNER.  WM  HENRY . KNOXVILLE 
GARRETT  JR,  ALBERT  S,  OAK  RIDGE 
GAYLORD,  MARK  S,  KNOXVILLE 
GEE  JR.  GEO  LEONARD.  KNOXVILLE 
GENTRY,  RURT  HOMER,  KNOXVILLE 
GERKIN,  DAVID  GEORGE,  KNOXVILLE 
GIRSON,  CARL  EUGENE,  KNOXVILLE 
GILBERTSON,  R OB  T 4,  KNOXVILLE 
GILLESPIE,  RICHARD  ALLEN,  KNOXVILLE 
GILREATH,  CATHERINE  ANN,  KNOXVILLE 
GITSCHLAG,  GARY  N , KNOXVILLE 
GITSCHLAG.  KAMILIA  E,  KNOXVILLE 
GLEAVES  JR,  JAMES  F,  KNOXVILLE 
GLOVER  JR,  ABNER  N,  KNOXVILLE 
GLOVER,  A MICHAEL,  KNOXVILLE 
GODWIN,  CHAS  WAYNE,  KNOXVILLE 
GOLDMAN,  MITCHELL  H,  KNOXVILLE 
GOOOGE,  BAYARD  D,  CUNCORU 
GOOGE  JR,  JOSEPH  M,  KNOXVILLE 
GOUDELOCK,’  0 STEVENSON,  LOUISVILLE 
GOUFFON,  CHAS  ALLEN,  KNOXVILLF 
GOULO,  HOWARD  R , KNOXVILLE 
GRAHEEL,  CONRAD  L I NOS  AY,  KNOXVILLE 
GRAHAM,  RANDAL  0,  KNOXVILLE 
GRAY,  FRANK  BENTON,  KNOXVILLE 
GREENE,  JAMES  ALLEN,  KNUXV ILLE 
GREENE,  RICHAKO  w,  KNOXVILLE 
GREENWOOD,  JEFFERY  D,  KNOXVILLE 
GREESON,  GORDON  S,  KNOXVILLE 
GRIFFITH,  ROBT  CARL,  KNOXVIlLE 
GROSSMAN,  ALLAN  m,  KNOXVILLE 
GROVES,  ROBERT  MCDONALD,  KNOXVILLE 
GUYTON  JR,  JAMES  R,  KNOXVILLE 
GYURIK,  CATHERINE  E,  KNOXVILLE 
HAASE  JR,  THEODORE  F,  KNOXVIlLE 
HAHN,  JAN  T,  LENOIR  CITY 
HALL,  DON  J,  KNOXVILLE 
HALL,  ROBT  EDMUND,  KNOXVILLE 
HAMPTON,  BERT  ALLAN,  KNOXVILLE 
HANNA,  WAHID  T,  KNOXVILLE 
HAO,  JA-SHED  U,  KNOXVILLE 
HARAF,  FRANK  JOS,  KNUXV I LLE 
HARR,  JOS  w , KNOXVILLE 
HARGROVE,  R LESLIE,  KNUXV ILLE 
HARRELL,  THOMAS  G,  KNOXVILLE 
HARRIS,  RUBT  wAYNE,  KNOXVILLt 
HARRISON,  JOHN  E B,  KNOXVILLE 
HARRISON,  W.M  BLAIR,  LOUUON 
HASSELL,  OAVIU  E,  KNOXVILLE 
HAYFS  JR,  TUCKEY  J T,  KNOXVILLE 
HAYWORTH,  RAY  MILTON,  KNOXVILLE 
HECHT,  JEFFREY  S,  KNOXVILLE 
HEINTZELHAN,  JOHN  H L,  SEAL  BEACH,  C 
HEISER.  UON  RICHARD,  KNOXVILLE 
HEMBREE,  OOUGLAS  KIRBY,  KNOXVILLE 
HEMPHILL,  JAMES  L DU  IS,  KNOXVILLE 
HENDERSON,  RICHARD  WINN,  KNOXVILLE 
HENDRICK,'  SOPHI A J,  KNOXVILLE 
HENRY,  BERTRAM  ROwE , KNOXVILLE 
HENSCHEN,  BRUCE  L,  KNOXVILLE 
HETRICK,  THOMAS  HENRY,  KNOXVILLE 
HICKS  JR,  HOwARO  KENNETH,  KNOXVILLE 
HICKS,  HOwARD  KENNETH,  KNOXVILLE 
HIGGINS,  THOMAS  G,  KNOXVILLE 
HILL,  HUBERT  CAWUUO,  KNOXVILLE 
HITCH  JR,  JAMES  PARKS,  KNOXVILLE 
HOAOLEY,  STEPHFN  D,  KNOXVILLE 
HOBART  JR,  RICHARD  LUKEN,  POwELL 
HODGE,  FREDERICK  wM,  KNOXVILLE 
HUEY,  DAVID  FRANCIS,  KNOXVILLE 
HOGAN,  WILLIAM  “ITCHELL,  KNUXVILLE 
HOSKINS,  JOHN  C,  KNOXVILLE 
HOSKINS,  LEON  CUNU.  KNOXVILLE 
HOVTS,  WM  MARVIN,  KNOXVILLE 
HOWARD  JR,  G TURNER,  KNOXVILLE 
HOWE.  JOHN  W,  KNOXVILLE 
HUBNER.  KARL  FRANZ,  KNUXVILLE 
HUDDLESTON,  CHAS  IRVING,  KNOXVILLE 
HUDGENS  JR,  JAMES  F,  KNOXVILLE 
HUDSON  JR,  ARNULO  R.  KNOXVILLE 
HUGGIN.  PERRY  -,  KNOXVILLE 
HURST,  FRED  ALAN,  KNOXVILLE 
HUSKEY,  LARRY  CECIL,  KNOXVILLE 
HUTCHINS,  STEPHEN  F,  KNOXVILLF 
HUTSON,  CHAS  COMBS.  KNOXVILLE 
HYATT,  HUGH  CKOCKETT,  KNOXVILLE 
HYDE,  GILBERT  L,  KNOXVILLE 
IDOL,  ENOCH  COLVIN,  KNOXVILLE 
IRWIN.  CLIFTON  E,  KNOXVILLE 
IVENS,  MARK  YOUNG,  KNOXVILLE 


JACKSON,  ROBERT  C,  KNOXVILLE 
JANZEN,  WM  RUY,  KNOXVILLE 

jeffries,  glenn  eoharo,  knoxville 

* JENKINS,  ASTUR  L,  KNOXVILLE 
JENNINGS,  JEFFORY  G,  KNOXVILLE 
JOBSON.  KENNETH  U,  KNOXVILLE 
JOHNSON  III,  TINK  A,  KNOXVILLE 
JOHNSON  JR,  WILLIAM  REEVES,  KNOXVILLE 
JOHNSON,  CLIFFORD,  KNOXVILLE 
JOHNSON,  JERKY  RICHARD,  KNOXVILLE 
JOHNSON,  JOE  8REESE.  KNOXVILLE 
JONES,  FRANCIS  S,  KNOXVILLE 

JOST,  RICHARD  RAYMOND,  SPRING  CITY 
JOURDAN,  PAUL  LEON,  KNOXVILLE 

* JOYCE,  MARGARET  ELIZABETH,  KNOXVILLE 
JULIOS,  CLARK  ELOON,  KNOXVILLE 
KASERMAN,  FREO  B,  KNOXVILLE 


KATTINE,  ANTHONY  ALBERT,  KNOXVILLE 
KELLY,  ARTHUR  PAT,  KNOXVILLE 

* KELSO,  HAkOLD  MILLS,  KNOXVILLE 
KENNEDY,  A GLENN,  KNOXVILLE 

* KENNEDY,  JOHN  OLNEY,  KNUXVILLE 
KENNEDY,  MICHAEL  B , KNOXVILLE 
KESTERSON,  Gk  EGG  H 0,  KNOXVILLE 

* KESTERSON,  JOHN  E,  KNOXVILLE 
KHAIROLLAHI,  VALI,  KNOXVILLE 
KHAN,  ABDUL  H,  KNOXVILLE 
KILLEEFEk,  FKEO  AYRES,  KNOXVILLE 
kim,  yoo  keun,  knoxville 
KINCAID,  GEOFFREY  C,  KNOXVILLE 
KING,  IRVIN  KAY,  KNOXVILLE 
KING,  JACK  DONALD,  KNOXVILLE 
KING,  JEFFRY  T,  KNOXVILLE 

KIRK  JR,  CLIFFORD  C,  KNOXVILLE 

* KLEIN  JP,  VICTOR  H IJ_  L , KNOXVILLE 
KLEIN,  CARL  JOHN,  KNOXVILLE 
KLEIN,  FREDERICK  A,  KNOXVILLE 
KLIEFOTH  III,  A BERNHARD,  KNOXVILLE 
KNOWLING,  ROBT  EDWARD,  KNOXVILLE 
KOEFOOT  JR,  K BRUCE,  KNOXVILLE 
KRAIJSS,  STEPHEN,  KNOXVILLE 

KRISLE  III,  GEORGE  MENEES,  KNOXVILLE 

KUBOTA,  THOMAS  T,  KNOXVILLE 

LACEY  III,  JOHN  w,  KNOXVILLE 

LAING,  WM  GAVIN,  KNOXVILLE 

LASH,  ROBT  F,  KNUXVILLE 

LATHAM,  KENT  EMERSON,  KNOXVILLE 

LAW  JR,  WILLIAM  M,  KNOXVILLE 

LAW  SR,  WILLIAM  M,  KNOXVILLE 

LAZARUS,  STEPHEN  M,  KNOXVILLt 

LE  BEL,  SERGE,  KNOXVILLE 

LEAHY,  MICHAEL  OOUGLAS,  KNOXVILLE 

LEE,  LARRY  H,  OAK  RIOGE 

LEONARD,  JOE  H,  KNOXVILLE 

LESTER,  THOMAS  EDWARD,  KNOXVILLE 

LETARU,  FRANCIS  X,  KNUXVILLE 

LETHCC,  CARY  w,  KNOXVILLt 

LEWIS,  GLORIA  L,  KNOXVILLE 

LEWIS,  ROBT  A,  KNOXVILLE 

LIGHTER,  UONALO  E.  KNOXVILLE 

LIN,  KUANl-TZU  DAVIS.  KNOXVILLE 

* LINE,  FELIX  GLEN,  KNOXVILLE 
LITTLEFIELD,  THOMAS  R , KNOXVILLE 
LONDON,  FRANK,  KNOXVILLE 

LONG,  HENkY  HEAT n,  KNOXV ILLE 
LURCH,  VICHIEN,  KNOXVILLt 
LOWRY,  RANDOLPH  M,  KNOXVILLE 
LOWRY,  THUS  HENRY,  KNOXVILLE 
LOZZIO,  CARMEN  REKTUCCI,  KNOXVILLE 
LUNA,  JOE  LnuiS.  KNOXVILLE 
LUTTRELL.  AKVtLL  STANLEY,  KNOXVILLE 


MACK  JR.  JOHN  w,  KNOXVILLE 
MADDOX  JR,  JOHN  R,  KNOXVILLE 
MAOIGAN,  ROBT  KEOIS,  KNOXVILLE 
MAGGAKT,  MICHAEL  L,  KNOXVILLE 
MALONE  JR,  EUwARu  M,  KNUXVILLE 
MANCEBO,  GERALO  L,  KNOXVILLE 
MANNING,  RICHARD  U,  KNOXVILLE 
MARCY,  JOHN  SAMl,  KNOXVILLE 
MARSHALL,  JOHN  HOUSDEN  L,  KNOXVILLE 
MARTIN,  CHRIS  JOHN,  KNOXVILLE 
MARTIN,  ROBERT  0,  KNUXVILLE 
MASSINGALE,  H LYNN,  KNOXVILLE 
MASTERS,  STEVEN  BRADLEY,  KNOXVILLE 
MATHEwS,  CARL  LESLIE,  KNOXVILLE 
MAULL,  K I N 3 A L L [,  KNUXVILLE 
MAVES,  RARRY  V,  KNOXVILLE 
MAYNARO,  .MARGARET  AGNES,  ATLANTA,  GA 
MAYS,  RICHARD  H,  KNOXVILLE 
MCCALLEN,  PERRY  BOIES,  KNOXVILLE 
MCCAMMQN,  CURTIS  P,  KNOXVILLE 
MCCAMPBELL,  BRUCE  R,  KNOXVILLE 
MCCOLLUM,  LIONEL  0,  KNOXVILLE 
MCCOY  III,  WILLIAM  JOHN,  KNOXVILLE 
MCGHEE,  WILLIAM  EDWARD,  KNOXVILLt 
MCGINN,  LARRY  OEAN,  KNOXVILLE 
MCGINNIS,  CARROLL  WILLIAM,  KNOXVILLE 
MCGUIRE,  wILLlAM  L,  KNOXVILLE 
MCKENZIc,  DONALD  KEITH,  KNOXVILLE 
MCKENZIE,  JERUME  F,  KNOXVILLE 
MCKINNEY,  mar  ION  BERRY,  KNOXVILLE 
MCKISSICK,  wILLIAM  R,  KNOXVILLE 
MCMURRY,  JOSEPH  SEARLE,  KNOXVILLE 
MCPEAKE  III,  wILLIAM  T,  KNOXVILLt 
MCPEAKE,  WILLIAM  T,  LOUDON 
NEADOwS,  ROBT  WALTER,  KNUXVILLE 
ME  I SENHE IMER,  STEPHEN  L,  KNOXVILLE 
MEYERS,  ANTHONY  L,  KNOXVILLE 
MILLER  JR,  CARTER  F,  KNUXVILLE 
MILLER,  CHRISTOPHER  A,  KNOXVILLE 
MILLER.  MICHAEL  11,  KNOXVILLE 
MILLER,  THOMAS  R,  KNUXVILLE 
MILLER,  WM  OBtO.  KNOXVILLE 
MINARDI.  JOSEPH  0.  KNOXVILLE 
MIRE,  A DEAN,  KNOXVILLE 
MISRA,  SARAOA  N,  KNUXVILLE 
MITCHELL  SR,  FOY  B,  KNOXVILLE 
MITCHELL,  DONALD  EUGENE,  LENOIR  CITY 
MITCHELL,  MICHAEL  E,  KNOXVILLE 
MIXON,  wILLIAM  R,  KNOXVILLE 
MOBLEY,  JACK  MURPHY,  KNOXVILLE 
MOFFETT,  STEVEN  R,  KNOXVILLE 
MONTGOMERY  JR,  JOHN  LEE,  KNOXVILLE 
MONTGOMERY,  JOS  TUCKER,  KNOXVILLE 
MONTGOMERY,  ROBERT  N,  KNOXVILLE 


MOON,  JOS  BENJAMINE,  KNOXVILLE 
MOORE  JR,  JOHN  DAVID,  KNOXVILLE 
MOORE  JR,  MEkRILL  OENNIS.  KNOXVILLE 

« MOORE,  JOHN  OAVIo,  KNnxvILLE 
MOORE,  ROBERT  SAYLOR,  KNOXVILLE 
MOORES  IDE,  DOUGLAS  EOWARD,  KNOXVILLE 
MURFHEAD,  LANCE ♦ KNOXVILLE 
MORENO,  FRANCISCO  G,  KNUXVILLE 
MORGAN,  TOmwy  E,  KNOXVILLE 
MORGAN,  TRAVIS  EUGENE,  KNOXVILLE 
MORRIS,  STEVEN  ALLEN,  KNOXVILLE 
MORTON,  ANTHUNY  w,  KNOXVILLE 
MOSELEY,  JAMES  E,  KNUXVILLE 
MOUNGER,  EMERSON  JAY,  KNOXVILLE 
MUELLER,  ROBT  LOUIS,  KNOXVILLE 
MUMFORO,  MARK  S,  KNOXVILLE 
MURPHY,  M OIANNE,  KNUXVILLE 
MURRAY  JR,  EDWARD  LEE,  KNOXVILLE 
MUSE  JR,  WM  SCOTT,  KNOXVILLE 

* MUSE  SR,  wM  S.  KNOXVILLE 
MUTTER,  MITCHELL  L,  KNOXVILLE 
MYERS,  JAMES  OAVIO,  KNOXVILLE 
NATFLSON,  STEPHEN  ELLIS,  KNOXVILLE 
NERLETT,  JOHN  w,  KNOXVILLE 
NELSON  JR,  HENRY  S,  MARYVILLE 
NELSON  JR,  JOHN  R,  KNOXVILLE 

* NELSUN  Jk,  wM  ALEXANDER,  KNOXVILLE 
NELSON,  BILL  M,  KNOXVILLE 
NELSON,  PARK  L,  KNOXVILLE 
NEWTON,  KRISTY  L,  KNUXVILLE 

* NICELEY,  EUGENE  PARK,  KNOXVILLE 

* NICHOLS,  HAZEL  MARIE,  KNOXVILLE 
NORWOOD,  CHRISTOPHER  w,  KNOXVILLE 
NOXON,  ELVIN  B , KNUXVILLE 
U8ENUUR , RICHARD  A,  KNOXVILLE 
OGOEN,  HARRY  K,  KNOXVILLE 


OGLE,  HOMER  Ca-PBELL,  KNOXVILLE 
OTIS,  MICHAE^  VAUGHN,  KNOXVILLE 
OVERHOLT,  BERGEIN  F,  KNOXVILLE 
OVEOhULT,  BERGEIN  M,  KNUXVILLE 
OVERHOLT,  ROBERT  MARION,  KNOXVILLE 

Owen,  j oavio,  knoxville 

OZOIL,  TUKAN,  KNOXVILLE 
PACK,  RONALD  LYNN,  KNOXVILLE 
PAINE  JR,  KAYMQN0  LFE , KNOXVILLE 
PALATINUS,  JJS,  OAK  RIOGE 
PAPPAS,  SAM  GEO,  KNOXVILLE 
PARK,  SOUNG-HU,  KNOXVILLE 
PARSONS,  ROY  B,  KODAK 
PASSARELLO.  MICHAEL  J,  KNOXVILLE 
PATIL,  VIJAYA  R,  KNOXVILLE 
PATTERSON  JR,  REESE  w,  KNOXVILLE 
PATTERSON  JR,  ROBT  F,  KNOXVILLE 

“atterson,  Frances  k,  knoxville 

PATTERSON,  WM  L,  KNOXVILLE 
PATTESON,  STEPHEN  K,  KNOXVILLE 
PAULSEN,  w"  ALLEN,  KNOXVILLE 
PAYNE,  FRANCIS  HOMER,  KNOXVILLE 
PEAGLER,  LHAS  G,  KNOXVILLE 
PEARCE,  ROBFRT  E,  KNOXVILLE 
PEDIGO,  RANDALL  E,  KNOXVILLE 
PEEBLES,  FRED  NEAL,  KNOXVILLE 
PEFLEK,  MOLLY  M,  KNOXVILLE 
PENN,  JARRELL,  KNOXVILLE 
PERRY,  -RONALO  HOwARO,  KNUXVILLE 
PETERS,  H OEwEY,  KNOXVILLE 
PETTY,  ALBERT  M,  KNOXVILLE 
PHELPS  JR,  PRESTON  V,  KNOXVILLE 
PHELPS,  RICHAKO  w,  KNOXVILLE 
PHILLIPS.  MILHAEL  0,  KNOXVILLE 
PICKETT,  JAMES  C,  “ARYVILLE 
PIENKOWSKI,  MAREK  m,  KNUXVILLE 
PIERCE,  IRA  S,  KNOXVILLE 
PIERCE,  STEVtN  FAULKNER,  KNOXVILLE 
PIERCE,  TkUETT  H,  SNEEDVILLE 
PITARO,  CECIL  E,  KNUXVILLE 
PLACE,  JAMES  G,  KNOXVILLE 
POOL,  MICHAEL  L,  KNOXVILLE 
PORTER,  F RAYMOND.  KNUXVILLE 
POWELL,  WM  FORREST,  KNOXVILLE 
POWERS,  BRUCE  RANKINS,  KNOXVILLE 
POWERS,  LAURA  B,  KNOXVILLE 
POWERS.  WILSON  WATKINS,  KNOXVILLE 
PRESS  wOOD  * JAMES  J,  KNOXVILLE 
PP.IOE,  H HAMMOND,  KNOXVILLE 
PRINCE  JR,  THUS  CHAFER,  KNOXVILLE 
PRINCE,  MARK  0,  KNOXVILLE 
PRINZ,  STEPHEN  C,  KNOXVILLE 
PRITCHER,  G MARK,  KNOXVILLE 
PROSE,  JAMES  CLINTON,  KNOXVILLE 
PURVIy,  JOHN  T,  KNOXVILLE 
GUILTY,  CHARLES  L,  LOUISVILLE 


RANGE,  JUHN  A,  KNOXVILLE 
RANKIN,  OAVIO  M,  KNOXVILLE 
RAULSTON  JR,  KENNETH  L,  KNOXVILLE 
RAWSON,  FREEMAN  L,  KNOX.VILLE 
REATH,  OAVIO  B,  KNOXVILLE 
REEO,  STEVEN  w,  KNOXVILLE 
REEO,  WARKEN  G,  KNOXVILLE 
REGESTER  JR,  ROLLANO  F,  KNOXVILLE 
RE  10 , WILLIAM  STUART,  KNOXVILLE 
REYNOLOS,  CHARLES  w,  KNOXVILLE 
RICHARDS,  PAUL  0,  KNUXVILLE 
RIGGINS,  BILLY  NEWELL,  KNOXVILLE 
RIMEK,  RONALO  LEE,  KNOXVILLE 
RIST,  TOIVO  E,  KNOXVILLE 
ROBINSON,  RICHARD  WALTER,  KNOXVILLE 
ROCHESTER,  JOHN  CRAWFORD,  KNOXVILLE 
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RODGEkS  JK,  JUHN  C,  KNOXVILLE 

♦ ROGERS.  JERRY  RAY,  NORFOLK,  VA 
ROGERS,  WM  KLAR,  KNOXVILLE 
ROSE  III,  RICHARD  C,  KNUXVILLE 
ROWF , BUFORD  E,  KNOXVILLE 
ROWE,  CECIL  DARRELL,  KNUXVILLE 
ROYER,  JOHN  M,  KNOXVILLE 
RUDOLPH , BURTON  n,  KNOXVILLE 
RUEEF,  DAVID  ANTHUNY,  KNOXVILLE 

* RULE  III,  WILLIAM,  KNOXVILLE 
RULE,  JACK  ANDREW,  KNOXVILLE 
RULE,  KENNFTH  ANDREW,  KNOXVILLE 

* RULE,  KENNFTH  BOYD,  KNOXVILLE 
RUSSELL,  ROBI  CLAUDE,  KNOXVILLE 
RUSSELL,  STEPHEN  A,  KNOXVILLE 
RUTH,  ALEX,  KNOXVILLE 
RUTHERFORD  JK,  CHAS  E,  KNOXVILLE 
RUTHERFORD,  KYLE  OTIS,  KNOXVILLE 
RYLANOS,  JUHN  CRAIG,  KNUXVILLE 

♦ SAFFOLD,  JOHN  HENRY,  KNUXVILLE 
SAIN,  ROBT  LYNN,  KNOXVILLE 
SANDBERG,  RONALO  KENNETH,  KNOXVILLE 
SANDERS,  JERRY  E,  KNOXVILLE 
SAWYER,  CHRISTOPHER  E,  KNOXVILLE 
SCAR  I AND  JR,  JACK  F,  KNUXVILLE 
SCHAEFER,  BARRETT  A,  KNUXVILLE 
SCHAUMBURG,  EDWIN  W,  KNUXVILLE 
SCHNEIDER,  WM  JAMES.  KNOXVILLE 
SCOTT,  JOHN  CHRISTOPHER,  KNOXVILLE 
SEALS,  JAMES  L,  KNOXVILLE 

SEALS,  ROY  LEE,  KNOXVILLE 
SEATON,  DOUGLAS  Y,  KNOXVILLE 
SEGARS,  JAMES  HUGH,  KNOXVILLE 
SEMMER,  JOHN  R,  KNOXVILLE 
SENTER,  RILEY  S,  KNUXVILLE 
SERRELL,  PAUL  BURT,  KNOXVILLE 
SEVILLA,  tVELYN  A,  KNOXVILLE 
SEXTON  JR,  RICHARD  CARR,  KNOXVILLE 
SEXTON,  DAVID  G,  KNOXVILLE 
SEXTON,  DAVID  HERRON,  OAK  RIOGE 
SEYMOUR,  UIGBY  GORDON,  KNOXVILLE 
SHEA  JR,  WALTER  C,  LENOIR  CITY 
SIDOIUI,  NASEEMUL  HAO,  KNOXVILLE 
SIDDIUUI,  HAFEFZUL  H,  KNUXVILLE 

♦ SIENKNECHT,  E CHARLES,  KNOXVILLE 
SILVER,  H STEVEN,  KNOXVILLE 
SIMMUNS,  JOHN  D,  KNUXVILLE 
SIMMONS,  REYNALU  T,  KNOXVILLE 
SIMONS,  JON  RURIC,  KNOXVILLE 
SLUT  ZKE  R , DANIEL  M,  KNOXVILLE 

* SMELTZEP,  CHAS  C,  KNUXVILLE 


SMITH, 

BRUCE  A 

, 

KNOXVILLE 

♦ SMITH, 

EUGENE 

BAXTER,  KNOXVILLE 

SMITH, 

JOE  S , 

KNUXVILLE 

SMITH, 

LOUIS  A 

KNOXVILLE 

SMITH, 

MICHAEL 

G , 

KNUXVILLE 

SMITH, 

ROBT  LLOYD 

, KNOXVILLE 

♦ SMITH, 

VEKNPN 

i . 

LOU  1SVILLE 

SMITH, 

W ILLI AM 

B, 

NEW  ORLEANS, 

SMITH, 

WM  N, 

NE  W 

TAZEWELL 

SNYDER. 

, EDWARD 

0, 

LOUDON 

SOLOMON,  ALAN,  KNOXVILLE 
SOSS,  SHELDON  BARRY,  KNOXVILLE 
SOWELL,  JONATHAN  W,  KNOXVILLE 
SPIEGFL,  MARVIN  HOWARD,  KNOXVILLE 
STALEY  JR,  JOHN  R,  KNOXVILLE 
STALLWORTH,  wM  PARK,  KNUXVILLE 

♦ STEVENS,  THOS  F,  KNOXVILLE 
STILES  JR,  JAMES  H,  KNOXVILLE 

♦ STOCKMAN,  JUHN  MILTON,  KNOXVILLE 
SUGANTHARAJ,  CHRISTIANA  R,  KNOXVILLE 
SULLIVAN  JR,  THUS  ALAN,  KNOXVILLE 
SULLIVAN,  WM  ROSS,  KNOXVILLE 
SUNOAHL,  C GERALD,  KNOXVILLE 

♦ SWANN  JR,  WM  KIRK,  KNOXVILLE 
SWEET,  JO  GORDON,  KNUXVILLE 
TARWATER,  JEAN  CATE,  KNUXVILLE 
TATUM,  ROBERT  K,  KNOXVILLE 
TAUXE,  EOwARU  L,  KNOXVILLE 
TAYLOR,  JAMES  WALTER,  KNOXVILLE 
TAYLUR,  KENNETH  M,  KNOXVILLE 
TEAGUE,  DALE  ALEXANDER,  KNOXVILLE 
TERRY,  WILLIAM  F,  KNOXVILLE 
THOMAS,  GARY  L,  KNOXVILLE 

♦ THOMPSON,  RUBERT  G,  KNOXVILLE 

♦ TIPTON,  WM  MARSHALL,  KNOXVILLE 
TOMPKINS,  FORREST  G,  KNOXVILLE 
TONEY  III,  LEE  E,  KNUXVILLE 
TOYOHARA,  HIROSHI,  KNOXVILLE 
TRAYLOR,  THOMAS  REID,  KNOXVILLE 
TREAT,  ELMER  LAWRENCE,  KNOXVILLE 
TRENT,  BILLY  CARL,  KNOXVILLE 
TRENT,  LUCIAN  WILLIAMS,  KNOXVILLE 
TRUOELL , RANDALL  G,  KNOXVILLE 
TURNER,  JAMES  ESPY,  KNOXVILLE 

♦ TURNEY,  M FRANK,  KNUXVILLE 

TYLER  JR,  WM  ALEXANDER,  KNOXVILLE 
UNDERWOOD,  MICHAEL  D,  KNOXVILLE 
URI,  MARGARET,  KNOXVILLE 
VANOERGRIFF,  WM  LOWELL,  KNOXVILLE 
VICK,  GEORGE  w,  KNOXVILLE 
VICKERS  JR,  MARVIN  HABER,  KNUXVILLE 
VINSANT,  CHRISTOPHER  L,  KNOXVILLE 
WADE  JR,  DWIGHT  ROBT,  KNOXVILLE 
WALKER,  BRUCE  EDWIN,  KNOXVILLE 
WALKER,  NORMA  BRAGG,  KNOXVILLE 
WALL,  JAMES  WHELAND,  KNOXVILLE 
WALLACE  Jk,  CALVIN  R,  KNOXVILLE 


WALLACE,  SIDNEY  L,  KNOXVILLE 
WALLER,  DAVID  H,  KNOXVILLE 
WALLIS,  DONALD  EDWIN,  KNOXVILLE 
WALTERS,  WILLIAM  J,  SEVIERVILLE 
WALTUN  JR,  CLIFFORD  L,  KNOXVILLE 
WARE,  ROBT  EDWIN,  KNUXVILLE 
WATSON,  DAVID  THEODORE,  KNOXVILLE 
WATTS,  GLENN  FERRELL,  KNUXVILLE 
WEBBER.  GEO  KUBT,  KNOXVILLE 

♦ WEBSTER,  ROLAND  MARION,  STRAWBERRY  PL 
WE  ISSFELD,  STEVEN  C,  KNUXVILLE 
WENOEk,  CHAS  M,  KNOXVILLE 

♦ WHANGER,  HERBERT  NOEL,  KNOXVILLE 
WHITE,  ROBERT  F,  KNOXVILLE 
WHITTAKER,  RICHARD  L,  KNUXVILLE 
WHITTINGTON,  JOHN  'WM,  KNUXVILLF 

♦ WHITTLE,  RUBT  BRUCE,  KNOXVILLE 

♦ WILLIAMS,  LEE  L,  KNWaVILLE 
WILLIAMS,  MURIEL  LFSTER,  KNUXVILLE 
WILLIAMS,  RICHARD  E,  KNUXVILLE 
WILLIFORD,  WILLIAM  N,  KNUXVILLE 
WILLINGHAM,  RICHARD  B,  KNUXVILLE 
WILSON  JR,  STEPHEN  G,  KNUXVILLE 
WILSON,  DA  V I u D,  KNOXVILLE 

♦ WINEBRENNER,  JOHN  DANL.  KNOXVILLE 
WINN,  DONNA  MARIE,  KNOXVILLE 
WITTKE,  PAUL  EDWARD,  KNUXVILLE 
WOHLWENO,  CHAS  DAVIO,  KNUXVILLE 
WOLAVER,  JOHN  HARRISON,  KNOXVILLE 
WOLFF,  J FREDERICK,  KNOXVILLE 
WOOD,  GE  OK  GE  H,  KNOXVILLE 
WOOTEN,  B OAVIO,  KNUXVILLE 
WOOTEN,  PAUL  T,  KNOXVILLE 
WUROEN,  JAMES  P,  KNUXVILLE 
WRIGHT,  GLENN  E,  KNOxVILLE 
YATES,  JAMES  UOUGLAS,  KNUXVILLE 
YATTEAU,  RONALO  FRANCIS,  KNOXVILLE 
YUUMANS,  WM  TINSLEY,  KNUXVILLE 
YOUNG,  THUMAS  L,  KNOXVILLE 
YOUNG,  VERNON  HUTTON,  KNOXVILLE 

♦ YUUNG , VINCENT  T,  CONCOKU 

♦ ZACHARY,  LUGEr.E  G,  KNOXVILLE 

Z I MMEKMAN,  A -ALTER,  KNOXVILLE 
ZIRKLt  JK,  GEO  ANDREW,  KNOXVILLE 

♦ ZIRKLE,  CHAS  RANKIN,  KNOXVILLE 
ZIRKLE,  PETER  KEVIN,  KNUXVILLF 


LAKEWAY  MEDICAL  SOCIETY 

ALEXANDER,  WM  KING,  MURRISTOWN 

♦ ALLEN,  ERMAN  OALE,  WHITE  PINE 
AMAOUR  Jk,  JOSE  GARCIA,  MORkISTUwN 
ANOFRSON,  C COLE,  MORRISTOWN 
ANOREWS,  UOUGLAS  EUGENE,  MORRISTOWN 
BARCLAY,  LEE  ROY,  MORRISTOWN 

♦ BELLAIRE,  MACK  J,  MORRISTOWN 
BLAKE,  CLELANO  CONWAY,  MORRISTOWN 
BOOKER,  BURT  L.  MORRISTUWN 
BROCK,  HOWARD  THUJ,  MORRISTOWN 

« BRYAN,  LIANOER  C,  RUTLEOOE 

BUKEAVICH,  ALFRED  PETER,  MORRISTOWN 
BUKOV  I TZ , MARY  ELIZABETH,  MURRISTOWN 
CALDWELL,  JOHN  DONALD,  MORRISTOWN 
CARVER,  MICHAEL  C,  KNOXVILLE 

♦ CAWOOO,  DAVID  CLAYTON,  JEFFEKSON  CITY 
CHRONIS,  ALEX  J,  MURRISTOWN 

CHUNG,  SUNG  JANG,  MORRISTOWN 
CLARK,  PETER,  Bt  AN  STATIUN 
COLL  I NS  I N,  KIM  A 0,  MORRISTOWN 
OARBY,  OE-AYNE  P,  JEFFEKSON  CITY 

♦ OUBY  JR,  CLARENCE  JOS,  MORRISTOWN 
ELLIS  JR,  JOHN  W,  JEFFERSON  CITY 
FINE,  MICHAEL  OAVIO,  SNEtDVILLE 
FULK,  CHARLES  S,  MORRISTUWN 
FUSON,  PHILIP  LEE,  MURRISTOWN 
GAGNON,  PIERRE  PAUL,  MORRISTOWN 
GANEM,  SALEM  F,  CHANDLER,  AZ 
GREENE  JR,  DAVID  LOUIS,  MORRISTOWN 
GRONEWALD,  WM  ROBT,  MORRISTOWN 
GUTCH  III,  -M  JOHN,  MORRISTOWN 
HELMS,  CRAMPTON  HARRIS,  MORRISTOWN 
HILL,  TENNY  JACOB,  RUTLEDGE 
HOWARO,  JESSIE  EUGENE,  JEFFERSON  CITY 
JAMISON,  R ALAN,  MORRISTOWN 

KIM,  J 00  — T A E K , MORRISTUWN 
KINSER,  JOHN  H,  MORRISTOWN 
LEVITT,  CAROL,  BULLS  GAP 
LINDSEY,  CHARLES  HUGH,  MORRISTUWN 
LITTLE  JR,  FRANK  B,  MORRISTOWN 
LOWRY  III,  ORLANOA  R,  MURRISTOWN 
LYNCH,  EVERETTE  G,  MORRISTOWN 
MCLEMORE.  WAYNF  L,  MORRISTOWN 
MCNEIL,  OAVIO  WYATT,  MURRISTOWN 
MERRITT.  U L,  OANORIOGE 

♦ MILLIGAN,  FRANK  LESLIE,  JEFFERSON  CITY 
MILLIGAN,  LESLIE,  JEFFERSON  CITY 
MUNCY,  ESTLE  PERSHING,  JEFFERSON  CITY 
PATTON,  LANCE  S,  JEFFERSON  CITY 
POTTER  III,  WILLIAM  WALTER,  MORRISTOWN 
PRESUTTI,  HENRY  J,  MORRISTOWN 

REED,  PAUL  EMORY,  SNEEOVILLE 
RENNER  JR,  OMER  CLYDE,  MORRISTOWN 
SAMS,  JOS  I AH  B,  MORRISTOWN 
SCOTT,  CHAS  SEALE,  MORRISTOWN 
TINDALL,  J RAYMOND,  MORRISTOWN 
TRUSLER.  POWELL  MAOEN,  MURRISTOWN 
WEE  ENG,  JOSE  L,  MORRISTOWN 
WILLBANKS,  OAVIO  VERNER,  MORRJSTOWN 


YATES,  RAYMOND  BERNARD,  MORRISTOWN 
ZIRKLE,  JUHN  W,  JEFFERSON  CITY 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

CAMPBELL  JR,  EAKL  ROY,  LAWRENCE6URG 
CROWDER  JK,  YIRGIL  HOLT,  LAwKENCEBURG 

* CROWDER,  VIRGIL  H,  LAwRENCEBURG 
DAVIDS  ON , BOYD  P,  LAwRENCEBURG 

DOR  IAS,  MATTHEW  CHARLES,  LAwRENCEBURG 
GREEN,  CALVIN  ARTHUR,  LAwRENCEBURG 
HARMUTH,  L RUBERT,  LAWRENCEBURG 
HENDERSON,  NURMAN  LEROY,  LAWRENCEBURG 
HUDGINS,  J CARMACK,  LAWRENCEBURG 
HUG,  GEORGE  EOWARU,  LAWkENCEBURG 
KHATRI,  HARESH  H,  LAWRENCEBURG 
MANGUBAT,  JAIME  VIRATA,  WAYNESBORO 
MAURICIO.  LILIA  0,  LAwRENCEBURG 
METHVIN,  KAY  ELwIN,  LORETTO 
QUALLS,  JtKRY  FRANKLIN,  LAWRENCEBURG 
SHAH,  JAYkAJ  C,  LAWRENCEBURG 
STALEY,  HUMER  LEE,  LAWRENCEBURG 
SUTHERLAND,  w SHAEN,  LAWRENCEBURG 

* TAYLUR,  LARSON  E,  LAwRENCEBURG 
THOMAS,  HENRY  LEWIS,  LAwRENCEBURG 
TURMAN,  ALEREO,  LAWRENCEBURG 
WEATHERS  JR,  MALCOLM  H,  LORETTO 

LINCOLN  COUNTY  MEDICAL  SOCIETY 

ASHBY,  SAM  MICHAEL,  FAYETTEVILLE 
BARNES,  LARRY  W,  FAYETTEVILLE 
8ULNER,  ANNE  URNEK,  FAYETTEVILLE 
COBB,  RUDY  THEODORE,  FAYETTEVILLE 
daniel,  william  w,  Fayetteville 
gowda,  h r mallappa,  Fayetteville 
jones,  william  r,  Fayetteville 

* MARSHALL,  CLYDE  8,  ARDMORE 
MCCAULEY,  DAVID  K,  FAYETTEVILLE 

* MCRADY,  JAMES  VAN,  COLUMBIA 
NORMAN,  WARREN  T,  FAYETTEVILLE 
NORSKOV,  WM  RICHARD,  FAYETTEVILLE 
PATEL,  YAiHWANT  P,  FAYETTEVILLE 

* PATPICK  JR,  THOS  ALEX,  FAYETTEVILLE 
Ralston  jk,  ereo,  Fayetteville 

» TOONE,  C OOYNt,  MYRTLE  BEACH,  SC 

WHITTEMORE,  PAUL  EDWARD,  FAYETTEVILLE 
YOUNG,  WM  MC  KINNEY,  FAYETTEVILLE 

MACON  COUNTY  MEDICAL  SOCIETY 

CHITWOOD  JR,  CHAS  C,  LAFAYETTE 

* UECK  JR,  MARVIN  EOWARO,  LAFAYETTE 

MARSHALL  COUNTY  MEDICAL  SOCIETY 

ALFREOSON,  DAVID  G,  BELFAST 
BONE,  GEORGE,  LEwISBURG 
GRANT,  NEAL  wAYNE,  LEWISBURG 
HARN1SCH,  KURT,  LEWISBURG 
JOHNSON,  JAMES  LEE,  LEwISBURG 

* LEONARD,  JOHN  CLARENCE,  LEwISBURG 
LEVY,  CARULE  J,  LEWISBURG 
LEWIS,  MELVIN  GLENN,  LEwISBURG 

* MORGAN  JR,  HAKCOURT  A,  LEWISBURG 
PHELPS  JR',  KENNETH  J,  LEwISBURG 

* PHELPS  SR,  KENNETH  J,  LEwISBURG 

* POARCH,  WM  SAXON,  LEwISBURG 
RUTLEUGF,  JONES  FLANAGAN,  LEWISBURG 
SHARMA,  N N,  LEwISBURG 

SHEARER,  CAMERON  ALEXANDER,  LEWISBURG 

* TAYLOR,  WM  L,  LEwISBURG 
TEPEUINO,  MICHAEL  J,  LEWISBURG 
VON  ALMEN,  JOS  FRANKLIN,  LEWISBURG 
WOLCOTT,  EUGENE  S,  LEWISBURG 

MAURY  COUNTY  MEDICAL  SOCIETY 

ANDREWS,  CLAUOIA  S,  COLUMBIA 
BALL,  CHARLES  A,  MOUNT  PLEASANT 
BARR,  RALPH  1,  COLUMBIA 

* BENNETT.  WENDELL  C,  COLUMBIA 
BERRY,  SIDNEY  A,  COLUMBIA 

BROWN,  JOHN  PRESTON  WATTS,  COLUMBIA 
CHOKSI,  AMIT  A,  COLUMBIA 
CLIFFORO  JR,  RUFUS  R,  COLUMBIA 
OAKE,  THOS  SCOTT,  COLUMBIA 
OANIEL,  ESLICK  EwING,  COLUMBIA 
DANIELS,  DAVID  ALLEN,  CULUMBIA 
DAVIS,  PATRICIA  CLIFFORD,  COLUMBIA 
DUNCAN,  THOS  RAY,  COLUMBIA 
FERRELL,  HAROLD  WILEY,  COLUMBIA 
FIEDLER  JR,  GEO  ADOLPH,  COLUMBIA 
FITTS  JR,  JAMES  MORGAN,  COLUMBIA 
FUOUA,  WM  G,  COLUMBIA 

* GARDNER  JR,  CARL  C,  COLUMBIA 
GARONER.  BENNY  A,  COLUMBIA 

* GRAY  JR,  OANL  ROGER,  COLUMBIA 
GRAY,  SUSAN  THOMAS,  COLUMBIA 
HARGROVE,  JOEL  T,  COLUMBIA 
HARMON  JR,  ROY  F,  COLUMBIA 
HARWELL,  VALTUN  CARDEN,  COLUMBIA 
HAUSMANN,  JAN  M,  COLUMBIA 
HEARD,  GEORGE  J,  COLUMBIA 

* HELM,  HARRY  C,  COLUMBIA 
HIGH,  BEN  GREER.  COLUMBIA 
HUOSON,  CHAS  CRAIG,  COLUMBIA 
JERNIGAN,  WILLIAM  N,  COLUMBIA 
KELLEY,  JAMES  BRINKLEY,  COLUMBIA 
KUSTOFF,  RALPH,  COLUMBIA 
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KUYKENDALL.  SA-  J.  CULUBBIA 
LANCA,  ABdROSt  B,  COLUBBIA 
LAY.  ALLYN  “UNKOt,  CULUBBIA 
LEACH.  JABtS  «.  COLUMBIA 
LEE.  SUFLLEN  C.  COLU"BIA 

• LYLES,  ROBIN,  CULUBBIA 

• BAYFIELD  J*.  GEO  RAOtuFD,  COLUBBIA 

biller  , Clay  k,  culubbIa 

■WORE,  KENNETH  LYNN,  CULU"BIA 
NICKELL,  LA--tNCt  R.  COLUBHIA 
OLSON,  JUMN  t-lCHARl).  COLUB0IA 
OVERTON,  bar  y 6.  COLUBBIa 
OwFNS , SUSAN  JENNINGS.  CULUBBIA 
PAREY,  STEPHEN  EDwIN,  CGLU"bIA 
PARR  II TT  , tARL  QUINTUN,  CULUBBIA 

Punr.uRSKi,  Gary  thobas.  colubbia 
« PROVOST,  EURlN  K,  “OhTEAGLE 
PULLlAB,  CARY  WATSON,  COLUBBIA 

rayhurn  jr,  « Taylor,  culubbIa 

RINEHART,  DARRELL,  CULUBBIA 
ROBINSON  II,  «B  ALLISON,  COLUBBIA 
SEYBJUR,  PETER  BARR.  COLIIBRIA 
SHOULDERS  J9,  HARRISON  h,  LEwISBuRG 
SIBbunS,  STEPHEN  P,  COLUBBIA 
SISK,  ANDRE  B RbrtB,  CULUBBIA 
SB  I Th,  KE.NETH  dale.  CULLEOKA 
STErART,  bILLIa-  K,  COLUBBIA 
STRICKLAND,  rayrunD  C,  COLUBBIa 
THOBPSDN  jf,  R iJB  T GUE  kINi  CGLU-BIa 
T'JBAn,  b BOATAZ.  COLUBBIa 
VINSUN,  bILLY  JOE,  LULUBbIA 
VOGFL.  HANS  P,  COLUBBIa 

* baro,  LEON  S.  CulubbIa 
bHITE,  THUS  KAY,  COLUBBIa 
bIESBAN,  H JABFS,  CULUBoIA 
BILBUkn,  CHAklES  I.  COLUBBIa 
bILKES  JR,  JA-ES  WALLACE,  CULUBbIA 

R I L L I A b S JR.  JOHN  0,  B(HJNT  PLEASANT 
WURTHBAN,  JOHN  FkEOER  ICR , COLUBBIa 

* YOUNG  JR,  THUS  KAY.  LOL  U" 0 I A 

McMINN  COUNTY  MEDICAL  SOCIETY 

ACKAOUY,  GEO  E A,  A 1 HE  N s 
BLFDSOE  JR,  ROBERT  F,  ATHENS 
BOLIN,  BlLLlAB  k,  ATHENS 
BORERS,  rb  RICHARD.  ATMtNS 

* BOYCE,  JABES  R c 10,  ATHENS 
BURROUGHS  II,  WALLACE  E,  ATHENS 

* CARROLL.  LtUS  THUS.  ATHENS 
Cleveland,  japes  franklin,  englerOOu 
OAVIS,  BAYFIELO.  ATHENS 

DENTON,  STEPHEN  L.  ENGLErOOO 
FORE  E JR,  ,»  EObIn,  ATHtNS 
GRIFFITH,  SHCLLEY  F,  aTheNS 
HARGIS.  LARRY  JACKSON,  ATHENS 
HEbGLEY  jr,  «UHFRT  C,  ATHENS 
HERGLEY,  ROBT  GARDNER.  ATHENS 
HULLIOAY.'h  JOSEPH.  ATHENS 
JONES,  “ILNOk,  ATHENS 
KALAYJIAN,  ROBERT,  DECATuR 
LEE,  YUNG  GIl,  ET0b4h 
LEBINGS,  STEPHEN,  LOULKIN 
LETT,  BICHAEL  F,  ATHENS 
BARTIN,  CLYOt.  ATHENS 

bckenztf,  John  carl.  athens 

BCKNIGHT,  JERRY,  DElATUK 
BITCHELL,  F"Y  H,  ATHENS 
» BONTGOPFRY  Sr,  JOhN  l,  NIOTa 
BURRIS,  MM  GOORRIER,  AThENS 
OBFR-EIER,  STEPHEN,  ATHENS 
ORTIOnF  Z , LUIS  J,  ETOrAM 

* PUrELL.  JESS  A,  ATHENS 
SCHWlGER,  PAJL.  ATHENS 

SL0MEY  III,  JA*ES  FERGUS,  ATHENS 
SNIDER,  IRIS  G , ATHENS 
S0BCZYNSK1,  <AL.  ETOkAH 
SUNT,  hakISh  baBulal,  ETurah 

SONI,  RFNUKA  HARISH,  ETDbAH 

* TROTTER.  rDBT  RB,  ATHENS 
WALLACE.  JEFFERY,  ATHENS 
WHITTLE  JR,  HtRBEkT  H,  CHARLESTON 
wILL[A“S.  THUS  bULFORD,  ETObAH 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

ABELL,  THCJPAS  L,  “EBPHIS 
ACKFR,  JABES  J,  b E BP  H I S 
ACKERBAN,  RUdT  F,  BFBPHIS 
ADABS  JR.  »B  BILTON,  BFBPHIS 
ADA“S,  JOHN  O,  BE  BPH I S 
ADABS,  JUMN  RUBT,  “EBPHIS 
« AOA«S,  LORENZ  :J  H,  “tBPHlS 
ADABS,  ROBERT  L,  “EBPHIS 
ADABS,  RDHT  ERANKLlN,  BEBPhIS 
ADCOCK  III,  FRANK  JOHN,  CORDOVA 
AUKINS.  HENRY  LEIGH,  BFBPHIS 

* ADLER,  JUSTIN  H,  BEBPHIS 

* AIVAZIAN,  GARABEO  HAGOP,  BE  BPH I S 
AKPIK,  BOh A B A u J,  BEBPHIS 
AKERS,  HOWARD  THUS.  BEBPHIS 
AKINS,  CHAPLtS  D,  bebphIS 
AKINS,  STEVEN  L.  BFBPHIS 
AKISKAL,  HA  GDP  SODREN,  BEBPHIS 
ALRRITTON,  JUHN  FORTUNE,  BEBPHIS 
ALEXANDER  JR,  ALBERT  M,  BEBPHIS 
ALI,  ZENAB  AHBEO,  BEBPHIS 


ALISSANDRaTUS , JANE  K,  BEBPHIS 
ALLHRITTEN.  JABES  F,  BEBPHIS 
ALLFN  JR,  RAY  RAarELL,  BEBPHIS 
ALLEN,  ChtSTER  G,  BEBPHIS 
ALLEN,  LEE.  BFBPHIS 
» ALLEY,  franklin  m,  SjbervIllE 
alstun,  George  p,  BtBPHis 

ALSTON,  JA-ES  L.  'EBPHIS 
ABONLTTF,  REX  ALLEN,  BFBPHIS 

- ABIJNDSEN.  CINJY  L,  BEBPHIS 
ANOFkSDN,  GAkLANU  o,  “EBPHIS 
ANDERSON,  JlJt  PAT,  bebphIS 
ANDERSON.  KEITH,  "EbEHIs 

- ANOFkSON.  "ARSHA  s.  BARTLETT 
ANDREWS,  L RaJFORD,  BFBPHIS 
ANGEL.  JOHN  JOSEPH,  BEBPHIS 

* ANISHANSLIN,  JDNALD  n,  COLLIERVILLE 
APPFrSON,  JOHN  «,  BtBPHIS 
APPLEGATE.  BlLLlAB  HVObN,  “t“PHIS 
ARKIN.  CHAS  RICHARD,  “EBPHIS 

A««ES  JR.  rB  HERBERT.  “tBPHIS 

- ARBS,  DONALD  harm  “tBPnIS 
ARONOFF.  PHILIP  "ELVlN,  bebphIS 
ASA,  0 KEVIN,  R L BD  H I S 

* ASTF,  J BALCJLB,  BEBPHIS 
ATKINS,  LeLANO  LANGSTON,  BEBPHIS 
ATKINSON  III,  LDbARO,  BtBPHIi 
ATKINSON.  RICHARD  AGARO.  “EBPHIS 
ATwOlHi,  JUHN  wtSLEY,  bebPhIS 

atwoud.  sue  _,  Bt“pnis 

AUSTIN.  JUHN  LINuSAY,  "EBPHIS 

- AUSTIN,  STEVE  K,  “EBPHIS 
AwDFH,  “ahIk  r a “ I Z , bEBphIS 
AYCUCK  JK.  BlLLlAB  WALLACE,  BEBPHIS 
BABIN,  RILHARJ  r,  “EBPHIS 

BAILEY,  JA“fS  wfSLEY,  BtBPHis 

- bailey,  jdhn  r,  ke-phis 

* BAIRD,  JOHN  h“,  “EBPHIS 
BAKER,  IkyIN  t,  BEBPHIS 

- BAKER,  JUMN  «,  -EBPHIS 

* BAKFK,  JjS  F.  BEBPHIS 
BAKER,  BALCOLB  A,  ARLINGTON 
BAKHTIAN,  BITA'I,  “EBPHIS 
HALF,  GFU  FRANKLIN,  BE -PH  I S 
BALLENGEk,  R|  ID  P t TE  R L.  “tBPHIS 

- BALT/,  SA.DRA  b,  “EBPMli 
RANG,  HD  I JI.Nt,  GE°BANTUrN 

- BANKS,  DEnny,  Bt“pHI S 

* B A 0 0 c R . ROY  N,  BE “PH  IS 
BARKER,  GLD  LOVELACE,  “EBPhIS 

- BARKER,  RANDALL,  “E“PhIS 
BARNES,  GROVEK  r,  BFBPHIS 

- BARNES.  JO  A NI  L,  BFrpi-IS 

- BARNETT,  robin  E,  BEBPHIS 
BARR,  JABtS  f:  , BtBPHis 
BARRETT,  FREDERICK  F.  CUkOOVa 
BARTON,  RONALD  PATTERSON,  “EBPhIS 

- BARTUSCH,  SCOTT  L,  BEBPHIS 
BASKIN,  reed  Carl,  BtBPHis 

* BASSETT,  Gt'1  H,  IEbpmIS 
BATES,  RICHAk'j  GREENE,  CURDUVA 
BATTAILF,  JDSEPm  C.  BEBPHIS 
BATTAILE,  NAJIha,  bebPmIs 
BEALE,  HuwAkO  LEO,  “L“PHIS 
BtATUS  JR,  Bt  N J LOUIS,  Bt-PHIS 
BEATY  JR,  JA-tS  MAROLU.  bebphIS 
BEAVEP.  TtRlNfLL,  “EbPmIs 
BECKFORD.  NEAL  STANLEY,  BEBPhIS 

- BECTON,  -ILLIA“  r,  “EBPhIS 

- BELCHER  JR,  RICK,  “E“PH1S 
BELL,  STIviN  HUNTER,  bFbPHIS 
BELLUTT  JR.  ARTHUR  L,  “tBPHIS 

- BENSON  JR,  JABFS  F,  BEBPHIS 
SENTHALL.  CAROL.  bebphIS 

- BERNARD,  J RJSTY,  BEBPHIS 
BERNET,  wlLLI A“,  “E«PHIS 

BE  R TDK  I n I , TgLII  E,  “EBPhIS 
BtVILACOUA,  alO'J  RO“ANU,  “EBPhIS 
BICKS,  RIChArO  0,  “EBPHIS 
RIELSKIS  JR,  -ILLIAB  b,  BEBPHIS 
BIGGS,  JACK,  SDOTHAVtN,  “S 

» BILES  JF  , JAKES  I),  “EBPhIS 

BIRDSONG  JK,  t““ITT  S,  .BEBPHIS 
BISHOP.  Calvin  S,  “EbPhIS 

» BISSON.  WMEEtOCK  A,  BEBPHIS 

BLaCKbGLL  JR,  SABL  JUS.  .BEBPHIS 
BLACK-ELL,  Carolyn  FIsEr,  bebphIS 
dLAIR,  JOHN  RUDNEY,  “EBPhIS 

- BLALACK,  JEFFKtY  A,  BE“PHIS 
BLAND  jr,  basil  A,  BLBPhIS 

* BLAND,  Gt  0 R,  -EBPHIS 

* BLtECKEP,  PHILIP  B.  BEBPhIS 
3LDBEN,  HERHlrT,  BFBPHIS 
8LU“tNFELU.  HARRY  BEkNAKD,  BEBPHIS 
BLYTHE  III,  JUS  ALFREO,  BEBPHIS 
3UALS  III,  JOS  CALLDraY,  “EBPHIS 
BOALS,  JABtS  w“,  GERBANTObN 

BOBO,  ROtT  ThiI-PSON,  “EBPHIS 
BUEHB,  RIJBERT  b,  BEBPHIS 

* BOONE,  HOWARD  A,  “EBPHIS 

BOONE,  JABFS  E,  BE “P  Hi S 
BOONE,  THIPAVAN,  “FHPHIS 
BOSTON,  BARRY,  BEBPHIS 
BOSbELL,  JA“tS  LIONEL,  Bt“PHlS 
BOSWELL,  RICHARD  LEE,  “tBPHIS 
BUULDEN , THD"AS  F,  MEMPHIS 

* BOULOIN,  BARY  E,  CLAKKSUALE,  “S 

BOUPLANO  JR,  ROBT  LEON,  REBPhIS 


HOURLAND,  RB  LANDtSS,  “EBPHlb 
« BJrFR.-AN,  EAkl  p,  “tBPHIS 

BOYD  JR,  ALLEN  STREET,  BEBPHIS 

- BOYD,  DANIEL,  BfcBPHIS 
BRADY,  BOYER  B,  “E“PhIS 
BRADY,  “ICHAEL  RATSOn,  BtBPHis 

- BrA“LETT,  CHUCK,  BEBPHIS 

- BRANDtNHURG,  OEBkA  a,  BtBPHis 
BRANTLEY,  J HAYS,  “FbPhIS 

* BRAUN,  WINSTON,  "F-PhIS 

- BRAXTON,  CARLA  c,  “E “ Ph I S 
BREWER,  K BILmAEl,  BtBPHis 

* BRIDGES,  JABtS  T,  “EBPHIS 
BRITT,  LOUIS  G MONO.  bebphIS 
Britton,  ernlst  l,  bebphis 

HRONSTF I N,  "JURY  w,  BE “pH  I S 
BRONSTEIN,  BICHAEL  S,  “tBPHIS 
BROOKS,  GROW, , BEBPHIS 

- BROWDER , JOHN  FRANKLIN,  BEBPHIS 
brown,  Ann  Da  I L , “EbphIS 
brown,  Charles  h,  "Ebphis 
BRPwn,  japes  S,  -E-PnlS 

- BkOwN,  JFFFf^Y  B,  “Ebphis 
brunt,  chas  hal.  “E"Phis 
Bryant,  Ja “E  S w,  “F “ Ph i s 
BUCHALTFR,  KubT , “Ebphis 
BUCHIGNANI,  JOHN  SHEA,  BEBPHIS 
buchignam,  jus  anthuny,  “Ebphis 

- 3'JCK  II.  JABES  K,  -ebphis 

- BUCKAL00,  JEkROLO,  bebphis 

BUCKLEY  J k , BA0ISON  H,  BtBPHlS 
BUKfJwSKI,  ELAINE  BARIE,  PROSPECT,  KY 
BULLOCK,  P A “ t L A STEPHtNS,  BEBPHIS 
BURKE,  LAkRY  0,  "EbPhIS 
burklE  III,  GEO  henry  , gerbantuwn 

BJRNETT,  LHAkLES  ROLAND,  “EBPHIS 

- BJRNS  JR,  ELJkIDCE  G,  “EbPhIS 
BURNS,  TINA  KIEFER.  BEbphIS 

- burton,  “ark  nathan,  bebphis 
BURTON,  wlLLI a “ OUEP,  “Ebphis 
BUSBY,  “ICky  L.  BE“PHIS 

BUTLtR.  DUROTur  Ann  HICkS,  BtBPHIS 
BUTLER.  KICHAKU  bason,  bebphis 
BUXTON.  BeFTkA"  h,  “EBPhIS 
CAFFFY,  SheD  H,  bfrPbIS 
CALANORUCC  ID,  ROCCO  a,  bebphis 
CALDWELL.  EOwaRO  PRICHARD,  BEBPhIS 

- Callahan,  barky  S,  “EbPhIS 
CALLIhan,  Thj-as  RALPH,  BEBPhIS 
CALLISON,  "ASTON  K,  BEBPMIS 
CABACH0,  ALVRD  BANUFL,  BEBPHIS 

» CABPRELL.  EOnARD  G,  BEBPHIS 

Canale,  dee  jabes,  bemphis 
Canale.  SlUktA  TERRANCE,  BEBPHIS 
CANCIO.  C'JNSOLACION  v,  BE“PhIS 

* CANNON,  BLAND  bIlSON,  BEBPHIS 
CANTRELL,  JOHN  EARL,  “EBPHIS 
CAPF,  CHAS  ALBERT,  HebPhIS 

* CARA  JR,  OO-INIC  JOS,  BEBPHIS 

* CARAOINF  JR,  ROBT  SIDNFY,  BEBPHIS 
CARNESALE,  PETER  GUYOON,  BEBPHIS 

- CARPENTER,  LINDA,  “EBPHIS 

- CARR,  RUTH,  “E-PHIS 

* CARROLL,  OAVIO  S,  "EBPHIS 
CARPULL.,  jn  A N BARBARA,  BEBPHIS 

- CARROLL , BARK  B , “EBPHIS 

* CaRRuTHEkS  JK,  DANL  F,  BEBPHIS 

* CARTER  JR,  LOUIS  L,  BEBPHIS 
CARTER.  HELYIA,  BEBPHIS 

* CARTER,  HARVEY  WALLACE,  BEBPHIS 
CARTER,  JABES  ROLAND,  BEBPHIS 

- CARTER,  LEE  B , Bb-PHIS 

» CARTER,  LOUIS  L,  “EBPHIS 

- carter,  Paul  b,  bebphis 

- CARVER.  “ARK  E,  KE“PHlS 
CASHION,  ERNEST  L.  GERBANTObN 
C A S I N I , BICHAEL  PETER,  BEBPHIS 
CaSTELLAb,  bark  ALLAN,  BEBPHIS 
CHA“BERLIN,  BARBARA,  BEBPHIS 

- CHAP-AN,  GERALD  TUOO.  FAYETTEVILLE 
CHAPPELL,  FEnwICK  w,  “EbPHIS 

Charles,  steve,  me-phis 

CHAUHAN,  DINESH  N,  GERBANTObN 
CHE  AT  HA “ , CHARLES  P,  GEkBANTUBN 
CHEEK,  RICHAkU  CALVIN,  Bh“PHlS 

- CHFEVER.  BRYAN  0,  ALIABUNTE  SPG,  EL 
CHESNEY,  larolyn  B,  bebphis 
CHILDRESS  JR,  LORENZO,  BEBPhIS 
CHILDRESS.  RUBBEL  GABRIEL,  BEBPHIS 
CHISOLB,  JOHN  COBEEN,  BEBPHIS 
CHRISTOPHER,  ROBT  PAUL,  BEBPnIS 
CHUANg,  HOWARD  J,  bebphis 

CICAtA,  RUCFk  STEPHEN,  BE “Ph I S 
CLARENOON,  COLIN  C 0,  BEBPHIS 
CLARK  JR,  DwIGHT  wITT,  BEBPHIS 

- CLARK  JR,  JACK  C,  “EBPHIS 

* CLARK,  GLENN  BARSH,  BEBPHIS 

- Clark,  Jennifer  oiane,  bebphis 

- CLARK,  SThVEN  T,  ATLANTA,  GA 
« CLARKE.  CHAS  L,  BEBPHIS 

CLEBQNS,  BARk  P,  BFBPHIS 

- CLOGSTON,  CHARLES  W,  “EBPHIS 
COCKE  JR,  EDwIN  b,  BtBPHIS 
COCKKOFT,  ROBT  LAWRENCE,  BEBPHIS 
COHEN,  LAwRENCE  LOUIS,  BEBPHIS 

* CUHEN , BURRIS  0,  BEBPHIS 
COLE  III,  WILLIAB  L,  BEBPHIS 
COLE  JR,  F HABWDNU,  BE»PHlS 


DECEMBER,  1988 


769 


- COLt,  CINDY,  MEMPHIS 

COLE,  FRANCIS  HAMMOND,  MEMPHIS 
COLE,  FREDERICK  L,  GERMANTOWN 
COLEMAN  JR,  SIDNET  A,  MEMPHIS 

- COLLIER,  ROBERT  C,  MEMPHIS 

- COLLIER,  SUZANNE  C,  MEMPHIS 

♦ COLLINS,  BLAINE  C,  MEMPHIS 
COLLINS,  FRANK  H,  MEMPHIS 

* COLLINS,  JAMES  H,  MEMPHIS 

- COMPTON,  RAYMONO  P.  MEMPHIS 
CONRAD,  LYNN  WILSON,  MEMPHIS 
CONWAY,  JOHN  PATRICK,  MEMPHIS 
COOK,  WILLIAM  KEARNEY,  MEMPHIS 
COOPER,  CHARLIE  WALTER,  MEMPHIS 

- COOPER,  RAYMONO  LEBRON,  RINGGOLD,  GA 
COORS,  GEO  A,  MEMPHIS 

COPELAND,  GEO  D,  MEMPHIS 
CORLEY,  GLENNA  J,  TUSCOLA,  IL 
CORNELIUS,  LELANU  RAEBURN,  SOUTHAVEN, 
COUCH  SR,  CHARLES  E,  MEMPHIS 

- COUNCE,  MICHAEL  FORBES,  MEMPHIS 
COURINGTON,  DORIS  PAYNE,  MEMPHIS 
COWAN  JR,  GEORGE  S M,  MEMPHIS 
COWLES,  STEFAN  JOSEPH,  MEMPHIS 
COX  III,  SAM  J,  MEMPHIS 

COX,  CLAIR  EDWARD,  MEMPHIS 

- COZART,  DAVID,  MEMPHIS 

- CRANE,  PATRICIA  G,  MEMPHIS 
CRAVEN,  RUFUS  EDGAR,  MEMPHIS 
CRAWFORD,  JOHN  0 , COLLIERVILLE 
CRAWFORO,  LLOYO  V,  MEMPHIS 
CRENSHAW  JR,  ANDREW  H,  MEMPHIS 
CRENSHAW,  ANDREW  HOYT,  MEMPHIS 

crfson  jr,  Thomas  k,  Memphis 

CREWS,  JOHN  r.  MEMPHIS 
CRISLER  JR,  HERMAN  A,  MEMPHIS 

- CRISLER,  CRISTA  L,  MEMPHIS 
CROCKARELL,  JOHN  REAMS,  MEMPHIS 

- CROCKER,  JOHN  D,  MEMPHIS 

♦ CROCKETT  JR,  ROBT  N,  MEMPHIS 
CROSBY,  VIRGIL  GLENN,  MEMPHIS 

- CROSS,  JAMES  M,  MEMPHIS 

- CROUCH,  SUSAN  F,  MEMPHIS 
CROWN,  LOREN  ARTHUR,  MEMPHIS 
CRUPIE,  JOS  E,  MEMPHIS 
CRUTCHER,  NANCY,  MEMHIS 
CUMMINGS,  JOHN  M,  MEMPHIS 

♦ CUMMINS,  ALVIN  JUS,  MEMPHIS 
CUNNINGHAM,  DAVID  LANE,  MEMPHIS 
CUNNINGHAM,  MARK  LANE,  MEMPHIS 
CURLE,  RAY  EUGENE,  MEMPHIS 
C'JRREY,  THUS  ARTHUR,  MEMPHIS 
CURTIS,  KAREN  LUUtLLA,  MEMPHIS 
DANG,  LUU  HUY,  GERMANTOWN 
OANIELS  JR,  WILLIAM  WARD,  EADS 
DAUGHERTY,  DAVID  R,  CORDOVA 

OAV ID SON  III,  OR  I N L,  MEMPHIS 

- DAVIDSON,  WILLIAM  R,  MEMPHIS 
DAVIS  JR,  JESSF  THFO,  OXFORD,  MS 

- DAVIS,  DANIEL  A,  MEMPHIS 

DAVIS,  EDNA  M FITZJAKREL,  MEMPHIS 
DAVIS,  TIMOTHY  PHILLIP,  MEMPHIS 
DAWOUO,  SAMIR  RIAI),  MEMPHIS 
OE  MERE,  MC  CARTrtY,  MEMPHIS 

* DE  SAUSSUKE  JP,  R L,  MEMPHIS 

OE  SHAZO,  MIChAEL  HENRY,  MEMPHIS 
DEATON,  WM  JERRY,  MEMPHIi 
DEFRANCO,  JOSEPH  A,  MEMPHIS 

- DEIOIKFR,  RUSSELL,  MEMPHIS 

- OELFON,  DENNIS  M,  MEMPHIS 
OELK , SAM,  MEMPHIS 

DELLINGER  JR,  HUBtRT  L,  MEMPHIS 
DEMPSEY,  BUCKLEY  KINARD,  GERMANTUWN 
DEMPSEY,  THOMAS  JACKSON,  MEMPHIS 

- DENTON  JR,  RANDY  L,  MEMPHIS 

- OEPRIEST , MIKE,  MEMPHIS 
OEWANE,  JOSEPH  C,  MEMPHIS 
OEWEESE,  MELVIN  wAYNE,  MEMPHIS 
DIGAETANU,  DOLORES  MARIA,  MEMPHIS 

* DIGGS,  LEMUEL  WHITLEY,  CORDOVA 
DILAWARI,  RAZA  ALI,  MEMPHIS 

0 l RGHANG I , JAYANTA,  MEMPHIS 
OIRMEYER,  PHILLIP  HAYS,  MEMPHIS 
DISMUKE,  STEWART  EDwARDS,  MEMPHIS 
DISNEY,  JERE  MICHAEL,  MEMPHIS 

- DO,  ANN  N,  MEMPHIS 

^ DORSON,  JOHN  M,  MEMPHIS 
DUOD,  RICHARD  w,  MEMPHIS 
DUDGE,  HERBERT  SHURER I , MEMPHIS 

- DODSUN,  MARK  ANDREW.  MEMPHIS 
DONAHUE,  DAVID  J,  MEMPHIS 
DORIAN,  JUHN  BERNARD,  MEMPHIS 

* OUULING,  CHAS  VICTOR  E,  MEMPHIS 
DRAGUTSKY,  MICHAEL  STEVEN,  MEMPHIS 
DRAKE,  ARNOLD  MANNAS,  MEMPHIS 
DRENNING,  PAUL  THOMAS,  MEMPHIS 
DRERUP,  MICHAEL  L,  MEMPHIS 
DREWRY  JP,  RICHARD  D AN  L , MEMPHIS 

- DKINNEN,  JEFFREY  w,  JEFFERSON 

♦ DU  BARD,  HORTON  GEE,  MEMPHIS 
OUBERSTF IN,  LARRY  EDWIN,  MEMPHIS 
DUCKWORTH,  JOHN  KELLY,  MEMPHIS 
DUCKWORTH,  NANCY  C H,  MEMPHIS 
DUDLEY  JR,  THOMAS  HENRY,  MEMPHIS 
DUGDALE,  MARION,  MEMPHIS 
OUGGIRALA,  VIJAYA  L,  GERMANTUWN 
OUKF,  DON  OE  WINULE,  MEMPHIS 
DUKE,  ROBERT  AUBREY,  MEMPHIS 


- DUMA,  ELENA  M,  MEMPHIS 

- OUMA,  GREGORY  G,  MEMPHIS 
DUNAVANT  JR,  WM  DAVID,  MEMPHIS 

* DUNAVANT,  WM  DAVID,  MEMPHIS 
DUNAWAY,  DAN  ALEXANDER,  MEMPHIS 
DUNCAN,  JERALD  MARK,  MEMPHIS 

- DUNCAN,  RICHARO,  MEMPHIS 
OUNCAN-COOY,  BARBARA  A,  MEMPHIS 
DURFEY,  JOHN  QUINCY,  MEMPHIS 

- OYSDN  JR,  JOHN  WILLIAM,  MEMPHIS 
EASON,  HAMEL  BOWEN,  MEMPHIS 
EASON,  LESLIE  EOMUNO,  MEMPHIS 
EASTMEAD,  OONALO  JOSEPH,  GERMANTOWN 
ECONOMIDES,  NICHOLAS- JOHN,  MEMPHIS 
EDMONSON,  ALLEN  S,  MEMPHIS 
EUWAROS , MARK  S.  MEMPHIS 
EDWARDS,  NEIL  B , MEMPHIS 

EGGERS,  FRANK  M,  MEMPHIS 
MS  EL-TORKY,  MAHMOOO  ALI,  MEMPHIS 

ELFERVIG,  JOHN  LARS,  MEMPHIS 

- ELIAS,  CAROLINE  K,  MEMPHIS 
ELLIOTT,  RODNEY  GORHMAN,  MEMPHIS 
ELLIS  JR,  JAMES  LEE.  MEMPHIS 

- ELLIS,  JACQUELINE.  MEMPHIS 
ELTORKY,  MAHMOUD,  MEMPHIS 
EMERSON,  UONALO  STEWART,  MEMPHIS 
EMMETT,  JUHN  ROY,  MEMPHIS 

- ENDSLEY,  JOHN,  CHATTANOUGA 
ENGELBERG,  JERRY,  MEMPHIS 
ENNIS,  PICHARU  LYN,  MEMPHIS 
ENSOR,  JAMES  K,  GERMANTUWN 

- ENT MAN,  HOWARD,  MEMPHIS 

* ERICKSON,  CYRUS  CUNRAU,  MEMPHIS 

* ETTFLUORF,  J N,  MEMPHIS 

V ETTMAN,  IRVING  KELSEY,  MEMPHIS 

- EVANS,  JEFFREY  A,  HUNTSVILLE,  AL 

* EVANS,  MILTON  LEE,  MEMPHIS 

* EVERETT  JR,  BENNETT  E,  MEMPHIS 

FABIAN,  TIMOTHY  CHARLES,  MEMPHIS 
FALYEY,  WILLIAM  DAVIS,  MEMPHIS 
FANCHER,  ..ILLIAM  El,  MEMPHIS 
FAOUIN,  CORNELL  CHAS,  MEMPHIS 
FARA,  LISA  F MEMPHIS 

Farley,  harold  g,  mfmphis 

* FAFRAR,  TURLEY,  MEMPHIS 
FARROW  JR,  C CREST  UN , MEMPHIS 

- FARROW,  ARLftN  C,  MEMPHIS 
FAULKNER,  WM  LAWKENCt,  MEMPHIS 
FEILD,  JAMES  RODNEY,  MFMPHIS 

* FtINSTFIN,  HAROLD,  MEMPHIS 
F-LKER.  RICHARO  tUWIN,  MEMPHIS 
FEPGUSUN.  JOHN  MITCHELL,  MEMPHIS 
FERRELL,  THAODFUS  HAGAN,  •'fAPHIS 
FIOLER  JR,  wr  JONAS,  MEMPHIS 
FINK,  ROBERT  DAVID,  MEMPHIS 
FIORANELLI,  RAYMONO  JAMES,  MtMPHIS 
FISHER  JR,  JDSFPH  N,  MEMPHIS 

* FISHFR,  DA  NL  F,  MEMPHIS 
FISHER,  RUBT  MOORE,  MEMPHIS 
FITCH,  SARAH  JEAN,  MEMPHIS 
FLANAGAN,  JAMES  HARRY,  MEMPHIS 
FLANAGAN,  WILLIAM  H,  MEMPHIS 
FLANARY,  JAMfS  S,  COLLIERVILLE 

- FLFENOR,  J D,  MEMPHIS 

Fleming,  irvin  ourant,  Memphis 

FLEMING,  JA"f$  CHRISTIAN,  -tMPHIS 

- FLEMING,  JASON,  MEMPHIS 

FLE  “ I NG  , JULIAN  I.LENN,  MEMPHIS 
FLINN  JR,  GEI)  SHEA,  MEMPHIS 
flinn,  carl  f.hwIn,  Memphis 

FLORENOO,  NOtL  TAUIAk,  MEMPHIS 
FLOWERS,  WM  PARKS,  MEMPHIS 
FONER,  MAX,  MEMPHIS 
FONG,  TERRY,  GERMANTOWN 

- FOPOPUULOS,  JUHN  E,  MEMPHIS 
FORTUNE,  JAMES  FVERCTT,  MEMPHIS 
FOUNTAIN  Jk,  FRANCIS  F,  MEMPHIS 
FOWLER,  TUMMY  S,  •'EMPHIS 

- FRAGETTA,  JAMES  E,  MEMPHIS 
FRANCIS  JR,  HUGH,  MEMPHIS 
FRANCISCO,  JERRY  THUS,  MEMPHIS 
FRANKLIN,  FOGAR  R , MEMPHIS 

- FRANKLIN,  EOwARO  ARTHUR,  MEMPHIS 
FKANKUM,  CHAS  EUGENE,  MEMPHIS 
FRFFMAN,  BARNEY  LYNN,  MEMPHIS 

- FREEMAN,  JAMES,  MEMPHIS 
FREEMAN,  JERKE  MINOR,  MEMPHIS 

* FRENCH,  WM  E,  OLIVF  BRANCH,  MS 
FRIEDMAN,  HARRY,  MEMPHIS 

* FUSTF.  RICARDO  R,  KEY  BISCAYNE.  FL 
FUTRELL,  THOMAS  WALTER.  MEMPHIS 

* GADBERPY,  EUGENE  WARNER,  MEMPHIS 
GAILLARD,  THAOOEUS  B,  MEMPHIS 
GAINES.  KtNNETH  J.  MEMPHIS 

* GAL  I NOE  Z , TELMO,  I1LIYE  BRANCH,  MS 
GALYEAN,  JAMES  k,  MEMPHIS 
GALYON,  JAMES  THEODORE,  MEMPHIS 
GAMMILL.  STEPHEN  LANE,  MEMPHIS 
GANT,  LINDA  L,  MEMPHIS 

GA  R B AR  INI  JR,  JOS  C,  MEMPHIS 
GARDNER  JR,  LAWRENCE  G,  MEMPHIS 
GARDNER,  JOHN  HAKVEY,  MEMPHIS 

- GARDNER,  KATHY,  MEMPHIS 
GARRETT  JK . HARVEY  E,  MtMPHIS 
GARRETT,  HARVEY  E,  MEMPHIS 
GARRETT,  RICHARD  HENRY,  MEMPHIS 
GAYANT,  MORRIS  LEONARD,  MEMPHIS 

* GAY,  JAMtS  R,  LAKEWOOD,  PA 


GAYOEN,  JUHN  0.  MEMPHIS 
GEHI , MOHAN  M,  MEMPHIS 

* GEHORSAM,  ELSHETH,  MEMPHIS 
GELFAND,  MICHAEL  S,  MEMPHIS 
GEORGE,  JAMES  w,  MEMPHIS 
GEORGE,  LEWIS  WATSON,  MtMPHIS 
GEORGE,  MORRIS,  ME"PHIS 
GEORGE,  WILBURN  E,  MEMPHIS 
GERALD,  BARRY  ELMO,  MEMPHIS 
GESHKE,  TERRENCE  EOWARO,  MEMPHIS 
GETTELFINGER,  THOMAS  C,  MEMPHIS 
GHIDONI,  JOHN  JOSEPH,  MEMPHIS 

- GIGER,  JERRI  L,  MEMPHIS 
GILLESPIE,  CHRIS  L,  CORUOVA 
GILLULY,  JOHN  JOS,  MEMPHIS 

* GINN,  BOBBY  H,  MEMPHIS 
GIPSON,  STEPHEN  LAVON,  MEMPHIS 

* GISH,  GEU  EDWARD,  MEMPHIS 
GIVENS,  JAMES  ROBT,  MEMPHIS 
GLAZEk,  LOUIS,  MEMPHIS 
GLOTZBACH,  RAYMOND  E,  MEMPHIS 

- GOOOARO,  JOHN  E,  MEMPHIS 
GOOSEY,  WM  COLE,  MEMPHIS 

GO K TURK , TURGUT  KEMAL,  MEMPHIS 
COLD,  RObhRT  E,  MEMPHIS 

* GOLDBERG,  FRED  A,  MEMPHIS 
GOLDEN,  GERALD  S,  MEMPHIS 
GOLOHAMMEK,  PHILLIP,  MEMPHIS 
GOLDIN.  MELVIN  LESTER,  MEMPHIS 
GOOCH,  JERRY  BURTON,  MEMPHIS 
GOODMAN  JK,  THOMAS  F,  MEMPHIS 
GOODMAN,  JACK  A,  MEMPHIS 
GUODMAN,  KALPH  C,  MEMPHIS 
GORDON,  TlMflTHY  EOWARO,  MEMPHIS 
GORLINE,  WILLIAM  JAMES,  MEMPHIS 
GOTTEN  JR,  NICHOLAS,  MEMPHIS 

* GOTTEN,  HENRY  BRAGG,  MtMPHIS 

* GOTTEN,  NICHOLAS.  MtMPHIS 
GOURLEY,  K OH  T OUNSEITH,  MEMPHIS 

- GRABOVAC,  RENA  T,  MEMPHIS 
GRAGG,  G » I NS  TON , MtMPHIS 

* GRAGG,  WILFORO  H,  MEMPHIS 
GRATZ  JR,  JOHN  FISHER,  MEMPHIS 
GRAVES  JR,  LESTER  R,  MEMPHIS 
GREEN  JR,  JAMtS  BUTLER.  MEMPHIS 

- GREEN,  CHkISTUPHER  B,  MEMPHIS 
GREFN,  PHILLIP  EOwARO,  MEMPHIS 
GRFENWELL,  TrlUMAS  0,  MEMPHIS 

- GREIG,  THUMAS  WEST,  MEMPHIS 
GRIFFIN,  OANItL  EUGENE,  MEMPHIS 
GRISE,  JERRY  WADE.  MEMPHIS 
GkOBMYFR  III,  ALBERT  JOS,  MEMPHIS 

* GROBMYER  JR,  ALBERT  JOS,  MEMPHIS 
GROGAN  JR.  FREO  T,  "tMPHIS 
GROSS,  CHAS  WAYNE,  MEMPHIS 
GROSSMAN,  RONALD  K,  MEMPHIS 

- GUIOI,  JOHN  F,  MEMPHIS 

- GUNN,  LAURA,  MEMPHIS 

* HAIMSOHN,  JAMES  S,  MEMPHIS 
HALFUkD  III,  HOLLIS  H,  MEMPHIS 
HALFORO  JR,  HOLLIS  H,  MtMPHIS 
HALFORD.  JACK  RICHARO,  MEMPHIS 
HALL,  JAMES  CORFR,  MEMPHIS 

- HALL,  JEFFREY,  MEMPHIS 

HALL.  JOHNNIt  CAMERON,  MEMPHIS 

- HALL,  STEVEN  F,  MEMPHIS 

* HALL,  SYLVIA  A,  MEMPHIS 

* HALL,  VONHIE  AkTESIA,  MEMPHIS 

* HALLE,  MARGARET  J A,  MEMPHIS 

- HALPERN,  JEFF,  MEMPHIS 
HAMILTON,  EMILY  THOMAS,  MEMPHIS 
HAMILTON,  RALPH  E,  MEMPHIS 
HAMILTON,  RALPH  S,  MtMPhlS 
HAMILTON,  WM  IHOS,  MEMPHIS 
HAMLETT  III,  JAMES  M,  MtMPHIS 
HAMMQNO.  MARK,  GERMANTOWN 

* HAMSHER,  JOHN  B,  MEMPHIS 
HANOORF,  CHARLES  RUSSELL,  MEMPHIS 
HANISSIAN,  Aram  S.  MtMPHIS 
HARDEMAN,  STtPHFN  WALTER,  MEMPHIS 
HARDY,  F ULIVck,  MEMPHIS 

* HARELL,  MO  SHF,  MEMPHIS 
HARRELL,  ETHtL  ASHTON,  MEMPHIS 
HARRINGTON,  OSCAR  B,  MEMPHIS 
HARRIS.  BUFORO  TERRELL,  MEMPHIS 
HARRIS.  JOHN  JOEL.  MEMPHIS 
HARTNESS,  WILLIAM  OWEN,  MEMPHIS 

* HARWELL  JR,  CARL  M,  MEMPHIS 
HASEN  JR,  HOWARD  B,  MEMPHIS 
HASEN,  HOwARU  B,  MEMPHIS 
HATCH  JR,  FRtO  E,  MEMPHIS 
HAWKES,  ALFRED  KENNETH,  MEMPHIS 

* HAWKES,  C OCIUGLAS.  MARCO,  FL 

* HAWKES,  JEAN  MURRAY,  MARCO  ISLAND. 

- HAWKINS,  ANDREW  F,  MEMPHIS 
HAY,  CYRIL  LtON,  MFMPHIS 

- HAYES,  PANSY,  MEMPHIS 
HAYES,  WM  TIMOTHY,  MEMPHIS 
HAYKAL.  RADWAN  F,  MEMPHIS 
HAYS,  RACHAEL  ANN,  ARLINGTON 
HEAD,  THOMAS  GLENN.  MEMPHIS 

- HEADRICK.  ROB,  MEMPHIS 
HELLMAN,  MICHAEL  0,  MEMPHIS 
HELTON,  STEPHEN  LANE,  CORDOVA 
HENARO,  DONALD  CLAUOE,  MEMPHIS 
HENDRIX  JR,  JAMES  H,  MEMPHIS 
HENRY,  LOUIF  C,  MEMPHIS 
HERNDON  JR,  BRUCE  WAYNE,  MEMPHIS 
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HERRERA.  FERNANDO  4 , MEMPHIS 
HIATT,  ROGER  LEW,  MEMPHIS 
HICKERSON,  WILLIAM  L,  MEMPHIS 
HICKEY  JR,  HUMER  DAVID,  MEMPHIS 
HIGDON,  DENNIS  ALAN,  MEMPHIS 
HIGGINBOTHAM,  THOS  WAYNE,  MEMPHIS 
HILL,  FONTAINE  S,  MEMPHIS 

♦ HILL,  JAMES  MARK,  MEMPHIS 
HILL,  JOHN  ROY,  MEMPHIS 
HILSENBECK  JR,  JOHN  ROBERT,  MEMPHIS 
HINES  III,  ELBERT  F,  MEMPHIS 
HINES,  LEONARD  HARVEY,  MEMPHIS 
HIXSON,  SHERMAN  0,  MEMPHIS 
HODGES,  JOHN  MC  IVER,  MEMPHIS 
HOFFMAN  JK,  WALTER  K,  MEMPHIS 

- HOLACK,  ELENA  H,  MEMPHIS 
HOLCOMB,  RANOALL  L,  MEMPHIS 
HOLLABAUGH,  ROOT  STERLING,  MEMPHIS 
HOLLAND,  NANCY  ELIZABETH,  MEMPHIS 
HOLLIDAY,  THOS  LINTON,  MEMPHIS 
HOLLIS,  DAVID  0,  MEMPHIS 
HOLLOWAY  JR,  DAVID  HOYT,  MEMPHIS 

♦ HOLMES,  JAMES  ELMORE,  MEMPHIS 
HOLMES,  JOHN  PIERCE,  MEMPHIS 
HOLMES,  PERRY  OON,  MEMPHIS 
HOLT,  HUEY  THOS,  MEMPHIS 
HOOO , STEPHEN  THOS,  MEMPHIS 
HOPKINS,  JACK  T,  MEMPHIS 

- HOPPER,  J BRAIN,  MEMPHIS 
HORNE,  ARTHUR  E,  MEMPHIS 
HORTUN,  GLENN  EOwARD,  MEMPHIS 

♦ HOTCHKISS,  HUBERT  LEECH,  BRENTWUOD 

♦ HOUSHOLDER,  CHAS  H,  MEMPHIS 

♦ HOUSTON,  JOHN  L,  MEMPHIS 
HOWARD,  RUSSELL  E,  MEMPHIS 
HOWSER,  JUHN  PATTON,  MEMPHIS 
HUANG,  SHANG  PO,  MEMPHIS 
HUBBARD,  RONALD  EUGENE,  MEMPHIS 

- HUODLESTON,  BARTON  WEST,  MEMPHIS 
HUDSON,  JOS  STALM,  MEMPHIS 

- HUFF,  MARY  M,  MEMPHIS 
HUFFMAN,  JOHN  DAVIO,  MEMPHIS 

♦ HUGHES  JR,  FELIX  A,  MEMPHIS 
HUGHES,  ALLEN  HOLT,  MEMPHIS 

- HUGHES,  CHRISTOPHER  B,  MEMPHIS 

♦ HUGHES,  JAMES  GILLIAM,  MEMPHIS 

♦ HUGHES,  JUHN  DAVIS,  MEMPHIS 

♦ HUGHES,  MAX,  MEMPHIS 
HUGHES,  ROBT  RULE,  MEMPHIS 
HUCHES,  THOMAS  ARTHUR,  MEMPHIS 
HUGHEY,  JOHN  R,  MEMPHIS 
HUMMEL,  JUHN  VERNON,  GERMANTOWN 
HUMPHREYS,  ROBERT  A,  MEMPHIS 

- HUNLEY,  TRACY  EARL,  MEMPHIS 
HUNT,  JAMES  CALVIN,  MEMPHIS 
HUNTER,  SA  ML  E,  MEMPHIS 
HUTCHINS,  CHAS  EDWARD,  MEMPHIS 
HUTCHINS, ^LINDA  FAYE  L,  MEMPHIS 
IACOBELlT,  JOAN  WEBER,  COROUVA 

♦ I JAMS , JOE  HARTLEY,  MEMPHIS 
ILA9ACA,  PATRICIO  A,  MEMPHIS 

♦ INGRAM,  ALVIN  JOHN,  MEMPHIS 
JAHBOUR , C EUGENE,  MEMPHIS 
JABBOUR,  J T,  MEMPHIS 
JACKSON,  ROBERT  LEWIS,  MEMPHIS 
JACKSON,  THOS  M,  MEMPHIS 
JACOBS,  ARTHUR  ELLIOTT,  MEMPHIS 
JALLEPALLI,  PANDURANGA,  MEMPHIS 
JAMES,  HAL  PEARSON,  MEMPHIS 
JARRED,  LOIS  KATHERINE,  HEMPHIS- 
JARRETT  JR,  CHAS  LESLIE,  MEMPHIS 
JAUCHLER,  GERARD  W,  MEMPHIS 

JE  AN— P I ERR  E , ANTOINE,  MEMPHIS 
JENKINS,  GEORGE  W,  MEMPHIS 
JENKINS,  JON  CALVIN,  MEMPHIS 
JENNINGS,  DAVIO  KEITH,  MEMPHIS 
JERKINS,  GERALD  RAY,  MEMPHIS 
JEROME,  ANTHONY  PAUL,  MEMPHIS 

- JOBE,  JOHN  S,  MEMPHIS 
JOE,  PENN  QUORK,  CORDOVA 
JOHNSON,  JAMES  GIBB,  MEMPHIS 
JOHNSON,  JANET  K,  CDROOVA 

JOHNSON,  JOHN  WILCOX,  SPARTANBURG,  SC 

- JOHNSON,  KIMBERLY  M,  MEMPHIS 
JOHNSON,  LARRY  HOLLIDAY,  MEMPHIS 
JOHNSON,  RONALD  JACKSON,  MEMPHIS 
JONES  JR,  SIDNEY  D,  MEMPHIS 
JONES,  JOE  PAUL,  MEMPHIS 
JONES,  R LU8Y , MEMPHIS 

JONES,  ROBT  RILEY,  MEMPHIS 
JONES,  WESLEY  EARL,  MEMPHIS 
JORDAN,  OAKLEY  C,  MEMPHIS 

- JOUDEH,  MAAN,  MEMPHIS 

- JUDGE,  DAVID  ALLAN,  MEMPHIS 

♦ JULICH,  ARTHUR  WILSON,  MEMPHIS 
JUSTIS,  E JEFF,  MEMPHIS 

KAHN,  SHERMAN  ELLIOT,  MEMPHIS 
KANDALAFT,  VICTORIA  A,  MEMPHIS 
KANG,  ANDREW  HO,  MEMPHIS 
KAPLAN,  EDWARO  STEVEN,  MEMPHIS 
KAPLAN,  JERRY,  MEMPHIS 
KAPLAN,  ROfiT  JOEL,  MEMPHIS 
KAPLAN,  STANLEY  BARUCH,  MEMPHIS 
KAPUR,  HAR I S,  MEMPHIS 
KASSEES  WAHID,  LA  I LA,  MEMPHIS 

♦ KASSELBERG,  LYMAN  A,  MEMPHIS 

- KATO,  DANIEL  T,  MEMPHIS 

- KATZ,  PAUL  JAY,  MEMPHIS 


KAUFMAN,  SETH  IAN,  MEMPHIS 
KAVANAGH,  KEVIN  T,  MEMPHIS 
KELLER“ANN,  ARTHUR  L,  MEMPHIS 
KELLETT.  GARY  LEON,  MEMPHIS 
KELLEY,  BOBBY  JERALD,  MEMPHIS 

* KELLY,  ERNEST  GEO,  MEMPHIS 
KELLY,  RICHARD  T,  MEMPHIS 
KENDRICK  JR,  w T LL I A M RILEY,  MEMPHIS 
KERLAN,  ROBT  ASHLEY,  MEMPHIS 

* KESSLER,  HENRY  G,  MEMPHIS 
KHANOEKAR,  ALIM,  MEMPHIS 
KHANDEKAR,  SUPHIA  HAUUE.  MEMPHIS 
KHURI,  RADWAN  R , MEMPHIS 
KIEFER,  PATSY  R,  MEMPHIS 
KILEOJIAN,  VARTKES,  MEMPHIS 

- KILLEFFFR,  JAMES  A,  MEMPHIS 
KIMBALL,  NUAH  BRAOEN,  MEMPHIS 
KIMZEY,  GARY,  MEM  QH I S 

KING,  BILLY  W,  MILLINGTON 

* KING,  CHAS  MACK,  MEMPHIS 
KING,  FRED  ERNEST,  MEMPHIS 

* KING,  JOHN  C,  MEMPHIS 
KING,  PAUL,  MEMPHIS 

KING,  TRUMAN  FRANKLIN,  MEMPHIS 
KING,  WILLIAM  SCOTT,  MEMPHIS 
KINGTON,  JOHN  MICHAEL,  MEMPHIS 
KINNARO,  JENNIFER  J,  MEMPHIS 
KIRKPATRICK,  ROBT  DEAN,  MEMPHIS 
KISABETH,  ROBERT  M,  MEMPHIS 
KISBER,  RICHARD  H,  MEMPHIS 
KITABCHI,  ABBAS  EUBAL,  MEMPHIS 
KLINE,  ROBT  PAUL,  MEMPHIS 

* KLOTZ,  WM  F,  MEMPHIS 
KNIGHT,  WILLIAM  H,  MEMPHIS 
KNOTT,  DAVID  HOWARD,  MEMPHIS 

- KNOWLTON,  SARAH,  MFMPHIS 
KNOX,  ROBT  L,  MEMPHIS 
KOJA,  ABED  A,  MEMPHIS 
KOLFYNI,  ASGHAR,  MEMPHIS 

* KOONCE,  MARSHALL  LYNN,  MEMPHIS 

* KUSSMANN,  CHAS  E,  MEMPHIS 

* KRAUS,  ALFRED  PAUL,  MEMPHIS 
KRAUS,  GORDON  JEROME,  MEMPHIS 
KRAUS,  MELVIN  M,  MEMPHIS 
KRAUS,  ROBFRT  M,  MEMPHIS 
KRETH,  TIMOTHY  KERWIN,  MEMPHIS 
KRISLF  JR,  JOE  RICHARD,  MEMPHIS 
KROETZ,  FRANK  WM,  MEMPHIS 
KRONE N8ERG,  JOEL  I,  MEMPHIS 
KULP,  ROY,  MEMPHIS 

* KUYKENDALL  JR,  NATHANIEL,  MEMPHIS 

* KUYKENDALL,  CARY  M,  MEMPHIS 

- KY,  HENRY,  GERMANTOWN 
KYLE,  JOS  WARREN,  MEMPHIS 

- LACKEY  JR,  H LEBRo'n,  MEMPHIS 
LAMAR  JR,  LUCIUS  M,  MEMPHIS 

- LAMAR,  BRANNON,  MEMPHIS 
LAND,  MACK  A,  MEMPHIS 

* LANDSEE,  CARL  GEO,  MILLINGTON 
LANDY,  STEPHEN  HALL,  MEMPHIS 
LANGFORD  JR,  C THOMAS,  MEMPHIS 
LANGSDON,  PHILLIP  ROYAL,  MEMPHIS 
LANKFORO,  WM  ALEXANDER,  MEMPHIS 
LARA,  WILLIAM  KEITH,  MEMPHIS 
LARIMER,  PERKY  JAMES,  MEMPHIS 
LARKIN,  CHARLES  NEWTON,  MEMPHIS 
LASTER  JR,  ROBT  EUGENE,  MEMPHIS 
LATHRAM  JR,  MARVIN  W,  MEMPHIS 
LAUGHLIN  JR,  ALBERT  E,  MEMPHIS 

* LAUGHLIN  SR,  ALBERT  E,  MEMPHIS 
LAVELLE  JR,  HERMAN  G,  MEMPHIS 
LAVELLE,  DAVID  G,  MEMPHIS 

- LAWHORN,  DAVID  WOOD,  CHATTANOOGA 
LAWRENCE,  JESSE  ALVAH,  MEMPHIS 
LAWSON,  ROBT  EOWARD,  MEMPHIS 
LAWSON,  RUNALO  0,  MEMPHIS 
LAZAR,  EOwARD  HARRY,  MEMPHIS 
LAZAk,  RANDE  H,  MEMPHIS 
LEBOVITZ,  M A,  MEMPHIS 

LEE,  LING  HONG,  MEMPHIS 
LEE,  SIONEY  REAVES,  MEMPHIS 

* LEFKOVITS,  AARON  M,  DEERFIELD  BEACH,  FL 
LEMMI,  HELIO,  MEMPHIS 

LEUNG,  PICHARO  K F,  MEMPHIS 
LEVENTHAL,  MARVIN  R,  MEMPHIS 
LEVINSON,  MICHAEL  JAY,  MEMPHIS 
LEVITCH,  MEL V YN  A8R4HAM,  MEMPHIS 
LEVY,  JOE  S,  MEMPHIS 

- LEWIS,  J AC  OUE  LINE  A,  MEMPHIS 
LEWIS,  MYRON,  MEMPHIS 

* LEWIS,  PHILIP  M,  MEMPHIS 

L I EBER  MAN,  GERALD  J,  MEMPHIS 
LIEBERMAN,  PHILLIP  LOUIS,  MEMPHIS 
LIGHT,  WILLIAM  HARRY,  GERMANTOWN 
LINDER,  HILARY  FRANCIS,  MEMPHIS 
LINOERMUTH,  JUHN  R,  MEMPHIS 
LING,  FRANK  W,  MEMPHIS 

* LIPSCOMB,  ALYS  H,  MEMPHIS 
LIPSEY,  GEO  GARTLEY,  MEMPHIS 
LITCH  JR,  MELVIN,  MEMPHIS 
LITTLE  JR,  WILLIAM  R,  MEMPHIS 

- LITTLEJOHN  JR,  JIMMY  R,  MEMPHIS 

* LIVERMORE  JR,  GEU  R,  MEMPHIS 

* LOCKWOOO  JR,  DUDLEY  G,  HERNANOO,  MS 

* LONG,  CHAS  EDWARD,  MEMPHIS 
LONG,  DIANE  M,  MEMPHIS 
LONG,  THOMAS  E,  MEMPHIS 
LONG,  WILLIAM  E,  MEMPHIS 


LOUGHEEO,  JOS  C,  MEMPHIS 
LOVE,  VARNA  MAE  PEYTON,  MEMPHIS 

♦ LOVE JOY » GEO  S,  MEMPHIS 

- LOVFLACE  JR,  JFRRY  LEE,  MEMPHIS 
LOVELESS,  SCOTT  BARCLAY,  MEMPHIS 
LOVING,  MARTHA  A,  MEMPHIS 
LUNCEFORO,  TRAVIS  E,  MEMPHIS 

- LUNGU , ADRIANA,  MEMPHIS 
LUTHER.  ROBT  WAYNE,  MEMPHIS 

- LYELL,  REGGIE,  MEMPHIS 
LYNCH,  MICHAEL  HARDY,  MEMPHIS 
LYNCH,  PENNY  BETH,  MEMPHIS 

- LYTLE,  LAURA  L,  MEMPHIS 
MABRY  JR,  FUwARO  HAYS,  MEMPHIS 

♦ MABRY,  EOwARD  HAYS,  MEMPHIS 
MACHIN,  JAMES  ELLIOTT,  MEMPHIS 

♦ MACKEY,  WM  FREDERICK,  MEMPHIS 
MAODUX  JR,  H BENJAMIN,  MEMPHIS 
MADDUX,  HOLT  BENJ,  MEMPHIS 
MADUSKA,  ALBERT  LOWELL,  MEMPHIS 
MAGEE,  TIMOTHY  MICHAEL,  MEMPHIS 
MAGILL,  HUBERT  LYNN,  MEMPHIS 

♦ MAGUOA , THOS  ANDREW,  VENICE,  FL 
MAGUIRE,  JAMES  K,  MEMPHIS 
MAHESH-KUMAR , A P,  MEMPHIS 
MAHFOOD , SAAOE  S.  CLEVELAND,  OH 

♦ MALONE  II,  WM  B,  MEMPHIS 
MANDELL,  ALAN  I,  MEMPHIS 
MANG I ANTE , EUGENE  C,  MEMPHIS 

- MANN,  DAVID  A,  MEMPHIS 
MANN,  JAMES  ALAN,  MEMPHIS 
MANUGIAN,  ARSEN,  MEMPHIS 
MARIENCHECK,  WM  IRVIN,  MEMPHIS 
MARKER,  HOWARD  WM,  MEMPHIS 

♦ MARKLE,  PHILIP  METRIC,  MEMPHIS 

- MARLER,  DONNA  M,  MEMPHIS 
MARSHALL,  DANIEL  P,  MEMPHIS 
MARSHALL,  GAILEN  D,  MEMPHIS 
MARSHALL,  MICHAEL  RALPH,  MEMPHIS 

♦ MARTEN,  GEO  w,  MEMPHIS 

MARTIN  JR,  HENRY  FRANKJ,  MEMPHIS 
MARTIN,  DANIEL  C,  MEMPHIS 

- MARTIN,  FREDERICK  A,  MEMPHIS 

- MARTIN,  JAMES  A,  MEMPHIS 

♦ MASON,  WM  W,  HIGHLAND,  NC 

- MASSEY,  LUCI,  CORDOVA 
MASSIE,  JAMES  0,  MEMPHIS 
MATHES,  GORDON  LAWRENCE,  MEMPHIS 

- MATHEWS,  JENNY,  MEMPHIS 

♦ MATTHEWS,  OLIVER  S,  MEMPHIS 

♦ MAYER,  RAYMONO  FRANKLIN,  MEMPHIS 

♦ MAYFIELD,  LEROY  H,  MEMPHIS 
MAYS,  KIT  SANFORD,  MEMPHIS 
MCAFEE,  JAMES  EARL,  MEMPHIS 

♦ MCCALL,  JOHN  WILLIAM,  BLOWING  ROCK,  NC 
MCCALLA,  MARY  RAINEY,  MEMPHIS 
MCCARTER  JR,  JOHN  G,  MEMPHIS 
MCCAUGHAN  JR,  JOHN  JOE,  MEMPHIS 
MCCLOY,  RANOOLPH  M,  MEMPHIS 
MCCLURE,  JAMES  G,  MEMPHIS 

♦ MCCOOL,  0 C,  MEMPHIS 
MCCORMACK,  HAROLD  ARTHUR,  MEMPHIS 
MCDANIEL  III,  CARTER  E,  MEMPHIS 

♦ MCDANIEL,  E F,  MEMPHIS 
MCOONAL-D,  MARY  NEUMANN,  MEMPHIS 

- MCDONALD,  THOMAS  C,  MEMPHIS 
MCEWAN  JR,  ROBERT  C,  MEMPHIS 
MCGEE,  JESSE  EOWARD,  MEMPHIS 
MCGEE,  JOHN  LAWRENCE,  MEMPHIS 
MCGOWAN,  LESLIE  R,  MEMPHIS 
MCGREw  III,  FRANK  A,  MEMPHIS 
MCKENZIE,  EUGENE  EATON,  MEMPHIS 

♦ MCKINNEY,  JAMES  W,  MEMPHIS 
MCLARTY,  ALEXANDER  M,  MEMPHIS 
MCLARTY,  BARNEY  ESTES,  MEMPHIS 
MCLEMORE  JR,  THOMAS  E,  MEMPHIS 
MCLENDON,  RICHARD  ELLISON,  GERMANTOWN 

- MCRAE,  KAREN,  MEMPHIS 
MCSWAIN,  HAROLD  M,  MEMPHIS 
MENEES,  JAMES  KEITH,  MEMPHIS 
MERCER,  CHARLES  WAYNE,  MEMPHIS 
MERITT,  LAUREN  N,  MEMPHIS,  3b 
MERIWETHER  III,  THOS  W,  MEMPHIS 
MESERVY,  CLIFFORD  JAMES,  MEMPHIS 
METZGER,  WM  EDGAR,  MEMPHIS 
MEYER,  DAVID,  MEMPHIS 

♦ MILES,  ROBT  MILLARD,  MEMPHIS 
MILFORD  JR,  LEE  WATSON,  MEMPHIS 
MILLER  III,  ROBERT  HORACE,  MEMPHIS 

♦ MILLER  JR,  GEORGE  L,  MEMPHIS 

♦ MILLER,  FOUNTAIN  FOX,  MEMPHIS 
MILLER,  JOE  HARDY,  MEMPHIS 

♦ MILLER,  RICHARD  ALVAH,  MEMPHIS 
MILLER,  RICHARO  8,  MEMPHIS 

♦ MILLER,  RICHARD  WALLACE,  MEMPHIS 
MILLER,  THOMAS  IVA,  MEMPHIS 
MILLS,  CEO  T,  MEMPHIS 

MILNOR  III,  JOHN  PERVIS,  MEMPHIS 
MILNOR  JR,  J PERVIS,  MEMPHIS 
MINKIN,  IRVING  C,  MEMPHIS 
MIRVIS,  DAVIO  MARC,  MEMPHIS 

- MITCHELL,  BETH  R,  MEMPHIS 
MITCHUM,  WM  ROBSON,  MEMPHIS 

♦ M08LEY,  EVERETT  C,  MEMPHIS 

♦ MOELLER  JR.  BENJAMIN  A,  EADS 
MOFFATT  III,  WILLIAM  LEE,  MEMPHIS 
MOFFATT  JR,  WM  LEE,  MEMPHIS 

♦ MOGAN,  EDWARO  NENON,  GERMANTOWN 
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MOINUDOIN,  MOHAMMED,  MEMPHIS 
MO  I NUDD IN*  SHAMIM,  MEMPHIS 
MONAGHAN,  THUMAS  W,  MEMPHIS 
MONGER  JK,  RALPH  HORACE,  MEMPHIS 
MOORE  JR,  FONTAINE  0,  MEMPHIS 

♦ MOORE  JR,  MOURE,  MEMPHIS 

- MOORE  JR,  ROBERT  S,  MEMPHIS 

♦ MOORE,  DAVID  F,  MEMPHIS 
MOORE,  JAMES  A,  MEMPHIS 

MOORE,  MARION  ROBERTSON,  MEMPHIS 
MOORE,  MARSHA  B,  MEMPHIS 
MORGAN,  JACK  COLBERT,  MEMPHIS 
MORIST,  LEE  RICHARO,  MEMPHIS 
MORRIS,  GLENN  SCOTT,  MEMPHIS 
MORRIS,  JOHN  THOS,  MEMPHIS 
MORRIS,  WM  RANDOLPH,  GFRMANTUWN 
MORRISON,  LARRY  HURT,  MEMPHIS 
MORSE,  WM  HAL,  MEMPHIS 
MOSER,  DAVIS  0,  MEMPHIS 
MOSHIER,  WM  HILL,  MEMPHIS 
NOSKOV  I TZ  , RONDALL  J,  MEMPHIS 

♦ MOSS,  JOHN  PALMER,  MEMPHIS 

♦ MOSS,  THOS  CHESTER,  MEMPHIS 
MOSS,  WM  BENJ,  MEMPHIS 
MOTLEY,  THOMAS  EARL,  MEMPHIS 
MOUSTAFA,  SALWA,  MEMPHIS 
MUHLBAUFR,  MICHAEL  SCOTT,  MEMPHIS 
MUIRHEAD,  ERNEST  ERIC,  MEMPHIS 
MULLEN,  JESSE  G,  MEMPHIS 

MUNN,  CHARLES  W,  MEMPHIS 
MURDOCK,  WADE  THUS,  MEMPHIS 

♦ MURPHFY,  FRANCIS,  NAPLES,  FL 
MORPHY,  CYNTHIA  DABNEY,  MEMPHIS 

- MURPHY,  GARNETT,  MEMPHIS 
MURPHY,  JAMES  GARNETT,  MEMPHIS 
MURPHY,  PATRICK  J,  MEMPHIS 
MURPHY,  WM  MONT,  MEMPHIS 
MURRAH  JR,  WM  FIT  ZHUGH,  MEMPHIS 
MURRAY,  IAN  FARRELL,  MEMPHIS 
MYERS,  WM  STANLEY,  MEMPHIS 

- NABORS  III,  LUUIS  R,  MEMPHIS 
NAOEL,  ALAN  MARC,  MEMPHIS 
NASH,  JOHN  PAUL,  MEMPHIS 
NAUERT,  TIMOTHY  CRAIG,  MEMPHIS 
NAWAF,  KAYS,  MEMPHIS 

NEELY  JP,  CHAS  LEA,  MEMPHIS 

- NELSON,  MICHAEL  w,  MEMPHIS 
NEWMAN,  LAPRY  BERNARD,  MEMPHIS 

- NEWMAN,  MARK  S,  MEMPHIS 

- NGUYEN,  DUKE,  MEMPHIS 
NICHOLS,  THOS  WAOUELL,  MEMPHIS 
NICHOPOOLOS,  GEORGE  C,  MEMPHIS 
NIKOLUVSKI,  OLIVER  T,  BIRMINGHAM,  MI 
NOBLES  JP,  EUGENE  ROUMAN,  MEMPHIS 
NUE,  HORACE  NORMAN,  MEMPHIS 

♦ NORMAN,  RUBT  SIDNEY,  GERMANTOWN 
NORTH,  WM  C,  MEMPHIS 
NORTHERN  JR,,  WM  L,  MEMPHIS 
O'CONNELL,  JOHN  F,  GERMANTOwN 
O'SULLIVAN,  PATRICK  JOS,  MEMPHIS 
OCHS,  JEFFREY  J,  MEMPHIS 

- OELLERICH,  WILLIAM  F,  MEMPHIS 
OGLE,  EVELYN  M BASSI,  MEMPHIS 

♦ OGLE,  WM  SANDERS,  MEMPHIS 
OGLESBY,  CLAUDE  OUNN,  MEMPHIS 
OKRAH,  AMOS,  MEMPHIS 

♦ OLIM,  CHAS  BURTON,  MEMPHIS 
OLINGER.  RODNEY  GLENN,  MEMPHIS 

♦ ORMAN,  JOS  COOKE,  MEMPHIS 
ORPET  JR,  P E,  MEMPHIS 
OSBORN,  FRANK  JACKSON,  MEMPHIS 
OSBORNE,  PAMELA  THOMPSON,  CUKOOVA 

- OSTEEN,  ROBERT  W,  CORDOVA 
OSWALO,  WM  J,  MEMPHIS 

OUTLAN,  JUHN  EOWARD,  COLLIERVILLE 
OUTLAN,  WILLIAM  F,  COLLIERVILLE 
OWEN  JR,  EOMONO  w,  MEMPHIS 

Owens,  donalo  o,  Memphis 
OWENS,  JAMES  HARVEY,  MEMPHIS 

- OXLFY , OAVE,  MEMPHIS 

♦ PACKER,  HENRY,  MEMPHIS 
PAGE,  GFNE  RUFFNER,  MEMPHIS 
PAGE,  ROY  C,  MEMPHIS 
PAIDIPALLI , B ABU  RAO,  MEMPHIS 
PAINTER,  MAX  WESLEY,  MEMPHIS 

- PALAZZO,  ANTHONY  J,  MEMPHIS 
PALMER  IV,  RUBERT  F,  MEMPHIS 
PALMIERI,  GENARO  MIGUEL  A,  MEMPHIS 
PANG  JR,  JIM,  MEMPHIS 

- PANOVEC,  PARKER,  MEMPHIS 
PARKER,  JUS,  MEMPHIS 
PARKS,  FRANK  0,  MEMPHIS 

PARROTT  JR,  CHAS  WM,  SOUTHAVEN,  MS 
PARSONS  III,  WARD  CHESTER,  MEMPHIS 
PARVEY,  LOUIS  S,  MEMPHIS 
PASLAWSKI,  WALTER,  MEMPHIS 

♦ PASTER,  SAML,  SANTAMUNICH,  CA 

♦ PASTERNACK,  MORRIS,  MEMPHIS 
PATE,  JAMES  M,  MEMPHIS 

- PATE,  JOSEPH  E,  MEMPHIS 
PATTERSON  III,  RUSSELL  H,  MEMPHIS 
PATTERSON,  ANTHONY  LYNN,  MEMPHIS 
PATTERSON,  CHARLES  RICHARD,  MEMPHIS 
PATTERSON,  KELLY,  MEMPHIS 
PATTERSON,  SAM  POLK,  MEMPHIS 
PATTERSON,  STANLEY  MARTIN,  MEMPHIS 

♦ PAUL,  RAPHAEL  NATHAN,  MEMPHIS 
PAYNE  JR,  EARNEST  B,  MEMPHIS 


PAYNE,  PAUL  A,  MEMPHIS 

- PEARSON,  ADRIAN  SCOTT,  MEMPHIS 
PEARSON,  RICHARD  MCQUISTON,  MEMPHIS 
PEDIGO,  PHILLIP  ADLER,  MEMPHIS 
PEEPLES  JR,  JUHN  0,  MEMPHIS 
PENDER  JR,  JUHN  VINCENT,  MEMPHIS 

- PERDUE,  MARTHA  E,  MEMPHIS 
PERRY,  EDGAR  EMRICH,  MEMPHIS 

peters,  Thomas  guy,  Memphis 
PETTIT,  PAUL  N,  MEMPHIS 
PHELPS,  WM  CHAS,  MEMPHIS 

- PHILLIPS  JR,  F EOWARU,  MEMPHIS 
PHILLIPS,  CAROL  ANN,  MEMPHIS 
PHILLIPS,  JERRY  CLYDE,  MEMPHIS 

♦ PHILLIPS,  WM  EARL.  MEMPHIS 
PHOTUPULOS,  GUY  J,  MEMPHIS 

♦ P I A N JR,  MAURICE  C,  MEMPHIS 
PIGOTT,  JOHN  D,  ME  MR  H I S 

- PINKSTON,  JOHN  R,  MEMPHIS 
PINSON,  F LOUISE,  MEMPHIS 
PINSTEIN,  MARTIN  LEE,  MEMPHIS 
PIT  COCK , JAMES  ALLISON,  MEMPHIS 

- PITMAN,  THOMAS  C,  MEMPHIS 
PLATKIN,  ALAN  BAILEY,  MEMPHIS 

- PUPP,  RICK,  MEMPHIS 

* PURTER,  CULUMRUS  HASSELL,  MEMPHIS 
PORTER,  HUEY  HENDERSON,  MEMPHIS 
PURTER,  WM  RICHARO,  MEMPHIS 

- PORTERA  JR,  CHARLES  A,  MEMPHIS 
PORTERFIELD,  JAMES  G,  MEMPHIS 
POSFY,  MICHAEL  EVANS,  MEMPHIS 
POWELL,  CARROLL  E,  MEMPHIS 
PRASAO,  SUOHA  R,  MEMPHIS 
PRATT,  THOMAS  H,  MEMPHIS 

PRICE,  CAROLYN  CULPEPPER,  MEMPHIS 
PRICE,  JAMES  HOWARD,  MEMPHIS 
PRICE,  RUBERT  ALLEN,  MEMPHIS 
PRIDGEN,  STEPHEN  ALLEN,  MEMPHIS 
PRIDGEN,  WM  RUBY,  MEMPHIS 
PRIETO  JR,  LUIS  CARLOS,  MEMPHIS 

- PKINGLF  JR,  CHARLES  R,  MEMPHIS 
PROCTOR,  RUSSELL  JAY,  MEMPHIS 
PRUITT,  OAVIO  B,  MEMPHIS 

- PUGH,  VIRGINIA  ANN,  OYEKSBURG 
PUTMAN,  BILLIE  HAROLD,  MEMPHIS 
QUINN  III,  PETER  JOS,  MEMPHIS 

- RABY,  BECKY  B,  MEMPHIS 
RADA  III,  JUHN  B,  MEMPHIS 
RAGHAVAIAH,  N V,  MEMPHIS 
RAGSDALE,  BLAKE,  MEMPHIS 
RAHMAN,  MAHFUZUR,  MEMPhlS 
RAINES,  EUWIN  ALLEN,  MEMPHIS 
RAINES,  RICHARD  BROONAX,  MEMPHIS 

♦ RAINES,  SAML  LUCAS,  MEMPHIS 

* RAINEY,  WM  THOS,  MEMPHIS 

RAINS  III,  BUYCF  NANKIN,  MEMPHIS 

- RAJAGOPALAN,  SHYANALA,  MEMPHIS 
RAMANATHAN,  JAYA,  MEMPHIS 

ramanathan,  kooangudi  b,  Memphis 
RAMEY  III,  0 A NL  RANDOLPH,  MEMPHIS 

* RANOOLPH,  JERRY  F,  MEMPHIS 
RANDOLPH,  PAUL  DOUGLAS,  MEMPHIS 
RAO,  HHASKAR  NARAYAN,  GERMANTOWN 
RAWLINS ON,  WILLIAM  T,  MEMPHIS 
RAWTANI,  PALLAVI  V,  MEMPHIS 
RAY,  MORRIS  WILLIAM,  MEMPHIS 
REAVES,  EOWARD  MC  COKMICK,  MEMPHIS 

- REDDEN,  R ALLEN,  MEMPHIS 
REDDEN,  RUTH  ANNE,  MEMPHIS 
REED,  CHESTUN  MURRAY,  MEMPHIS 
REED.  EDWARD  WILSON,  MEMPHIS 
REED,  MARK  LUYD,  MEMPHIS 
REEDER,  ROBT  CANADA , MEMPHIS 
REESE  JR,  HARVEY  C,  MEMPHIS 
REESE,  HALOEN  EUGENE,  MEMPHIS 
REISSER  JR,  JOHN  MILTUN,  MEMPHIS 
RENTROP,  WALTER  ANTON,  MEMPHIS 
RENTROP,  WM  EMIL,  MEMPHIS 
REYFS,  NORA  V,  MEMPHIS 
REYNOLDS,  GARY  LYNN,  MEMPHIS 
RHEA  JR,  HAL  S.  MEMPHIS 

- RICHARDSON  ill,  ROBERT  L,  MEMPHIS 
RICHARDSON  JK,  ROBT  LEE,  MEMPHIS 

- RICHARDSON,  DAVID  J,  MEMPHIS 
RICHAROSON,  ELRERT  GKEFR,  MEMPHIS 
RIGGS  JR,  WM  WEBSTER,  MEMPHIS 
RIGGS,  CHAS  R,  MEMPHIS 

RILEY,  FRANCES  OSBORN,  MEMPHIS 
ROANE,  JOUROAN  ARCHIBALD,  MEMPHIS 
ROBBINS  JR,  SAMUEL  GWIN,  MEMPHIS 
RORB INS,  EDWARD  T,  MEMPHIS 
ROBERTS,  LARRY  K,  MEMPHIS 
ROBERTSON,  JAMES  THOS,  MEMPHIS 
RUBERTSON,  JON  HOBSON,  MEMPHIS 

♦ ROBINSON  JR,  CHAS  G,  MEMPHIS 
ROBINSON  JR,  JOHN  EDWARD,  MEMPHIS 
ROBINSON,  JAMES  A,  MEMPHIS 
ROBINSON,  LLOYD  EOWARD,  MEMPHIS 
ROBINSON,  WILEY  THUMAS,  MEMHIS 
ROBISON  JR,  LOWELL  BENJ,  MEMPHIS 
ROCKETT,  JOHN  FREDERICK,  MEMPHIS 

* ROGERS,  GOROON  K,  MEMPHIS 
ROJAS,  NORBERTO,  MEMPHIS 

- RONE,  DEANNA  LYNNE,  MEMPHIS 
RONEY,  RONALD  STEVEN,  MEMPHIS 
ROSE,  DOUGLAS  LYNN,  MEMPHIS 
ROSEN,  GERALD  MICHAEL,  MEMPHIS 
ROSENBERG,  E WILLIAM,  MEMPHIS 


ROSENBERG,  ZACHARY,  MEMPHIS 
ROSENSWEIG,  JACOB.  MEMPHIS 
ROUTT  JR,  WILLIAM  EOWARD,  MEMPHIS 
RUCH  JR,  WALTER  ALLWEIN,  MEMPHIS 
RUCH,  ROBT  MILTON,  MEMPHIS 
RUCKER,  JAMES  DANIEL,  GERMANTOWN 

* RODNER  JR,  HENRY  G URDUS,  MEMPHIS 
RULEMAN,  CHESTER  ALLAN,  MEMPHIS 
RUNYAN  JR,  JOHN  WM,  MEMPHIS 
RUSHING,  VAN,  MEMPHIS 

RUSSELL  JR,  JOHN  MURRAY,  MEMPHIS 
RUSSELL,  THOMAS  ANTHONY,  MEMPHIS 
RUSSO,  WM  LOUIS,  MEMPHIS 
RUTSCHMAN,  JULIAN  LEANOEK,  MEMPHIS 
RYAN  JR,  GEO  MARION,  MEMPHIS 
SACKS,  HAROLD  SAMUEL,  MEMPHIS 
SAFLEY  JR,  CHAS  FRANKLIN,  MEMPHIS 
SAGE,  FRED  P,  MEMPHIS 
SAINO,  JAMES  U.  MEMPHIS 
SALAZER,  JORGE  E,  MEMPHIS 
SALKY,  NATHAN  KALMON,  MEMPHIS 
SAMAHA,  JOSEPH  K,  MEMPHIS 
SAMMONS,  LEHMAN  CLARK,  OSCEOLA,  AR 
SAMUELS,  ALAN  DANL.  MEMPHIS 
SANDER,  CRAIG  J,  MEMPHIS 
SANDERS,  FREDERICK  0,  MEMPHIS 

* SANDERS,  SAM  HOUSTON,  MEMPHIS 
SANFORD  JR,  JACK  CARTER,  MEMPHIS 
SANFORO,  DAVID  MARSHALL,  MEMPHIS 
SANFORD,  ROBERT  ALEXANDER,  MEMPHIS 
SARGENT,  SUSIE  JANE,  MEMPHIS 
SATTERFIELD  JR,  WM  T,  MEMPHIS 

- SATYANARAYAN,  VISWESVAR,  MEMPHIS 
SAUTER,  RUBERT  F,  GERMANTOWN 
SAXTON  SR,  GRADY  L,  GERMANTOWN 

* SCHAFFER,  DONALD  EARL,  MEMPHIS 
SCHETTLER,  BETTY  J,  MEMPHIS 
SCHETTLER,  WM  HEYMOORE,  MEMPHIS 
SCHLESINGEK,  VICTOR  ADLER,  MEMPHIS 
SCHMIDT,  DONA  LO  w,  MEMPHIS 

- SCHMIDT,  WARREN  N,  MEMPHIS 
SCHNAPP,  MOACIR,  MEMPHIS 
SCHOETTLE  JR,  C PHILLIP,  MEMPHIS 

* SCHREIER,  PHILLIP  CHAS,  MEMPHIS 
SCHROEDEK,  HARRIETT  L,  LITTLE  ROCK, 
SCHWEITZER,  JOHN  B,  MEMPHIS 
SCHWERKOSKE,  JOHN  F,  MEMPHIS 

SCOTT  III,  BENJAMIN  F,  MEMPHIS 

scott  jr,  Daniel  j.  Memphis 

SCOTT,  EDWARD  PATTON,  MEMPHIS 
SCOTT,  EDWIN  LEE,  MEMPHIS 

- scott,  hugh  barrett,  Memphis 

SCOTT,  JOS  HANSON,  MEMPHIS 

scott,  Randall  lee.  Memphis 

- SCOTT,  SHIRLEY  K,  MEMPHIS 
SCRUGGS,  JERRY  L,  MEMPHIS 

- SCULLOCK,  MICHELLE  0,  MEMPHIS 

- SEALE,  DAVIO  RANDAL,  MEMPHIS 
SEALE,  JAMES  L,  MEMPHIS 
SEBES,  JENO  IMRE,  MEMPHIS 
SEGAL,  ANTHONY,  MEMPHIS 
SEGAL,  JACK,  MEMPHIS 

* SEGAL,  MAURICE  P,  MEMPHIS 

* SEGERSON,  EDWARD  C,  MEMPHIS 
SEXTON,  RAY  UWEN,  MEMPHIS 

* SHAEFFER  JR,  S J,  MEMPHIS 
SHANKLIN,  DOUGLAS  R,  MEMPHIS 
SHAPIRO,  MARVIN  LOUIS,  MEMPHIS 
SHAPPLEY  JR,  WM  VANCE,  MEMPHIS 
SHEA  III,  JOHN  JOSEPH,  MEMPHIS 
SHEA  JR,  JOHN  JOS,  MEMPHIS 
SHEA  JR,  MARTIN  COYLE,  MEMPHIS 
SHEARIN,  ROBT  P N,  MEMPHIS 

* SHEFFIELD,  WM  E,  MEMPHIS 
SHELL  III,  0 A N H,  MEMPHIS 
SHELTON,  BRIXtY  R,  MEMPHIS 

* SHELTON,  JAMES  R,  HE  BE  R SPRINGS,  AR 
SHELTON,  THOMAS  B,  MEMPHIS 
SHERROD  II,  ROME,  MEMPHIS 
SHIFTMAN,  STEPHEN  MURRAY,  MEMPHIS 

- SHULTS,  STEPHANIE  S,  MEMPHIS 
SHUMAKF,  LESLIE  BOWLIN,  MEMPHIS 
SHURLEY  II,  WILLIAM  R,  MEMPHIS 

- SIBLEY,  SHALAMAR  D,  MEMPHIS 
SIEGEL,  BARRY  ROSS,  MEMPHIS 
SIEGEL,  JEROME  SEYMOUR,  MEMPHIS 

* SIEGEL,  SAUL,  MEMPHIS 
SIEVERS,  RICHARO  E,  MEMPHIS 
SIKES,  JAMES  C,  MEMPHIS 
SILVERMAN,  MICHAEL  N,  MEMPHIS 
SIMMONS.  BRYAN  PAUL,  MEMPHIS 
SIMMONS,  JAMES  C H,  MEMPHIS 
SIMPSON,  JOE  LEIGH,  MEMPHIS 
SIMS,  CLIFFORD  W,  MEMPHIS 
SINGLETON,  MICHAEL  ROBERT,  MEMPHIS 
SISK,  THOS  DAVIO,  MEMPHIS 

* SISSMAN,  PAUL  R,  MEMPHIS 

- SISSON,  CHARLES  B,  MEMPHIS 
SKAGGS,  MARVIN  R I CHARD , MEMPHIS 

* SKINNER,  EDWARD  FOLLAND,  MEMPHIS 
SLOAS,  DAVID  DALE,  MEMPHIS 
SLUTSKY,  AVRON  ABE,  MEMPHIS 
SMILEY,  LINDA  MARIE,  HOUSTON,  TX 

* SMITH  JR,  HUGH  NILBY  A,  MEMPHIS 

- SMITH  JR,  MIKE,  MEMPHIS 
SMITH  JR,  VERNON  I,  MEMPHIS 
SMITH,  CLYDE  GAYLON,  MEMPHIS 
SMITH,  KIRBY  LEE,  MEMPHIS 
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SMITH,  STANLEY  L,  MEMPHIS 
SMITH,  VINCENT  D,  MEMPHIS 
SMITH,  H CHAPMAN,  MEMPHIS 

* SMYTHE  JR,  FRANK  KARO.  MEMPHIS 
SNVOER,  DOWEN  ERVIN,  MEMPHIS 

* SOHM,  JOHN  J,  MEMPHIS 
SOLOMITO,  VINCENT  LEE,  MEMPHIS 
SOLOWAY,  MARK  STEPHEN,  MEMPHIS 

- SORROW,  ROBIN,  MEMPHIS 

- SPANN,  MICHAEL  G,  MEMPHIS 
SPEARS,  HUBERT  EARL,  MEMPHIS 
SPENCER,  JUOY , MEMPHIS 

- SPIERS,  JASON,  MEMPHIS 
SPIOTTA  JK,  EUGENE  J,  MEMPHIS 
SPIOTTA,  EUGENE  JOS,  MEMPHIS 
SPIOTTA,  LARKY  H,  MEMPHIS 
STALLINGS,  JUHN  M,  MEMPHIS 
STANFORD,  CARL  COUPER,  MEMPHIS 
STANFORO,  JAMES  FRANKLIN,  MEMPHIS 
STANLEY  JR,  THOS  V,  MEMPHIS 

* STARK,  RAY  GINGLES.  MEMPHIS 

- STARNES,  DIANE  E,  "EMPHIS 
STARR,  JASON  LEONARD,  MEMPHIS 

- STEIN,  IRA  E.  CHATTANOOGA 
STEIN,  LEE  S,  MEMPHIS 
STENTZ,  DAVILI  L,  MEMPHIS 
STEPHENS,  RAJ  K,  GERMANTOWN 

* STEPP,  WM  PRICE,  MEMPHIS 
STERN,  THOS  NEUTUN,  MEMPHIS 

* STEVENSON,  ClEO  wILSUN,  MEMPHIS 

* STEVENSON,  EDWARD  N,  MEMPHIS 
STEVENSON,  ROBIN  MALCOLM,  MEMPHIS 

- STEWART,  GEORGE  E,  MEMPHIS 

* STEWART,  MARCUS  JEFFERSON,  MEMPHIS 
STEWART,  SHERRILL  BRYCE,  MEMPhlS 
STOVALL , THOMAS  GREGORY,  MEMPHIS 
STRASHERG,  GARY  OAVID,  MEMPHIS 
STRATTON,  HENRY  THOS,  “EMPHIS 
STROCK,  SYLVIA  S,  MEMPHIS 

- STROUP,  KEVIN  H,  MEMPHIS 
STUBBLEFIELD,  ROBT  J,  MEMPHIS 

- SUH,  IMME  LISA,  MEMPHIS 
SULLIVAN,  JAY  MICHAEL,  MEMPHIS 
SULLIVAN,  JOS  ALBERT,  MEMPHIS 
SUMMERS,  WILLIAM  DAVID,  MEMPHIS 
SUMMITT,  ROBERT  LAYMAN,  MEMPHIS 
SUTHERLAND  III,  ARTHUR  J,  MEMPHIS 

- SWIFT,  MELANIE  O,  MEMPHIS 
SYONOR,  ELMER  M,  MEMPHIS 
TABOR,  OWEN  BRITT,  MEMPHIS 

* TACKET,  HALL  SANFORD,  MEMPHIS 
TAG,  ARNOLD  k , MEMPHIS 

* TALLEY,  BYRON  SHAORACh,  WHITE  PINE 

- TANFNBAUM,  ALAN,  MEMPHIS 
TANENBAUM,  MARK  HARRIS,  MEMPHIS 
TAYLOR  III,  HERBERT  A,  MEMPHIS 
TAYLOR  JR,  wM  WOOD,  MEMPHIS 
TAYLOR,  EDWIN  OSCAR,  MEMPHIS 
TAYLOR,  JOHN  CHARLES,  MEMPHIS 
TAYLOR,  MARTHA  NEUMANN,  MEMPHIS 

* TAYLOR,  ROBT  CLARKE,  MEMPHIS 

- TAYLOR,  SUSAN  GRAY,  MEMPHIS 
TEAGUE,  PAUL  FORD,  MEMPHIS 
TEJWANI,  INOURANI  A.  MEMPHIS 
TEMPLETON,  TERRY  P,  MEMPHIS 
TERHUNE,  RONALO  LYTLE,  MEMPHIS 

- THAI,  M I NH  0,  MEMPHIS 

THOMAS  JR,  LLUYD  R,  GERMANTOWN 
THOMAS,  DIANNA  J,  MEMPHIS 
THOMPSON,  BARRY  F,  MEMPHIS 
THOMPSON,  PAUL  ANDREW,  MEMPHIS 
THOMPSON,  TERRY  L.  MEMPHIS 

- THOMPSON,  TQM  C.  MEMPHIS 
THOMPSON,  TOMMY  C,  MEMPHIS 
THOMSEN,  WILLIAM  rf,  MEMPHIS 
THRELKELD,  WM  CLEAGE,  MEMPHIS 
THURMOND,  S GAIL,  MEMPHIS 
TICKLF,  SAML  MILTON,  MEMPHIS 
TIELENS,  DON  kAYMUN,  MEMPHIS 
TIPTON,  ROBERT  EUGENE,  MEMPHIS 

- TODO,  DAVID,  MEMPHIS 

TODD,  MARGARET  RYAN,  MEMPHIS 
TODD.  TANJA  LU,  MEMPHIS 

- TOLAR,  KEITH,  MEMPHIS 
TONKIN,  ALLEN  K,  ME-PHIS 
TONKIN,  INA  L U,  MEMPHIS 
TOOMS,  RObT  EDWIN,  MEMPHIS 
TORPOCO,  JESUS  ORTIZ,  MEMPHIS 
TOSH,  JOHN  WILLIAMS,  MEMPHIS 
TOWNSEND  III,  ARTHUR  M,  MEMPHIS 

- TRAN,  PHONG  HUNG,  MEMPHIS 
TRAUTMAN,  ROBERT  J,  MEMPHIS 
TREADWELL  III,  GEORGE  H,  MEMPHIS 
TREW,  GARY  F,  MEMPHIS 

* TRIPP,  ALVIN  BRUSH,  NESBIT,  MS 
TROOP,  BRYAN  ROSS,  ST  LOUIS,  MO 
TUBERVILLE,  AUOREY  WHALEY,  MEMPHIS 

* Tull i s jr,  i frank,  Memphis 
TULL  I S , KENNETH  FRANK,  MEMPHIS 
TURLEY  III,  JOHN  C,  MEMPHIS 

* TURLEY  JR,  HUBERT  KING,  MEMPHIS 

* TURLEY  JR,  JOHN  C,  MEMPHIS 
TURMAN,  PRENTISS  A,  MEMPHIS 
TURNBULL  JR,  STEVE  H,  MEMPHIS 

* TURNBULL,  RANDOLPH  B,  MEMPHIS 
TURNER,  GEO  RANDOLPH,  MEMPHIS 
TURNER,  JAMES  E,  MEMPHIS 
TURNER,  JAN  LEWIS,  MEMPHIS 


* TYLER,  LOUIS  EDWARD,  MEMPHIS 
TYRER  JP,  AUSTIN  ROY,  MEMPHIS 

« TYSON  JP,  WM  T,  NFMPHIS 

UPSHAW,  JAMES  JERRY,  MEMPHIS 
UPSHAW,  JcFFERSON  OAVIS,  MEMPHIS 
USOAN,  D A V 10  AARUN,  MEMPHIS 

- USHER,  WAYNE  R,  MEMPHIS 

* VACCARO.  EUGENE  A,  MEMPHIS 

- VANFRANK,  TIMOTHY  D,  MEMPHIS 
VARNER  JR,  C FERRELL,  MEMPHIS 

* VARNER,  CLAUDE  FERRELL,  MEMPHIS 
VARNER,  JAMES  CARROLL,  MEMPHIS 
VASU,  RENGA  I,  MEMPHIS 

- VAUGHAN,  RODERICK  A,  MEMPHIS 
VERA,  SANTIAGO  R,  MEMPHIS 
VERNER,  WALTER  EUGENE,  MEMPHIS 
VERNON,  MICHAEL  LEE,  GERMANTOWN 
VICK,  EDWARD  GRANT,  MEMPHIS 
VICK,  SIDNFY  0,  MEMPHIS 

VIERON,  LEONIDAS  NICHULAS,  MEMPHIS 
VINCENT,  JOHN  ROBT,  MEMPHIS 

- VINCENT,  KAREN  ANN,  MFMPHIS 
VOELLER,  GUY  R,  MEMPHIS 
VOOKLES,  JOHN  THORN,  MEMPHIS 
VU,  TOLAN  HOANG,  GERMANTUWN 
YU,  TRONG  VAN,  MEMPHIS 

WADE , w BURKE,  MEMPHIS 

- W A [ , RORERT  B,  MEMPHIS 

* WAKHAM,  JAMES  DALE,  MADISON,  MS 
WALKER  JR,  PARKS  W,  MEMPHIS 
WALKER,  FRANCES  CAROLYN,  MEMPHIS 

* WALKER,  LILLIE  C,  LITTLE  SWTZLAND,  NC 

- WALKER,  RAYMOND  R,  MEMPHIS 
WALKER,  ROBERT  A,  MEMPHIS 

- WALKER,  kUSSELL  L,  MEMPHIS 
WALKER,  WILLIAM  WHITE,  MEMPHIS 

* WALLACE,  JAMES  ASHFORD,  MEMPHIS 

* WALLACE,  PETEK  R,  MEMPHIS 

walSh,  JOHN  Thomas,  Memphis 

WALZER,  YAIR,  MEMPHIS 
WARDLAW,  LEE  LYLE,  MEMPHIS 
WARNER,  RUNNIE  M,  MEMPHIS 
WARR  III,  (ITIS  SUMTER,  MEMPHIS 

* WARR,  OTIS  S,  MEMPHIS 

* WATKINS,  WM  „,  MEMPHIS 
WATRIDGE,  CLARENCE  R,  MEMPHIS 
wATSUN,  UUNALD  C,  MEMPHIS 
WATSUN,  SUS4N  P,  MEMPHIS 
WEATHERLY,  -ARK  wILLARD,  MEMPHIS 
WEBBER,  BEN  PORTER.  MEMPHIS 
WEBER  III,  ALVIN  JULIAN,  MEMPHIS 
WEBER,  BILL  CARL,  MEMPHIS 

- WEOEGAERTNER , MARY  RUSE,  MEMPHIS 

* WEEMS,  JEROME  J,  MEMPHIS 
WEEMS,  JOS  LELL,  MEMPHIS 
WEFMS.  THUS  OOYLt , MEMPHIS 
WEINBERG,  JOSEPH  A,  GEP  MANTUwN 
WEIR  JR,  ALVA  BOWEN,  MEMPHIS 
WEISS,  JUSEOH  F,  MEMPHIS 
WELLS,  VAN  HENRY,  -EMPHIS 

» WENER,  SAML  I,  MEMPHIS 

WENNE-ARK,  JA-ES  K,  MEMPHIS 
WESBERPY  JR,  JESSE  -ALPASS,  MEMPHIS 
WESPERRY  SR,  JESSE  MALPASS,  MEMPHIS 

- WEST,  DANIEL  K,  MEMPHIS 
WEST,  HARULO  MAXELL.  MEMPHIS 
WEST,  JAMES  M,  GERMANTOWN 
WEST,  WILLIAM  HUATH,  MEMPHIS 
WESTMORELAND,  OANIEL  K,  MEMPHIS 

- WHITBY,  R SCJTT,  MEMPHIS 

WHITE  III,  THOS  JEFFERSON,  MEMPHIS 
WHITE  JP,  JAMES  HAROLD,  MEMPHIS 
WHITE.  CHAS  EDWARD,  MEMPHIS 
WHITE,  FRANK  LOUIS,  MEMPHIS 

- WHITE,  MARGO  A,  MEMPHIS 

« WHITE,  WM  GUERIN,  -EMPHIS 

WHITEHEAD,  WM  JERRY,  GERMANTOWN 
WHITINGTON,  GENE  L.  MEMPHIS 
WHITLOCK,  LAWRENCE  WAYNE,  MEMPHIS 
WIENER,  ISADUkF  DAVID,  MEMPHIS 
WIENER,  RUBT  ALAN,  MEMPHIS 
WILCOX,  ALLEN  BRIAN,  MEMPHIS 
WILDER,  wm  WIGGINS,  MEMPHIS 
WILHITE,  JOE  LYNN,  MEMPHIS 
WILKINSON,  £ P HR  I AM  BAILEY,  MEMPHIS 

* WILLIAMS,  HORACF  GLFNN,  MEMPHIS 

- WILLIAMS,  JOHN  ALBERT,  MEMPHIS 

* WILLIAMS,  LINKWOUU,  MEMPHIS 
WILLIAMS,  PAUL  HERBERT,  MEMPHIS 
WILLS,  GORDON  LEE,  MEMPHIS 
WILSON  JR,  JAMES  EDWARD,  MEMPHIS 
WILSON,  ARTHUR  JAMFS,  MEMPHIS 
WILSON,  OUNALD  BRUCE,  MEMPHIS 
WILSUN,  HARRY  WILLIAMSON,  MEMPHIS 

* WILSUN,  JA-ES  E,  MEMPHIS 
WILSON,  JIJHN  MC  CULLUUGH , MEMPHIS 

* WILSON,  JOHN  MC  UUISTON,  MEMPHIS 
WILSON,  RAYMOND  EOWARU,  MEMPHIS 
WITHERINGTON  III,  JAMES  B,  MEMPHIS 
WITHERSPOUN  JR,  FRANK  G,  MEMPHIS 
WOLF,  ROONEY  YALE,  MEMPHIS 

WOOO  II,  GEURGE  W,  MEMPHIS 
WOOD,  MATTHEw  W,  MEMPHIS 
WOOD,  THOS  OVAL,  MEMPHIS 
WOOOALL  JR.  JESSE  C,  MEMPHIS 
WOODBURY,  GEO  ROBT , MEMPHIS 
WOODBUPY,  LINDA  L PLZAK,  MEMPHIS 

* WOOLLEY,  CLIFTON  WARD,  MEMPHIS 


WOOTEN,  RICHARD  LINDSEY,  MEMPHIS 
WOOTEN,  ROBERT  STROOE,  MEMPHIS 

* WORKMAN  JR,  CLAUDE  H,  MARIETTA,  GA 
WORRELL,  JERRY  LEWIS,  MEMPHIS 
WOP.THA"  III,  GEURGE  F,  MEMPHIS 
WURTHINGTUN,  JULIAN  MACK,  MEMPHIS 
WRENN  JR,  EARLE  L,  MEMPHIS 
WRIGHT  II,  PHILLIP  E,  MEMPHIS 
WRIGHT  JR,  FRED  GRAVES,  MEMPHIS 
WRIGHT  JR,  LEONARD  D,  MEMPHIS 
WRIGHT,  DANA  JOHN,  MEMPHIS 

- WRIGHT,  JANE  ANNE,  MEMPHIS 
WRIGHT,  SHERYL  JONES,  MEMPHIS 
WRUBLE,  LAWRENCE  DAVID,  MEMPHIS 

* WURZBURG,  HENRY,  MEMPHIS 
WYLER,  ALLEN  R,  ME-PHIS 

- YANCEY  JR,  JERRY  L,  MEMPHIS 
YARBROUGH,  RUHEKT  R,  MEMPHIS 

* YATES,  CLAUDt  FRANK,  MEMPHIS 
YATES,  LINDA  KAY,  CORDOVA 
YOUNG,  JACK  G,  MEMPHIS 
YOUNG,  -ARK  S,  MEMPHIS 
YUKON,  CORDON,  MEMPHIS 
ZANELLA  JR,  JUHN,  -EMPHIS 
ZANONE,  MICHAcL  T,  MEMPHIS 

* ZUSSMAN,  BERNARD  M,  MEMPHIS 

MONROE  COUNTY  MEDICAL  SOCIETY 

ALLEN,  JAMES  LESTER,  SWEETWATER 
BARNES,  JAMES  HARDIN,  SWEETWATER 
BARNES,  N ALAN,  FAIRFIELD  GLADE 
EVANS,  THUMAS  S,  SWEETWATER 
GETTINGEP,  JUSHUA  S,  MADISONVILLE 
HARVEY,  WILLIA-  L,  SwEETWATEk 
HAYS,  ROBT  OANL,  CLEVELAND 
HY-AN  JP,  ORREN  hILLIAMS,  SWEETWATER 
KILLEN,  GARY  wILMAR,  SWEETWATER 
levin,  BARBARA  ANN,  MADISONVILLE 
LOWRY,  FRANK  H,  MADISONVILLE 
NESS,  JAMtS  w,  TELLICO  PLAINS 
VILLANFUVA,  RAMON,  SwEETwATER 

zee,  paulus.  Sweetwater 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

ALLISON— BRYAN,  BARBARA  A,  CLARKSVILLE 
ANDERSON,  PAULETTE  D,  CLARKSVILLE 

* ATKINSON,  EOWARO  R,  CLARKSVILLE 
RAGGETT,  HENRY  W,  CLARKSVILLE 
BARRETT,  R T,  CLARKSVILLE 
BEAZLtY,  WILLIAM  COOPER,  CLARKSVILLE 
BEGTRUP,  RORERT  0,  NASHVILLE 
BELLENGER,  JAMES  F,  CLARKSVILLE 
BOYD,  ALTON  REUTHER,  CLARKSVILLE 
BRADLEY,  JOEL  F,  CLARKSVILLE 
BKANOUN,  GILBERT  T,  clarksvillf 

* BRFWEK,  CARLOS  B,  CLARKSVILLE 
BUS8EE  III,  GREER  ALBERT,  CLARKSVILLE 
BUSH,  JOEL  GREGORY,  CLARKSVILLE 
CARRIGAN,  VERNON  M,  CLARKSVILLE 

CHA,  PAUL  SANG YONG , CLARKSVILLE 
CRAWFORD,  DONALD  A,  CLARKSVILLE 
CUNNINGHA-  Jr,  THOS  M,  CLARKSVILLE 
DEAL,  VIRGIL  T,  CLARKSVILLE 

* DOANE  JR,  SAMUEL  N,  CLARKSVILLE 
DOTY  JR,  ROBERT  0,  CHAPMANSBORO 
DUPRETT  JR,  DAWSON  w,  CLARKSVILLE 
FARRAR,  JAMES  THUS,  CLARKSVILLE 
FAUST,  LARRY  M,  CLARKSVILLE 
FERRARACCIO,  BLAISE  E,  CLARKSVILLE 
FOSTER,  KAREN  PITTS,  CLARKSVILLE 
FUTRELL,  DANNY  w,  CLARKSVILLE 
GANT,  CHARLOTTE  E,  CLARKSVILLE 
GLASSELL,  EOwIN  C,  CLARKSVILLE 
GRABENSTEIN,  T G,  CLARKSVILLE 
CRABENSTE1N,  WILLIAM  P,  CLARKSVILLE 

* GREEN,  MACK  MACON,  CLARKSVILLE 

* GRIFFIN,  V H,  CLARKSVILLE 
GULLETT,  OAVID  LAIRD,  CLARKSVILLE 
HALL,  BILLY  T,  CLARKSVILLE 

HALL,  MICHAFL  STANLEY,  CLARKSVILLE 
HONG,  OOUG  UN,  CLARKSVILLE 
HUDSON  III,  WILLIAM  D,  CLARKSVILLE 
HUDSON,  RORFKT  W,  CLARKSVILLE 
IGLEHART,  BRYAN  T,  CLARKSVILLE 
JORDAN,  EOWIN  CONSTANTINE,  CLARKSVILLE 
kaoffmann,  curtis  d,  Clarksville 

KENNEDY,  HOWARD  R,  CLARKSVILLE 
KENT,  STEPHEN  W,  CLARKSVILLE 
KOEHN  JR,  ROBT  C,  CLARKSVILLE 
KURITA,  GEORGE  I,  CLARKSVILLE 
LARKINS,  GARY  L,  CLARKSVILLE 
LEDBETTER,  BUFORO  B,  CLARKSVILLE 
LEE,  ROBT  HENRY,  DOVER 
LEMOINE,  FRITZ  F,  CLARKSVILLE 
LETT,  JAMES  C,  ERIN 
LIGON,  DOUGLAS  WISTER,  ERIN 
LIMRAUGH  JR,  JAMES  W,  CLARKSVILLE 
LUWE  JR.  REGINALD  S,  CLARKSVILLE 
LUTON,  OAKLUS  SAN|_,  CLARKSVILLE 
LYLE,  WM  GREEN,  CLARKSVILLE 
MARSH  III,  E E,  CLARKSVILLE 
MARTIN,  OANIEL  ERNEST,  ERIN 
MCCAMPBELL,  FRANK  G,  CLARKSVILLE 
MILES  JR,  JOS  WM,  CLARKSVILLE 
MITCHUM,  ALBFRT  JACKSON,  CLARKSVILLE 
MOESSNER,  HAROLD  F,  ST  BETHLEHEM 
MONTGOMERY,  TONY  JOHNSON,  CLARKSVILLE 
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MOORE,  w R , CL  AR  K S V ILLF 

PE  ACHE  R , TERRY  GENE , CLARKSVILLE 

pedigo,  hiLLiAM  j,  Clarksville 

PERALES,  ANGtL  U,  OICKSUN 
PETERSON,  KEITH  l),  CLARKSVILLE 

purtfk,  Douglas  u„ighi,  Clarksville 
prinl  jr,  kk  wesley,  Clarksville 

RICE,  ROBIN  L,  CLARKSVILLE 
RICHARDSON,  UUNALI)  KAY,  CLARKSVILLE 
ROADS,  T I NOTH Y R,  CLARKSVILLE 
ROBERSON,  CLIEEOKD  E,  CLARKSVILLE 

o ROSS,  JOHN  W,  CLARKSVILLE 

* SANOIOGE,  L L,  RICHARDSON,  TX 
SILER,  »ITA  ANNE,  CLARKSVILLE 
SILVEY,  GARY  LYNN,  CLARkSVILLE 
SMITH,  JANES  ROY,  CLARK  SV  ILLt 
VANN,  HARULI)  FRANCIS,  CLARKSVILLE 
VEP“ILLtON,  R J,  CLARKSVILLE 
WALKER,  j R,  CLARKSVILLE 

* WALL  JR,  wM  H,  CLARKSVILLE 
wibking,  p.onalo  k,  Clarksville 
WILSON,  Frank,  llarksville 
wright  jr,  juhn  fay,  Clarksville 

YUUNG  JR,  RICHARD  WILSON,  CLARKSVILLE 

NASHVILLE  ACADEMY  OF  MEDICINE/ 
DAVIDSON  COUNTY  MEDICAL  SOCIETY 

ABISELLAN,  GtORGlNA  A,  NASHVILLE 

- ABRAMS,  DANIEL  J,  NASHVILLE 
ACOSTA,  ESTRELLA  P.  MADISON 
ACOSTA,  PAULU  C,  MADISON 
ACREE,  MAURICE  MASON,  NASHVILLE 
AUAIK,  LUTHER  U,  NASHVILLE 
AUA«S  JR,  ROBT  WALKER,  NASHVILLE 

* ADAMS,  CRAwFUR),  DUCK  KEY,  EL 
AO  OLE  S TONE , RONALD  B,  NASHVILLE 
AUELSON,  LORI  m,  NASHVILLE 
ADKINS,  KUBT  BENTON,  NASHVILLE 

- ADKINS,  KUYCI  TERRELL,  GO ODL E T T S V I LL E 
ADKINS,  THUMaS  G,  NASHVILLE 

AG  BUN  AG,  ARNULFO  ABAT,  MAUISUN 
AKIN,  GORDON  CLAT,  NASHVILLE 
ALCANTARA,  ILOEFUNSO  A,  NASHVILLE 
ALEXANDER  JR,  CLYDE  w , NASHVILLE 
ALEXANDER,  DAVE  A,  NASHVILLE 
ALFERY,  DAVID  D,  NASHVILLE 
ALFORD  Jk,  W M CUriER,  NASHVILLE 
ALFORD,  RUBFrT  H,  NASHVILLE 
ALLEN  JR,  JOSEPH  H,  NASHVILLE 
AlLFN,  TERRY  REYNOLDS,  NASHVILLE 
ALL  T N , VAUGHAN  ARTHUR,  NASHVILLE 
ALLFN,  VERNE  ELWUJO,  NASHVILLE 
ALLEY  JP,  J CLYDE,  NASHVILLE 
ALLISON,  JUF  GARY,  MAOISUN 
ALPFR,  BEN  J J,  NASHVILLE 

- ALTENHERN,  PHILLIPS  D,  NASHVILLE 

AMMAKELl . ROBERT  L,  NASHVILLE 
ANAND,  VINITA,  NASHVILLE 
ANDERSON  JR,  ARTHUR  R,  NASHVILLE 
ANDERSON  JR,  EOwIN  B,  NASHVILLE 

ANOFRSON  JK,  JAMES  E,  NASHVILLE 

* ANDERSON  JR,  JAMES  S,  NASHVILLE 

ANOEKSON,  ALLEN  E , NASHVILLE 
ANOFRSON,  EOwARO  EUGENE,  NASHVILLE 
ANOEKSON,  EUwIN  B,  NASHVILLE 

* ANOFRSON,  ELBRIUGE  E,  NASHVILLE 

* ANOEKSON,  H R,  NASHVILLE 
ANOFRSON,  WM  CLYOt,  NASHVILLE 
ARFNDALE  JR,  CHARLES  R,  NASHVILLE 
ARENOALL  II,  REX  £,  NASHVILLE 
ARNETT,  OARRELL  G,  NASHVILLE 
ARNOLU.  EDWARD  STANLEY,  NASHVILLE 
ARNOLO,  FREDRICK  S,  NASHVILLE 
ARNOLD,  LARRY  TOTTY,  NASHVILLE 
ARROWS"ITH,  PETER  NOLL,  NASHVILLL 
ASHER,  HARVEY,  NASHVILLE 
AUERBACH,  PAUL  STUART,  NASHVILLE 
AVANT,  GEO  KAY,  NASHVILLE 
AVERBUCH,  MARK  STEPHEN,  NASHVILLE 
AVERY,  JAMES  KELLEY,  NASHVILLE 
AYLOR,  SARAH  BROWN,  BRENTWOOD 

- BABE,  KENNETH  S,  NASHVILLE 

BACKUS,  LLIZA8FTH  MAUREEN,  NASHVILLE 
BAER,  HARRY,  NASHVILLE 
BAILEY,  ALLAN  H,  NASHVILLE 
BAKER,  THURMAN  DEE,  NASHVILLE 
BALDWIN,  JAMES  MARVIN,  ASHLAND  CITY 

« BALLARD,  SIDNEY  W,  FRANKLIN 
BALLINGER,  JEANNE  F,  NASHVILLE 
BAN,  THOMAS  A,  NASHVILLE 

* BANDY,  PRESTUN  H,  NASHVILLE 

* BARKSDALE,  EDwARI)  H,  NASHVILLE 
BARNES  JR,  MAURICE  C,  NASHVILLE 
8APNETT,  DONALD  R,  NASHVILLE 
BARNETT,  PAUL  HAROLD,  NASHVILLE 
BARNETT,  ROBT  BURTON,  NASHVILLE 
BARTON,  0 A V I U , NASHVILLE 

* BASS,  ALLAN  0 EL  MAGE , NASHVILLE 
BATALOEN,  PAUL  B,  NASHVILLE 
BATCHELOR,  E DALE,  NASHVILLE 
BATSON,  JACK  MILLER,  NASHVILLE 

* BATSON,  RANOULPH,  TRUY,  AL 
BAUCOM,  WILLIAM  E,  NASHVILLE 

* BAYER,  0 SCOTT,  NASHVILLE 
BEAZLEY,  LUTHUR,  NASHVILLE 
BECK,  CHAS  BERNARO,  MADISON 
BECK,  LARSON  DALE,  MAOISUN 


BECKWITH,  MERTON  M,  NASHVILLE 
BELDEN,  RILHAKO  A,  NASHVILLE 
BELL  JR,  ERNEST  ANDREW,  M A 0 I SON 
BELL,  ROBT  LE  RUY,  NASHVILLE 

- BELT,  HOLLY  C,  NASHVILLE 
HENOEK  JR,  HARVEY  w,  NASHVILLE 
BENDT,  ROBERT  RICHARD,  NASHVILLE 

* BENNEIT,  LYNLH  D,  NASHVILLE 
BENNING,  THUMAS  R,  NASHVILLE 
BENSON,  GEORGE  N,  NASHVILLE 

* BENZ,  EDMUND  WOODWARD,  NASHVILLE 
BER“AN,  M LAWRENCE,  NASHVILLE 
BERNARD,  LOUIS  J,  NASHVILLE 
BERNARD,  STANLEY,  NASHVILLE 
BERRIE,  WARREN  R,  NASHVILLE 
BERRY,  GEOFFREY,  NASHVILLE 

be sh ar ian,  Charles  m,  nashville 

» BEVERIDGF,  JUHN  H,  NASHVILLE 

- BIGLEk,  MARK  ERIC,  GARDEN  CITY,  KS 
BIHL-MIRANDA,  PATRICIA  M,  NASHVILLE 

« B ILL  I G , OTTO,  NASHVILLE 

* BILLINGS  JR,  FREDERIC  T,  NASHVILLE 
BINKLEY  JR,  ..ILLIAM  JOSEPH,  MADISON 
ttIROwELL,  BEN  JASUN,  NASHVILLE 

bishop  jr,  Eugene  l,  nashville 

BISHOP,  LINDSAY  K,  NASHVILLE 
BISHOP,  "ICHAfcL  KURT,  NASHVILLE 
BISTDWISH  JR,  JOSEPH  M,  NASHVILLE 

* BLACK  JR,  JAMtS  N,  ANDREWS  AFB,  MD 
BLAKE,  MARY  ANNE,  NASHVILLE 
BLALUCK,  h STANFORD,  NASHVILLE 
BLUKENKOPE,  BENNETT,  NASHVILLE 
BOONER,  STANLEY  JACOB,  HERMITAGE 
BiJEHM,  FRANK  HENkY,  NASHVILLE 
BULOS,  JUHN  MICHAEL,  NASHVILLE 
BULIN,  MARION  G,  NASHVILLE 
80MBDY  JR,  JAMES  U,  NASHVILLE 
BUND,  ARTHUR  CERNT,  NASHVILLE 
BONO,  JOHN  8 E N J , NASHVILLE 

BONE,  ROBERT  CARVER,  LEBANON 
BOOKMAN,  JAMES  ANDREW,  MAOISUN 
BOOTH  JR,  GLENN  H,  NASHVILLE 
BUTTUMY,  MICHAEL  BRUCE,  NASHVILLE 

- HDULUEN,  MARY  MAKIE,  NASHVILLE 
RUUNDS  JR,  GEU  WM,  NASHVILLE 
BOWERS  JR,  OAvIl)  CARwUOu,  NASHVILLE 

- BOYCE,  M'JL  L Y ANN,  NASHVILLE 
BOYD  JK,  WM  JUS,  NASHVILLE 

* BOYLIN,  JUHN  M,  NASHVILLE 
BKACKIN  JR,  HENRY  B,  NAShVILLE 

* BRADLEY,  CLOYCE  F,  NASHVILLE 

* BRADLEY,  L Ht:A«N,  NASHVILLE 

- BRADY,  DU.WALD  wAYWE,  NASHVILLE 
BRAKEF  IELD,  JAMES  MARION,  NASHVILLE 

- BRANUES,  JAN  LEWIS,  NASHVILLE 
BRAREN,  H VICTOR,  NASHVILLE 
BRFINIG,  JOHN  BOTERS,  NASHV ILLF 
BRENNAN,  RHONJA  KAY,  NASHVILLE 
PRESSMAN,  PHILLIP  L.  NASHVILLE 
BRIGHAM,  KtNwETH  L,  NASHVILLE 

brimmer  ii,  kubert  a,  nashville 

BROCK  III,  JUHN  w,  NASHVILLE 
BRODOwS,  i\  U R t R T G , NASHVILLE 
BROOMES,  LLOYU  RUDV,  MURFREESBORO 

- BROOMS,  LlOYuA  RENEE,  MEMPHIS 
BROTHERS,  JOnN  CUNNINGHAM,  NASHVILLE 
BROWN  JR,  WALTER  EDWARD,  SPRING  HILL 
BROwn  JR,  WALTER  U,  NASHVILLE 
BROWN,  OUUGLAS  H,  NASHVILLE 

BROWN,  KERMIT  R,  NASHVILLE 
BROWN,  MARY  JANE,  BRENTwUOO 
BROwn,  PAMELA  F,  MADISON 
BROWN,  PHILLIP  PENDLETON,  NASHVILLE 
BROWNE,  EDwARU  W , NASHVILLE 
8KUNU  III,  JOHN,  NASHVILLE 
» BRYAN,  JOHN  T,  NASHVILLE 

- BRYANT,  LKAUY  L,  NASHVILLE 
BRYANT.  JAMES  UAVIO,  NASHVILLE 
BRYANT,  SUSAN  H,  NASHVILLE 

* BUCHANAN  JR,  ROBT  NORMAN,  NASHVILLE 
BUCHANAN,  RILHARU  DURR,  NASHVILLE 
BUCKSPAN,  GLENN  S,  NASHVILLE 
BUENO,  REUBEN  A,  NASHVILLE 

* RURD,  JOS  C,  NASHVILLE 
BURKHALTER,  MICHAEL  TERRY,  NASHVILLE 
BURRS,  HELEN  C,  HENDER SUNV ILLF 
BURNCS,  JAMES  EDMUND,  MAOISON 
BURNETT,  LUNNIE  S,  NASHVILLE 
BURNS,  GERALD  ROBT,  NASHVILLE 

BURR,  ROBERT  E,  NASHVILLE 
BURRUS,  GEO  RUBT,  NASHVILLE 
BURRUS,  ROGER  PYKUN,  NASHVILLE 

- BURWELL,  MRON,  OLO  HICKORY 
BUTTERFIELD,  MAKr  JANE,  NASHVILLE 
BYRD  III,  BENJAMIN  F,  NASHVILLE 
BYRD  JR,  BENJ  E,  NASHVILLE 

BYRD,  J w THUMAS,  NASHVILLE 
CADENA-CUCTA,  GUILLERMO,  NASHVILLE 
CALOWELL  JR.  BENJ  H,  NASHVILLE 
CALHOUN,  CALVIN  LEE,  NASHVILLE 
CALLAWAY,  JAMES  J,  NASHVILLE 
CALLAWAY,  MICHAEL  OENNEY,  NASHVILLE 
CALLAWAY,  THOMAS  HAILE,  NASHVILLE 
CAMPBELL,  SUSAN  B,  NASHVILLE 
CAMPRELL,  THOMAS  w,  NASHVILLE 
CAMPBELL,  W BARTON,  NASHVILLE 
CANALE  JR,  DANIEL  0,  NASHVILLE 

* CANNON  II,  RICHARD  0,  NASHVILLE 


CANNON  JR,  CHARLES  GRADY,  NASHVILLE 
CAPLE  SR,  PHILLIP  NASHVILLE 

* CARO,  WM  JUUSUN,  MAUISUN 
CARDWELL,  MICHAEL  S.  COLUMBIA,  MU 
CARLSEN.  ANDREW  d , NASHVILLE 
CARLSON,  BRIAN  RICHARD,  MT  JULIET 
CARLSUN.  RICHARD  EUGENE,  MAOISON 
CARNAHAN,  UAVIO  NEAL,  NASHVILLE 
CARNEY  JR,  SAM  w,  "AOISON 
CAPPENTFK  JR,  GFU  KENYON,  NASHVILLE 
CARR,  LINDA  G A I L , NASHVILLE 
CARTER.  JEFFREY  d,  NASHVILLE 

* CARTER,  OSCAR  WILLIS,  NASHVILLE 
CARTWRIGHT,  PETE  S,  NASHVILLE 
CASSELL,  NORMAN  M,  NASHVILLE 
CASTELNUOVO— TEDESCO,  P,  NASHVILLE 
CATE,  RONALD  C,  NASHV ILLt 

CATO,  JAMES  ROBERT,  NASnVILLt 

* CAYCE,  LEt  F,  NASHVILLE 

* CAZOKT,  RALPH  J,  NASHVILLE 
CHALEANT,  ROBT  L,  NASHVILLE 
CHAMBERS,  JILL  F,  NASHVILLE 
CHANEY,  NANCY  ELIZABETH,  NASHVILLE 
CHANG,  PUNG  MUON,  NASHVILLE 
CHANNAPASAPPA , KUOIHALLI  P,  MADISON 

Chapman,  jdhn  edmun,  nashville 

- Charles,  philir  david,  nashville 

CHAZEN,  ERIC  MARTIN,  NASHVILLE 
CHE  I J , AfcwAHAM  PACHA,  NASHVILLE 
CHISOLM  JR,  JUE  M,  NASHVILLE 
CHRISTEN BtRRY , ROBERT  H,  NASHVILLE 
CLARK,  JOHN  ROGER,  BRENTWOOD 
CLARK,  WM  MC  LFAN,  NASHVILLE 
CLASSEN,  JEANNINE  ARCHER,  maDISON 
CLASSEN,  KENNETH  LEDS,  MAOISON 
CLINTON,  MARY  E,  NASHVILLE 
CLOSE,  LUUIS  WARD,  NASHVILLE 

* COHR  JR,  CULLY  A,  NASHVILLE 

cuchran,  robt  Taylor,  nashville 

COHEN,  ALAN  GARY,  NASHVILLE 
COKER,  WESLEY  LOUIS,  NASHVILLE 
CULRERT,  DENNIS  G,  ST  LUUIS,  "0 
COLES  III,  JUHN  H,  NASHVILLE 
COLLINS,  RUPERT  S,  MAOISON 
COLTHARP,  wILLIA.1  H,  NASHVILLE 
CONNOR,  DAN  t,  NASHVILLE 
CONRAO,  JAMES  FRANCIS,  NASHVILLE 
COOKE,  GEO  EDWARD,  NASHVILLE 
COOPER,  RUBERT  S,  NASHVILLE 

- COOPER.  WILLIAM  0,  NASHVILLE 
COOPmOOD,  wM  EUGEVE,  MADISON 
CUPELANO.  SAGE  KINNEY,  NASHVILLE 
corbin  jr,  Charles,  nashville 
CURNEY,  ROBT  TYLER,  NASHVILLE 

* CUTHREN,  FREUEREL  B,  CHATTANOOGA 
CUTHREN,  JACKSON  OANL,  NASHVILLE 
COTTON  JR,  ROBERT  BFLL,  NASHVILLE 

* COUCH  JR,  OR  R IE  A,  NASHV ILLt 
CUUOEN,  VINCENT  RURT,  NASHVILLE 
COULAM,  CRAIG  m,  NASHVILLE 

COWDEN,  CHAS  MARSHALL.  HENUEKSONV ILLt 

* COWDEN,  FREDERIC  EUGENE,  NASHVILLE 
CRAFT,  LISA  I,  NASHVILLE 
CRAFTON,  GEO  H,  NASHVILLE 

CRANE,  JUS  .MICHAEL,  MAOISUN 

* CRANE,  PAUL  SHIELDS,  NASHVILLE 
CKFNSHAW,  RANUALL  w,  nashville 
CRENSHAW,  WM  bRYANT,  NASHVILLE 
CROUK,  ANGUS  M G,  NASHVILLE 
CROOK,  JERRALL  RAUL,  NASHVILLE 
CRUmro,  dunald  s.  nashville 

CUSHMAN,  ARTHUR  RORT,  MAUISUN 
0*  ANGELO,  MARC  SCOTT,  NASHVILLE 

* OALF,  ANDKEw,  NASHVILLE 
OALTUN,  JOHN  CHARLES,  NASHVILLE 
OANIFLL,  JAMtS  E,  NASHVILLE 
DAO,  ANH  HUU,  NASHVILLE 

* DARBY,  WM  JEFFERSON,  NASHVILLE 
DASH,  LAMARR  A,  BRENT  WOOD 
DAUGHERTY,  PHILIP  V,  NASHVILLE 
DAVIS  JR,  THUS  JOEL,  NASHVILLE 
DAVIS,  REN  wELO'JN,  NASHVILLE 
OAVIS,  CARLA  SUZANNE  M,  NASHVILLE 

* OAVIS,  EVELYN  J,  BRENT  WOOO 
DAVIS.  GED  WM,  NASHVILLE 
OAVIS,  IVAN  R,  NASHVILLE 
DAVIS,  J LUCIAN,  NASHVILLE 

* OAVIS,  MICHAEL  DAVID,  NASHVILLE 
DAVIS,  RICHARU  JOHN,  NASHVILLE 

* OAVIS,  THE  ODD  RE  • , NASHVILLE 
DAVIS,  WM  GRAY,  MAOISON 
OEASON,  DEBORAH  R,  NASHVILLE 
DECKER,  MICHAEL  DONAHUE,  NASHVILLE 
OELOZIER,  JAN  STALLINGS,  NASHVILLE 
OELVAUX  JR,  THOS  C,  NASHVILLE 

- OENEKA,  DAVID  A,  NASHVILLE 
DENNISON  JR,  HARULO  CLAY,  NASHVILLE 

- DENTON,  JEFFkEY  T,  NASHVILLE 

- OEVENTE,  JEROME  , NASHVILLE 

- DIEKROEGEK,  RUBERT  A,  NASHVILLE 
OILLARO  JK,  S AML  HENRY,  NASHVILLE 
DIMITROV,  EVA  AGNES,  NASHVILLE 
DINER,  BRADLEY  C,  NASHVILLE 
DITTUS.  JANET  L,  NASHVILLE 
UIXON  JR,  JOHN  H,  NASHVILLE 
DIXON,  BRYCE  WILLIAM,  NASHVILLE 
DOAK,  WM  MELVILLE.  OONELSON 
UOOD,  ROBERT  T,  NASHVILLE 
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OONNELL , MARK  L,  MADISON 
DOPP.  ALAN  C,  NASHVILLE 
OORSE  Y , DOUGLAS  RUSSELL.  NASHVILLE 
DOSMANN,  MARK  ALLEN,  NASHVILLE 
DOSS,  W GORDON,  HENDERSONVILLE 
OOSTER  JR,  ROBERT  T,  NASHVILLE 
DOUGLASS,  HENRY  L,  NASHVILLE 
OUWNEY , WM  LEE,  NASHVILLE 
DOWNS , HOWARD  S,  HENDERSONVILLE 
OOYLE , DEBORAH  R , NASHVILLE 
DOYNE,  MARK  ALAN,  NASHVILLE 
DOZIER  JR,  J EMMETT,  NASHVILLE 
DRIVER  JR,  L ROWE,  NASHVILLE 
DUBUISSON,  RAY  L,  NASHVILLE 
DUDLEY,  B STEPHEN,  NASHVILLE 
DUFFY,  KAREN  BARR,  MADISON 
OUNBAR,  LAURA  L,  NASHVILLE 
GARY  WM,  NASHVILLE 
GEO  E,  NASHVILLE 
THUMAS  C,  NASHVILLE 
MARY  CATHERINE,  MADISON 
OUNKERLEY  JR,  ROBT  C,  NASHVILLE 
OUNN,  GEO  DEWEY,  NASHVILLE 
DUTTON,  WM  PATTERSON,  NASHVILLE 
OYER,  DAVID  N,  NASHVILLE 
OYER,  ERIC  L,  NASHVILLE 
EARTHMAN,  WEBB  JUHNSUN,  NASHVILLE 
EBERT,  MICHAEL  H,  NASHVILLE 
ECKSTEIN,  CHARLES  W,  NASHVILLE 
EDGAR  SR,  ANDREW  5,  NASHVILLE 
EDWARDS  JR,  WILLIAM  H,  NASHVILLE 
EDWARDS,  DAVID  L,  NASHVILLE 

DORAN  OEVON,  MADISON 
JOE  MICHAEL,  NASHVILLE 
ROBT  HARVEY,  NASHVILLE 
WM  H,  NASHVILLE 
DONALD  RAMON,  NASHVILLE 


DUNCAN, 

DUNCAN, 

DUNCAN, 

OUNDON, 


EDWARDS, 
EDWARDS, 
EDWARDS, 
EDWARDS  , 
EISERT, 


ELAM  III,  ROY  OSCAR,  NASHVILLE 
ELAM,  LLOYD  CHAS,  NASHVILLE 
ELLIOTT,  JAMES  H,  NASHVILLE 
ELLIS,  DARREL  L,  NASHVILLE 
ELLIS,  JAMES  W,  NASHVILLE 
ELLIS,  MICHAEL  C,  MADISON 
ELROD,  BURTON  F,  NASHVILLE 
ELSON,  MELVIN  LESLIE,  NASHVILLE 
EMERSON,  CLIFTON  W,  NASHVILLE 
EMERSON,  EDWIN  BOYETTE,  NASHVILLE 
EMFINGER,  C WESLEY,  NASHVILLE 
ENTMAN,  STEPHEN  S,  NASHVILLE 
ERYASA,  YILMAZ,  NASHVILLE 
ESCOBAR,  ALFONSO,  NASHVILLE 
ESKIND,  IRWIN  BERNARD,  NASHVILLE 
ESKINO,  JEFFERY  BEIN,  NASHVILLE 
ESKIND,  STEVEN  J,  NASHVILLE 
ESTES,  ROBERT  L,  NASHVILLE 
EVANS,  HILL  I S FLUREN,  MADISON 
EWERS,  E WILLIAM,  NASHVILLE 
EYLER,  DON..-  L , SALEM,  AL 
EZELL,  GILBERT  0,  NASHVILLE 
EZELL,  MEREDITH  A,  NASHVILLE 
EZELL,  ROY  CLAY,  NASHVILLE 
FABER,  ROBT  BRANCH,  NASHVILLE 
FALK,  LESLIE  ALL  I N A , NASHVILLE 
FARRAR,  THOMAS  CROWELL,  NASHVILLE 
FARRAR,  WM  TAYLOR,  NASHVILLE 
FARRINGER  JR,  JOHN  LEE,  NASHVILLE 
FASSLER,  CHERYL  ANN,  NASHVILLE 
FAULK  JR,  WALLACE  H,  NASHVILLE 
FAULKNER,  CHAS  TAYLOR,  NASHVILLE 
FAULKNER,  LEE  A,  NAShVILLE 
FAWCETT,  KENNETH  JAMES,  NASHVILLE 
FELCH,  JAMES  W,  FRANKLIN 
FELDMAN,  RICHARD  WARREN,  NASHVILLE 
FELTS,  PHILIP  W,  NASHVILLE 
FELTS,  STEPHEN  KAREY,  HERMITAGE 
FEMAN,  STEPHEN  S,  NASHVILLE 
FENICHEL,  GERALD  MERVIN,  NASHVILLE 
FERGUSON,  HAROLD  AUSTIN,  NASHVILLE 
FESSEY,  RAY  0,  NASHVILLE 
F I FLOS , JAMES  P,  NASHVILLE 
FIELDS,  JOHN  PERSHING,  NASHVILLE 
FINCH,  WILLIAM  TYREE,  NASHVILLE 
FINKE,  FREDERICK  LEROY,  NASHVILLE 
FISHBEIN,  JOS  H,  NASHVILLE 
FISHER,  BE  N J , NASHVILLE 
FISHER,  JACK,  NASHVILLE 
FLEET  JR,  WILLIAM  F,  GOOOLE TT S V I LL E 
FLEISCHER,  ARTHUR  C,  NASHVILLE 
FLEMING  JR,  JAMES  H,  NASHVILLE 
FLEMING  JR,  ROSS,  NASHVILLE 
FLEMING,  PHILIP  EOWARD,  NASHVILLE 
FLETCHER,  JOHN  RAYMOND,  NASHVILLE 
FLETCHER,  SUZANNE  M,  MADISON 
FLEXNER,  JOHN  MORRIS,  NASHVILLE 
FLICKINGER,  JEFF  E,  NASHVILLE 
FOLEY,  GERALD  J,  NASHVILLE 
FORD,  DIANNE  J,  MADISON 
FOREMAN,  HOWARD  R,  NASHVILLE 
FORSYTH,  G PAUL,  NASHVILLE 
FOSTER,  HENRY  WENDELL,  NASHVILLE 
FOSTER,  NELSON  RAY,  FRANKLIN 
FOWINKLE,  EUGENE  WESLEY,  NASHVILLE 
FOWLER,  SAML  B,  NASHVILLE 
FOX,  RICHARD  ALLEN,  NASHVILLE 
FRANCIS,  ROBT  STANLEY,  NASHVILLE 
FRANKLIN,  JERRY  M,  NASHVILLE 
FREDERIKSEN,  RAND  TERRELL,  NASHVILLE 
FREEMAN,  MARK  PEARCE,  NASHVILLE 


FREEMAN,  RUFUS  JACK,  NASHVILLE 
FRENCHMAN,  KHUSHRU  H,  HENDERSONVILLE 
FREY,  WALTER  WILLIS,  NASHVILLE 
ERIOOELL,  THUS  JAMES,  NASHVILLE 
FRIESINGER,  GUTTlIEB  C,  NASHVILLE 
FRIST  JR,  JOHN  C,  NASHVILLE 
FRIST,  ROBT  ARM  I STE  AD , NASHVILLE 

* FRIST,  THOS  F,  NASHVILLE 

FRIST,  WILLIAM  HARRISON,  NASHVILLE 
FULLERTON,  RANDY  CURTIS,  NASHVILLE 
FURLOW,  WILLIAM  LOOMIS,  NASHVILLE 
FURMAN,  JOHN  ROBERT,  MADISON 
GAINES,  DONALD  LEE,  NASHVILLE 

* GANT,  JULIAN  C,  LOMA  LINDA,  CA 

* GARDNER,  CHAS  KURTIN,  NASHVILLE 
CARMAN,  RICHARD  W,  BRENTwOOD 

* GARRETT,  SAM  YOUNG,  NASHVILLE 
GARVIN,  RICHARD  PAUL,,  SMYRNA 
GASKINS,  FAY  M,  DOYLESTOwN,  PA 
GASTON  JR,  ROBERT  B,  NASHVILLE 
GASTON,  ROBT  B,  OONELSON 
GAVIGAN,  WM  MITCHEL,  NASHVILLE 
GAW,  DAVID  WISDOM,  NASHVILLE 
GEOOIE,  DANL  CLARK,  NASHVILLE 
GENCA,  EROL,  NASHVILLE 
GENTILE,  DOUGLAS  A,  NASHVILLE 
GENTRY,  HAROLD  LEFFEL,  MADISON 

* GESSLER,  CARL  NEWTON,  NASHVILLE 
GHOSH,  SUOHIR  C,  BRENTWOOD 
GIBSON,  JOHN  RAGAN,  NASHVILLE 
GIBSON,  RICHARD  L.  NASHVILLE 
GILL,  CHAS  MC  CLELLANU,  NASHVILLE 
GILMER,  RONALD  K,  NASHVILLE 

- GIST,  R S,  NASHVILLE 
GLASCOCK,  FRANK  B,  NASHVILLE 
GLASSCOCK,  MICHAEL  E,  NASHVILLE 
GLASSFORD  JR,  OAVID  M,  NASHVILLE 
GLAZER,  MARK  D,  NASHVILLE 
GLICK,  ALAN  DOUGLAS,  NASHVILLE 

* GLOVER  JR,  JOHN  P,  NASHVILLE 
GLUCK  JR,  FRANCIS  W,  NASHVILLE 

* GOBRELL  JR,  WALTER  G,  NASHVILLE 
GOLDNER  JR,  FRFD,  NASHVILLE 

* GOMEZ,  PAUL  CHAS,  NASHVILLE 
GOODMAN , BRULE  RANDOLPH,  NASHVILLE 
GOODMAN,  WILLIAM  M,  MADISON 
GORE,  JOHNNY  ELMO,  ANTIOCH 
GORSTEIN,  FRED,  NASHVILLE 
GOTTERER,  GERALO  S,  NASHVILLE 
GOWDA,  HIRANYA  C K,  NASHVILLE 
GRABER,  ALAN  LEE,  NASHVILLE 
GRAHAM  JR,  LUUIS  S,  NASHVILLE 
GRAHAM  JR,  ROBERT  P,  NASHVILLE 
GRAHAM,  THOMAS  P,  NASHVILLE 
GRANDA,  ANTONIO  MEDAROO,  NASHVILLE 

grant.  Burton  paine,  nashville 
GRAVES  JR,  HERSCHEL  A,  NASHVILLE 
GRAY,  GEORGE  E,  NASHVILLE 
GRAV,  ROLANO  WILLIAM,  NASHVILLE 
GRECO,  BARBARA  A,  NASHVILLE 
GRECO,  FRANK  ANTHONY,  NASHVILLE 
GREEN  JR,  PAUL  A,  NASHVILLE 
GREEN,  EOMON  LEE,  NASHVILLE 
GREEN,  JAMES  DONALD,  NASHVILLE 

* GREEN,  LOUIS  0,  BRENTWOOD 
GREEN,  NEIL  EDWARD,  NASHVILLE 
GREENBAUM,  RALPH  MARTIN,  NASHVILLE 
GREENE,  HARRY  LEE,  NASHVILLE 
GREENE,  JUHN  W,  NASHVILLE 

GREER  JR,  CLIFTON  E,  NASHVILLE 
GREER,  JOHN  PETTRY,  NASHVILLE 
GREGG,  CLARK  R,  FORT  WORTH,  TX 
GRFGG,  SUSAN  SRITTINGHAM,  NASHVILLE 
GREGORY  II,  JAMES  P,  NASHVILLE 
GREGORY  JR,  MARVIN  GEER,  NASHVILLE 
GREGORY,  DAVID  WILSON,  NASHVILLE 
GREMILLION  Jk,  DANIEL  E,  NASHVILLE 
GRIFFIN,  JOHN  JOS,  NASHVILLE 
GRINOE,  STEPHEN  E,  NASHVILLE 
GRINER,  WINSTON  H,  NASHVILLE 
GRISCOM,  JOHN  HOOPER,  NASHVILLE 
GROOS,  ERICH  BRYAN,  NASHVILLE 

* GROSSMAN,  LAURENCE  A,  NASHVILLE 

* GROSSMAN,  MILTON,  NASHVILLE 
GROVE,  R BARRY,  BRENTWOOD 
GROwOON  JR,  JAMES  HAROLD,  NASHVILLE 
GUILLERMIN,  JUHN  PHILIP,  HERMITAGE 
GUNN,  MICHAEL  G,  NASHVILLE 

- GONNARSEN,  CHRISTIAN  NELS,  NASHVILLE 
GURLEY,  LARRY  0,  NASHVILLE 

GUTOW,  GARY  SAML,  NASHVILLE 
GUTOW,  RICHARO  FINEMAN,  NASHVILLE 

- GWINN,  KATRINA,  NASHVILLE 


HAGAN,  CEO  BRYANT,  MADISON 
HAGAN,  KEITH  W,  NASHVILLE 
HAGAN,  KEVIN  F,  NASHVILLE 
HAGENAU,  CURTIS  JAMES,  NASHVILLE 

* HAINES  JR,  CHAS  EDGAR,  NASHVILLE 
HAINSWORTH,  JOHN  0,  NASHVILLE 
HALEY  JR,  ROBT  LEO,  MADISON 

HALL  JR,  WALLACE  HOWARD,  NASHVILLE 
HALL,  HUGH  OAVID,  NASHVILLE 
HALTOM,  THOS  BRANSON,  NASHVILLE 
HAMBERG,  MARCELLE  ROBT,  NASHVILLE 
HAMBURGER,  NORMAN  J,  BRENTWOOD 
HAMILTON,  CHAS  M,  NASHVILLE 
HAMILTON,  JAMES  RICHARO,  NASHVILLE 

* HAMILTON,  WM  M,  NASHVILLE 


HAMMON  JR,  JOHN  w,  NASHVILLE 
HAMMONDS,  ROY  GLENN,  NASHVILLE 
HAMPF,  CARL  R,  NASHVILLE 
HANDTE , ROBERT  E,  BRENTWOOD 
HANES,  THOMAS  EUGENE,  MAUISON 
HANSEN,  AXEL  CARL,  NASHVILLE 
HANSON,  ANNE  V E,  NASHVILLE 
HARDIN,  ROBT  ALLEN,  NASHVILLE 
HARRIS,  JACKSON,  NASHVILLE 
HARRIS,  PERRY  FELTON,  NASHVILLE 
HART,  JAMES  ROBERT,  BRENTWOOO 
HARVEV,  ALEXANDER  EARLE,  NASHVILLE 
HARWELL  JR,  WM  BEASLEY,  NASHVILLE 
HARWELL,  AUBREY  B,  NASHVILLE 
HASTIE,  JAMES  SUTTON,  GOOOLE TTS V I LL E 
HASTY,  NORMAN  OONALO,  NASHVILLE 
HAWKINS,  ROWLAND  SPECK,  NASHVILLE 
HAYES,  JAMES  T,  MADISON 
HAYNES  JR,  J BREVARD,  NASHVILLE 
HAYNES,  JAMES  HUGH.  NASHVILLE 
HAYNIE,  H CAMPBELL,  FRANKLIN 
HAYS,  JAMES  WM,  NASHVILLE 
HEFLIN,  A CLYDE,  NASHVILLE 
HEIM,  CRAIG  REED,  NASHVILLE 
HEITZ,  JULIAN  C,  NASHVILLE 
HELLER,  RICHARO  MOSS,  NASHVILLE 
HELME,  JAMES  B,  NASHVILLE 
HENDERSON,  JAMES  PORTER,  NASHVILLE 
HENDERSON,  ROBERT  R,  NASHVILLE 
HENRY,  DOUGLAS  C,  NASHVILLE 
HENSON,  ALAN  STUART,  MADISON 
HERRING  JR,  ROBERT  WILLIAM,  BRENTWOOD 
HERRINGTON  JR,  JOHN  L,  NASHVILLE 
HERZEELD,  JOHN  G,  NASHVILLE 
HESTER,  RAY  WILLIS,  NASHVILLE 
HIBBETT  III,  BASYE  K,  NASHVILLE 
HICKS,  PATRICIA  JOAN,  NASHVILLE 
HIGH,  JAMES  MARSHALL,  MADISON 
HIGHTOWER,  DANL  RUSSELL,  NASHVILLE 
HILL,  WARREN  THOS,  HENDERSONVILLE 
HILL,  WM  HAROLD,  MAOISON 
HILLARD,  IRVING  RINGO,  NASHVILLE 
HILLS.  EDwARO  RUDOLPH,  NASHVILLE 
HINES,  STEPHEN  L,  NASHVILLE 
HINSON  JR,  JAMES  M,  NASHVILLE 
HIRSCH,  MARTIN  B,  NASHVILLE 
HIRSHBERG,  CHAS  SNYDER,  NASHVILLE 
HITCHMAN,  JAMES  KENNETH,  NASHVILLE 
HOBO Y , CHARLIE  JOE,  NASHVILLE 
HOLCOMB  JR,  GEO  W,  NASHVILLE 
HOLLENDER,  MARC  HALE,  NASHVILLE 
HOLLIDAY,  HUGH  DOUGLAS,  NASHVILLE 
HULL  I F IELO , JUHN  WARD,  NASHVILLE 
HOLMES  III,  GEO  LANDIS,  NASHVILLE 
HOLZEN,  THOMAS  W,  NASHVILLE 
HOOO,  ROB  REID,  NASHVILLE 
HOOS,  RICHARO  T,  NASHVILLE 
HOPP,  STANLEY  G,  NASHVILLE 
HORN,  ROBT  GORDON,  NASHVILLE 
HOROWITZ,  OAVIO  HARVEY,  NASHVILLE 
HORTON  JK,  FREDERICK  T,  NASHVILLE 
HORTON,  BENNETT  FRANKLIN,  NASHVILLE 
HORTON,  JANET  ANDREWS,  NASHVILLE 
HOUSTON,  MARK  CLARENCE,  NASHVILLE 
HOWELL  JR,  EVERETTE  IRL,  NASHVILLE 
HOWERTON,  HENRY  CLAYTON,  NASHVILLE 
HSUEH,  YERNG  TERNG,  NASHVILLE 
HUBER,  THOS  J,  MAOISON 
HUDDLESTON,  CHARLES  H,  NASHVILLE 
HUDGINS,  JAMES  M,  HENDERSONVILLE 
HUFF,  JOHN  GREGORY,  NASHVILLE 
HUFFMAN,  WILLIAM  R,  BRENTWOOD 
HUGGINS,  TERESA  G,  MURFREESBORO 
HUMPHREY,  STEPHEN  P,  MAOISON 
HUMPHREYS,  JERRY  KAY,  MT  JULIET 
HUNT,  JERRY  CHEEK,  MAOISON 
HURT,  JOS  EDWARD,  NASHVILLE 
HUSTON,  JOSEPH  W,  NASHVILLE 
HUTTON  JR,  VERNON,  NASHVILLE 
HUTTON,  ROBERT  M,  NASHVILLE 
HYMAN,  STEVE  A,  NASHVILLE 
HYMES,  JEFFREY  LAWRENCE,  NASHVILLE 
IDUSUYI,  OSARETIN  ROBBY,  NASHVILLE 
IKARO,  ROBT  WINSTON,  NASHVILLE 
I SENHOUR  JR,  ALBERT  P,  NASHVILLE 
I V I E , JOS  MC  KINNEY,  NASHVILLE 
JACKSON,  C GARY,  NASHVILLE 
JACKSON,  kOGER  THEODORE , NASHVILLE 
JACOBS,  JOS  KENNETH,  NASHVILLE 
JAMES,  A EVERETTE,  NASHVILLE 
JAMIESON,  ROBERT  C,  NASHVILLE 
JAO,  HENRY  C,  MAOISON 
JARVIS,  DAVID  ALAN,  NASHVILLE 
JENNINGS,  HENRY  S,  NASHVILLE 
JERKINS.  GARY  W,  NASHVILLE 
JERKINS,  TERRI  WOUO,  NASHVILLE 
JOHN  JR,  JAMES  THOS,  NASHVILLE 
JOHNS,  KARLA  J,  NASHVILLE 
JOHNSON  JR,  IRA  T,  NASHVILLE 
JOHNSON,  OAVIO  HORTON,  NASHVILLE 
JOHNSON,  HARRY  KEITH,  NASHVILLE 
JOHNSON,  HOLLIS  EUGENE,  NASHVILLE 
JOHNSON,  JAMES  WM,  NASHVILLE 
JOHNSON,  JOHN  SETTLE,  NASHVILLE 
JOHNSON,  PAUL  ALFRED,  NASHVILLE 
JOHNSON,  ROBT  MARSHALL,  NASHVILLE 
JOHNSON,  STEPHANIE  JO,  NASHVILLE 
JOHNSTON,  ROBT  K,  NASHVILLE 
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JOHNSTON,  WILLIAM  0,  NASHVILLE 
JONES  III,  HOWARO  W,  NASHVILLE 
JONES  JR,  ORKIN  LESTER,  NASHVILLE 
JONES,  BRUCE  E,  NASHVILLE 
JONES,  OAVIO  NANUO,  NASHVILLE 
JONES,  OAVIO  SCOTT,  NASHVILLE 
JONES,  EOMUNO  PALMER,  NASHVILLE 
JUNES,  FRANK  EMERSON,  NASHVILLE 
JONES,  JOHN  OONALO,  NASHVILLE 
JONES,  PHILLIP  R,  NASHVILLE 

♦ JOROAN,  THOS  MALONE,  NASHVILLE 
JULIAO,  SAUL  A,  NASHVILLE 
KAISER,  ALLEN  B,  NASHVILLE 
KAMBAM,  JAYAKUMAK  REOUY,  NASHVILLE 
KAMINSKI,  MICHAFL  JAMfcS,  NASHVILLE 

* KAMPMEIER,  ROOOLPH  H,  NASHVILLE 
KAPLAN,  HERMAN  J ACn  B , NASHVILLE 
KAPLAN,  PETEK  ROUT , NASHVILLE 
KARZON,  OAVIO  THEUOORE,  NASHVILLE 
KASSELBERO,  ALFRED  GUY,  NASHVILLE 
KEANE,  W M SHE-RMAN,  NASHVILLE 
KEMMERLY,  PAUL  CUURTLAND,  NASHVILLE 

♦ KENOALL,  CYRUS  EKVE,  HE NOE R SUN V ILL E 

* KENNEDY,  J ALLEN,  NASHVILLE 
KENNER  III,  WM  OAVIS,  NASHVILLE 

* KENNON  JR,  WM  GILLIAM,  NASHVILLE 
KEOWN,  MARY  ELIZABETH,  NASHVILLE 
KEYSER  III,  JUHN  EOWAKU,  NASHVILLE 
KHAN,  OAMAR  aLI,  NASHVILLE 

K I 00 , JENNIFER  KAY,  NASHVILLE 

- KILGORE,  OAVIO  E,  NASHVILLE 
KILLMAN,  KATHRYN  R,  NASHVILLE 
KILROY,  ANTHONY  WALDU,  NASHVILLE 
KIMBRELL  JR,  FREO  TAYLOR,  OONELSON 
KINCAID,  ROBERT  SAMUEL,  BRENIwOUO 
KING  JR,  LLOYD  E,  NASHVILLE 

KING,  EOWARO  LEE,  HERMITAGE 
KINNARO,  JOHN  PARKES,  NASHVILLE 
KINNEY,  STEVEN  K,  NASHVILLE 
KIRBY,  LOWRY  OALt , NASHVILLE 
KIRCHNER  JR,  FREDERICK  K,  NASHVILLE 
KIRCHNEP,  SANORA  LYNNE  G,  NASHVILLE 
KIRSHNER,  HOWARD  S,  NASHVILLE 
KLING  JR,  RALPH  R,  NASHVILLE 
KNAPP,  DAVID  S,  BRENTWOOD 
KNOLL,  L DEAN,  NASHVILLE 
KOCH,  MICHAEL  0,  NASHVILLE 
KOCHTITZKY,  UTTn  M,  NASHVILLE 
KOENIG,  LEONARD  J,  NASHVILLE 
KOOMEN,  JUHN  C,  NASHVILLE 
KOURANY,  RONALD  FREDERIC,  NASHVILLE 

♦ KRAMER,  LEE  F,  G OOOL E TT S V I LL E 
KROHN,  NANCY  JANE,  NASHVILLE 
KUZUR,  MICHEL  ELIAS.  NASHVILLE 
KYGER,  KENT,  NASHVILLE 

- KYZER,  MICHAEL  DAVID,  NASHVILLE 

♦ LA  VOI,  SAML  JOS,  NASHVILLE 

♦ LADD,  JAMES  PUNCAN,  NASHVILLE 
LAMB,  JOHN  WM,  NASHVILLE 

* LAMB,  ROLANO  D,  NASHVILLE 
LAMBALLE,  ADRIAN  K,  NASHVILLE 
LAMBERT,  FRANK  HAYDEN,  NASHVILLE 
LANDMAN,  JEFFREY  A,  MADISON 
LARSON  III,  T HE  DOUR  E CARL,  MADISON 
LATOUR,  DANA  L,  FRANKLIN 

LATOUR,  PAUL  A,  NASHVILLE 
LAUGHLIN,  LAWRENCE  PAUL,  NASHVILLE 

* LAVELY  JR,  HORACE  T,  NASHVILLE 

♦ LAWRENCE  JR,  GRANVILLE  A,  NASHVILLE 
LAWS,  KENNETH  HOwARO,  NASHVILLE 
LAWSON,  ALBERT  ROBT,  MURFREESBORO 
LAWSON,  M WENDELL,  NASHVILLE 
LAWSON,  WILLIAM  B,  NASHVILLE 

LE  QUIRE,  VIRGIL  S,  NASHVILLE 
LEA  IV,  JOHN  W,  NASHVILLE 
LEA,  CLARK  0,  NASHVILLE 
LEAVELL,  SANORA  REESE,  NASHVILLE 
LECORPS,  PATRICK  J,  FRANKLIN 
LEDBETTER,  WILLIAM  HENRY,  NASHVILLE 
LEE,  DAVID  GRANVILLE,  NASHVILLE 
LEEPER,  HOWARD  B,  BRENTWOOD 
LEFKOWlTZ,  LEWIS  B,  NASHVILLE 
LEFTWICH,  RUSSELL  B,  NASHVILLE 

- LEMEH,  CAROL  ANN,  NASHVILLE 
LENTZ,  JOS  FRANCIS,  NASHVILLE 
LEONARD,  JOHN  MARTIN,  NASHVILLE 

* LESTER,  JAMES  PEYTON,  NASHVILLE 
LEVITT,  MICHAEL  J,  NASHVILLE 

- LEWIS,  ALESHAIA  CHARLENE,  NASHVILLE 
LEWIS,  MALCOLM  R,  NASHVILLE 

* LIDDLE,  GRANT  WINDER,  NASHVILLE 
LIGHT,  RICHARD  T,  NASHVILLE 
LILLY,  EDWIN  JACOB,  NASHVILLE 
LIMBIRD,  THOMAS  J,  NASHVILLE 

- LINEBERRY,  TIMOTHY  W,  WAHOO,  NE 
LINK,  JOHN  LOUIS,  NASHVILLE 
LINN,  JOANNE  LOVELL.  NASHVILLE 

♦ LINN,  ROBT  J,  NASHVILLE 

LIPSCOMB  JR,  ALBERT  BRANT,  NASHVILLE 
LIPSCOMB,  ALBERT  BRANT,  NASHVILLE 
LISELLA,  RICHARD  SCOTT,  NASHVILLE 
LITTLE,  JAMES  P,  CEDAR  HILL 
LLOYD,  KENNETH  MICHAEL,  NASHVILLE 
LODEN,  JAMES  POPE,  NASHVILLE 
LONG,  RUTH  BARRON,  NASHVILLE 
LONG,  WM  ROYSTON,  NASHVILLE 

- LOPATINE,  STEVEN  M,  CHERRY  HILL,  NJ 
LOVELACE,  OONALO  RAY,  NASHVILLE 


LOVELESS  JR,  JAMES  ALVA,  NASHVILLE 
LOVEN,  KEITH  H.  MADISON 
LOVVORN  JR,  HAROLD  N,  NASHVILLE 
LUBOW,  LAWRENCE  0,  NASHVILLE 
LUND  IN,  LINDA  S.  NASHVILLE 

* LYLE,  PHILIP  LEwIS,  NASHVILLE 
LYNCH,  JOHN  BROWN,  NASHVILLE 

- MACAVLAY,  BRIAN  A,  NASHVILLE 
MAC IUNAS , ROBERT  J,  NASHVILLE 
MACK  JR,  HARRY  RUSSELL,  NASHVILLE 
MACMILLAN  JR,  CHAS  W,  NASHVILLE 
MACMILLAN,  ROBT  OUNCAN,  NASHVILLE 
MADDEN  JR,  JAMES  JOS,  BRENTwOUD 
MAGEE,  MICHAEL  J,  NASHVILLE 
MAGPANT  AY , FUMUNOO  D,  MT  JULIET 

* MAGRUDER,  RUB T HERMAN,  OLD  HICKORY 

MALLARO,  ROBI  ELWOOD,  NASHVILLE 
MANALAC  SR,  ABELARDO  MT  JULIET 

MANNING,  DEBORAH  A,  NASHVILLE 
MARNEY,  SAMUEL  ROWE,  NASHVILLE 
martin  in,  Raymond  s,  nashville 

- MARTIN,  RICHARD  B,  NASHVILLE 
MARTINFZ,  ERLINDA  A,  NASHVILLE 
MARTINEZ,  ROGELIU  R,  NASHVILLE 
MASON,  THUS  tMMETT,  NASHVILLE 
MASSIE,  RALPH  W.  NASHVILLE 
MAXWELL,  G PATRICK,  NASHVILLE 

- MAYER,  ANNYCE  STOKES,  NASHVILLE 

* MAYFR,  JAMES  A,  NASHVILLE 

* MAYES,  BEN  RICHAROSUN,  NASHVILLE 
MAYES,  CHAS  EUGENE,  NASHVILLE 
MAYNARO,  OOIS  JERRY,  NASHVILLE 
MCALISTFR,  AILEEN  HOOO,  NASHVILLE 
MCCALL,  HERBERT  TRAVIS,  MADISON 
MCCLELLAN,  ROBERT  E,  NASHVILLE 
MCCLELLAN,  RUBERT  TRIGG,  NASHVILLE 
MCCOMBS.  PAUL  KAYMUNU,  NASHVILLE 
MCCONNELL,  CONN  M,  MAOISUN 

* MCCPACKEN,  ROBEkI  LAZEAR,  NASHVILLE 
MC OONALO , EOWARO  C.  NASHVILLE 
MCOOUGAL,  WILLIAM  S,  NASHVILLE 
MCFERRIN,  JAMES  R,  NASHVILLE 
MCGEHEF,  JAMES  BARTLEY,  NASHVILLE 
MCGINNIS,  CHARLES  W,  NASHVILLE 
MCGREW,  SUSAN  GOSHGAR 1 AN , NASHVILLE 
MCGREw,  WALLACE,  NASHVILLE 

- MCILWAIN,  MARK  RAY,  NASHVILLE 

MC  I NN IS,  JOHN  CAMERON,  NASHVILLE 
MCKAY,  CHARLES  E,  NASHVILLE 
MCKEE,  OAVIO  EARL,  MAOISUN 
MCKENNA,  SAMUEL  JAY,  NASHVILLE 
MCLEDO,  ALEXANDER  C,  NASHVILLE 
MCMAHAN,  J OH  M WELLINGTON,  NASHVILLE 

mcmukray,  m Charles,  nashville 

MC  MUR  TRY,  CECIL  E,  G OODLE T TS V I LLE 
MCNABB,  PAUL  CARTER,  NASHVILLE 

* MCPHERSON,  EwlNG  WILLIAM,  NASHVILLE 
MCPHERSON,  WARREN  F,  NASHVILLE 
MCQUEEN,  SAMUEL,  HERMITAGE 

MCRAE,  JOHN  RADFORD,  NASHVILLE 
MEACHAM,  PATRICK  w,  NASHVILLE 

* MEACHAM,  WM  EELAND,  NASHVILLE 
MEADOR,  CLIFTON  K,  NASHVILLE 
MEADORS,  MICHAEL  H,  NASHVILLE 
MELKIN,  STEPHEN  PELLAR,  NASHVILLE 
MENDOZA,  DANIEL,  HENUE R SON  V I LL E 
MENZIE,  JAMES  W,  NASHVILLE 
MERRILL,  WALTER  HILSON,  NASHVILLE 
MERRITT  II,  CULLEN  R,  NASHVILLE 
METTS  III,  VERGIL  L,  MADISON 
MEYER  JR,  ALVIN  HENRY,  OONELSON 
MEYER,  ALLEN  FREDERICK,  BREN  TWOUO 
MICHAEL,  PAUL  R,  NASHVILLE 
MICHEL,  HARRY  ANDRE,  NASHVILLE 
MILEK,  MICHAEL  A,  NASHVILLE 
MILLER  JR,  JAMES  OLNEY,  MADISON 
MILLER,  ANDREW  HERRON,  NASHVILLE 
MILLER,  PONNIE  MERSKY,  NASHVILLE 
MILLER,  OAVIO  STUART,  BRENTWOOD 
MILLER,  JUE  M,  NASHVILLE 
MILLER,  JOHN  M,  NASHVILLE 

* MILLER,  LLOYD  C,  NASHVILLE 
MILLER,  MICHAEL  E,  NASHVILLE 
MILLER,  MICHAEL  PETER,  NASHVILLE 
MILLER.  THUMAS  B,  MAOISUN 
MILLIS,  JAMES  HRUWN,  NASHVILLE 
MINCH,  F MICHAFL,  NASHVILLE 

- MINOR,  RANDALL  M,  NASHVILLE 

* MINTON,  LEE  ROY,  LONOON  SWI  ENG 
MIRANDA,  FERNANDO  T,  NASHVILLE 
MITCHELL,  CARL  EDWARD,  NASHVILLE 
MITCHELL,  CHARLES  AUSTIN,  LEBANON 
MITCHELL,  DOUGLAS  PARK,  NASHVILLE 
MITCHELL,  LARRY  M,  NASHVILLE 
MITCHELL,  MICHAEL  THOMAS,  NASHVILLE 
MOGAN,  THOS  FRANCIS,  H ENOE R SON V I LL E 
MOLIN,  JOHN  A,  NASHVILLE 

* MONEY,  ROY  WILSON,  HERMITAGE 

- MONROE,  JAMIE  MARIA,  BOWLING  GREEN,  KY 
MONTGOMERY,  DEBORAH  G,  NASHVILLE 
MONTGOMERY,  MARCIA  A,  NASHVILLE 
MONTUURIS,  GEORGIA  D,  NASHVILLE 
MOORE,  JAMES  N,  NASHVILLE 

- MOORE,  K DAVID,  NASHVILLE 
MORAN,  HOUSTON,  NASHVILLE 
MOREHEAD,  V TUPPER,  NASHVILLE 
MORGAN,  DAVID  H,  NASHVILLE 
MORONEY,  DAVID  M,  NASHVILLE 


MORRIS  JR,  JUHN  A,  NASHVILLE 
MURTON  MI,  CHARLES  E,  NASHVILLE 
MOULTON,  PATRICK  HOWARO,  NASHVILLE 
MOYERS,  JAMES  RICHARO,  NASHVILLE 
MULHERIN  JR,  JDS  LOUIS,  NASHVILLE 
MURRAY  JR,  RUBERT  C,  NASHVILLE 

- MURRAY,  ELIZAbETH  ANN,  NASHVILLE 

♦ MURRAY,  HENRY  DARWIN,  OLD  HICKORY 
MURRAY,  RUBERT  E,  NASHVILLE 
NACE,  GARY  STEPHEN,  NASHVILLE 
NADEAU,  JUHN  HUGH,  NASHVILLE 
NAJJAR,  JENNIFER  LEE,  NASHVILLE 
NASH,  JAMES  L,  NASHVILLE 
NEADERTHAL,  ROBERT  LEE,  NASHVILLE 
NEBLETT  III,  WALLACE  w,  NASHVILLE 
NEFF,  BETTY  K,  NASHVILLE 
NELSON,  0UNK1N  AETON,  NASHVILLE 
NELSON,  I ARM  I STE  AO , NASHVILLE 
NELSON,  LUREN  DOUGLAS,  NASHVILLE 

- NELSON,  RONALD  ANDREW , NASHVILLE 
NEMEC,  OEwEY  G,  NASHVILLE 
NESBITT  JK,  THOMAS  F,  NASHVILLE 
NESPITT,  TOM  EOWARO,  NASHVILLE 

♦ NETSKY,  MARTIN  GEU,  NASHVILLE 
NETTERVILLE  JR,  JOHN  T,  BRENTWOOD 
NEUBAUER,  STEVEN  W,  NASHVILLE 
NEWSOME  III,  H CLAY,  NASHVILLE 
NICHOLS,  DARYL  L,  NASHVILLE 
NIEOERMEYtR,  MICHAEL  E,  NASHVILLE 
NOEL  JR,  PHILIP  JOROAN,  NASHVILLE 

♦ NUFL , OSCAR  F,  FRANKLIN 

NORRIS,  MARGARET  SWANN,  NASHVILLE 
NORTH,  K TIMOTHY,  MAOISUN 
NORTON,  CHAS  GLENN,  NASHVILLE 
NORTON,  DOUGLAS  EOWARO,  NASHVILLE 
NOWAKOWSKI,  JAMES  F,  NASHVILLE 
NUNN,  PAULA  S,  NASHVILLE 
NYLANOER,  BARBARA  HARTKOP,  NASHVILLE 
NYLANOER,  WILLIAM  ARTHUR,  NASHVILLE 
O'BRIEN,  KEVIN  MICHAEL,  MADISON 
O'DAY,  OENIS  MICHAEL,  NASHVILLE 
OATES,  JOHN  ALEXANDER,  NASHVILLE 
ODOM  II,  HARRELL,  NASHVILLE 
OGLESBY,  JOHN  WILLS,  NASHVILLE 
OLOFIELO,  ELIZABETH  L,  NASHVILLE 
OLDHAM,  RICHARO  KANOULPH,  NASHVILLE 
OLLAPALLY,  ELSIE  P,  MAOISUN 
OLSEN,  DOUGLAS  OLE,  BRENTWOOD 
OLSON,  BARBARA  JEAN,  NASHVILLE 
ONI,  ADEDAMOLA,  NASHVILLE 
ORCUTT,  THOS  WM,  NASHVILLE 
OKLANU,  RICHARD  A,  B RENT  W 000 
ORTH,  OAVIO  N,  NASHVILLE 
OSSOFF,  RUBERT  H,  NASHVILLE 
OVERFIELO,  RUN4L0  EDWIN,  NASHVILLE 
OWEN,  ROBT  CARROLL,  NASHVILLE 
OWNBEY,  RICHARD  PHILLIP,  NASHVILLE 
P ' POOL  JR,  OAVIO  BRUCE,  NASHVILLE 
PAGE  JR,  HARRY  L,  NASHVILLE 
PAGF,  OAVIO  LEE,  NASHVILLE 
PALACin  UEL  VALLE,  GUSTAVO,  NASHVILLE 
PARANJAPE,  YESHAWANT  B,  HERMITAGE 
PAROUE,  CHRIS  C,  NASHVILLE 
PARKER,  ROY  „,  NASHVILLE 
PARRIS,  WINSTON  CLIVE  VIC,  NASHVILLE 
PARRISH,  CAROLYN  M,  NASHVILLE 

♦ PARRISH,  THOS  FRANKLIN,  NASHVILLE 
PARTAIN,  C LEUN,  NASHVILLE 
PASIPANYOOA,  ALPHONSE,  NASHVILLE 

♦ PASS,  BERNARD  J,  NASHVILLE 
PATF,  JOHN  KIRBY,  NASHVILLE 
PATIKAS,  TAKIS.  NASHVILLE 
PATTEN,  W THUMAS,  MADISON 

♦ PATTERSON  JR,  ROBT  C,  NASHVILLE 
PATTERSON,  ARTHUk  KNOX,  NASHVILLE 
PATTERSON,  WARREN  R,  NASHVILLE 
PAYNE,  WILLIAM  FAXON,  NASHVILLE 
PEARSON,  JOHN  G,  NASHVILLE 
PECACHE,  CONCH  I T A T,  MADISON 
PEERMAN  JR,  CHAS  G,  NASHVILLE 
PEERY  JR,  CLARENCE  E,  NASHVILLE 
PENDERGRASS,  HENRY  P,  NASHVILLE 
PENLEY,  WILLIAM  CHARLES,  NASHVILLE 
PENNINGTON  JR,  JEFFERSON,  NASHVILLE 
PENNINGTON,  THOS  G,  NASHVILLE 
PERALES,  MARIA  ISABEL,  NASHVILLE 
PERALES,  PEDRO  JUAN,  MADISON 
PERLEK,  GEO  L,  NASHVILLE 
PERLMAN,  STEwART  NEAL,  NASHVILLE 
PERLMUTTER,  MARTIN  I,  NASHVILLE 
PERRY  JR,  FRANK  A,  NASHVILLE 

PERRY  JR,  JAMES  MURRAY,  NASHVILLE 
PERRY,  MALCOLM  U,  NASHVILLE 
PERRY,  STEPHANIE  MORTON,  NASHVILLE 
PETERS,  JOHN  EOWARO,  NASHVILLE 
PETERSOHN,  JEFFREY  DAVID,  -NASHVILLE 
PETRACEK,  MICHAEL  RAY,  NASHVILLE 
PETRIE,  WILLIAM  M,  NASHVILLE 

- PETRONI,  KENNETH  C,  NASHVILLE 
PETTIT,  WM  ALBERT,  NASHVILLE 
PETTUS  JR,  ROBT  L,  MAOISON 
PETTUS,  WILLIAM  HAROLD,  NASHVILLE 
PHILLIPS,  DANIEL  L,  NASHVILLE 
PHYTHYON,  JAMES  MARTIN,  NASHVILLE 
PICKENS  JR,  OAVIO  R,  NASHVILLE 
PIERCE  JR,  EDGAR  H,  NASHVILLE 
PIERCE.  ELIZABETH  P,  GOOOL ETTS V ILLE 
PIETSCH,  JOHN  B,  NASHVILLE 
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PILKINTON,  ROOT  DALE,  MADISON 
PINSON,  RICHARD  D,  NASHVILLE 
PINTO— CISNEROS,  SOCRATES,  SMYRNA 
PIPPIN,  MICHAEL  S,  NASHVILLE 
PITTINGER,  CHAS  8,  NASHVILLE 

plonk,  john  e,  madison 

PO,  DIVINA  ONG  TAN,  HENDERSONVILLE 
PO,  GIOG  SING  TAN,  G OODLE TTS V I LLE 
POAG,  KENNETH  LESLIE,  NASHVILLF 
POMEROY,  HOWARD  CLIFTON,  NASHVILLE 
PORCH  JR,  PHILLIP  P,  NASHVILLE 
PORCH,  PHILLIP  P,  NASHVILLE 
PORTER,  LESTER  L,  NASHVILLE 
POTANIN,  CONSTANTINE,  NASHVILLE 
POTTS,  THOS  EDWARD,  NASHVILLE 
POWERS,  JAMES  S,  NASHVILLE 
PRAKASH,  ANDANI  SIDOAPPA,  NASHVILLE 
PRAKASH,  KUOKA,  BRENTWOOD 
PRESLEY,  RICHARO  ELDON,  NASHVILLE 
PRIRIJR,  HUGH  C,  NASHVILLE 


PRICE. 


HUTCHESON, 


NASHVILLE 
PRICE,  JAMES  STERLING,  NASHVILLE 
PRICE,  JERE  K,  NASHVILLE 
PRICE,  JOHN  DUNCAN,  NASHVILLE 
PRICE,  NEIL  M,  NASHVILLE 
PRIEST  II,  EDWARD  M,  NASHVILLE 
PUTINSKI,  CYNTHIA  LFE , NASHVILLE 
QUIMBY  JR,  CHAS  WILLIS,  NASHVILLE 
QUINN,  ROBERT  S,  NASHVILLE 
QUINN,  RDBT  W,  NASHVILLE 
QUISLING,  RICHARD  H,  NASHVILLE 
RAGHEB,  SHEPIF  ",  NASHVILLE 
RAJASHEKARAIAH,  K M,  NASHVILLE 
RALPH  JR,  WM  BENNETT,  NASHVILLE 
RALPH,  PAMELA  JOANN,  NASHVILLE 
RAMOS,  ANDRES  A,  NASHVILLE 
RAMSEY,  JAMES  ALBERT,  BRENTwOOO 
RAMSEY,  LLOYD  H,  NASHVILLE 
RE8EIRO,  EGBERT,  MADISON 
REDDICK,  EDDIE  J,  RRENTwOOO 
REDDY,  CHUPKU  MOHAN,  NASHVILLE 
REES,  RILEY  S,  NASHVILLE 
REGAN,  JUDITH  J,  NASHVILLE 
REGEN  JR,  EUGENE  M,  NASHVILLE 
REID,  MICHAEL  L,  NASHVILLE 
REILLY,  M KATHLEEN,  NASHVILLE 
REMBERT,  FRANCIS  MARION,  NASHVILLE 
RENFRO,  ROY  JAMES,  NASHVILLE 
REYNOLDS,  VERNON  HARRY,  NASHVILLE 
RHEA,  EDWARD  BULLOCK,  OLD  HICKORY 
SA,  NASHVILLE 
BV I LLE 
NASHVILLE 
HENDERSONVILLE 
<LE,  NASHVILLE 
NASHVILLE 
ANDERSON,  MADISON 
F,  NASHVILLE 
S,  NASHVILLE 
, NASHVILLE 
FLL , NASHVILLE 
NASHVILLE 
t,  NASHVILLE 
, OLD  HICKORY 
NASHV ILLE 
ROBBINS  II,  LANSDON  B,  NASHVILLE 
ROBFRTSON,  DAVID,  NASHVILLE 
ROBINETTE  JR,  CHARLES  L,  NASHVILLE 
ROBINSON  JR,  N DAVID,  BRENTWOOD 
ROBINSON,  PATRICIA,  NASHVILLE 
ROBINSON,  ROSCOE  R,  NASHVILLE 
ROCCO,  VITO  K,  NASHVILLE 
ROORIQUEZ,  R MICHAEL,  NASHVILLE 
RUGERS,  JUDSUN  E,  NASHVILLE 
RO JAS-BRASSET TI , JORGE,  NASHVILLE 
ROSE,  DAVIO  MICHAEL,  NASHVILLE 
ROSEN,  BARRETT  FRANK,  NASHVILLE 
ROSEN,  HOWARD  E,  NASHVILLE 
ROSENBLATT,  PAUL  ALLEN,  NASHVILLE 
ROSENBLUM,  HOwARO  H,  NASHVILLE 
ROSENBLUM,  MARVIN  JONAS,  NASHVILLE 
ROSENBLUM,  SOLOMON  A,  NASHVILLE 
ROSENFELD,  LOUIS,  NASHVILLE 
ROSS,  JOSEPH  C,  NASHVILLE 
ROSS,  PEIRCE  M,  NASHVILLE 
ROWE,  DAVID  M,  NASHVILLE 
ROY,  ROPT  M , NASHVILLE 
ROYAL,  KAREN  ANNE,  NASHVILLE 
RUARK,  DEBORAH  S,  HERMITAGE 
RU»ARD,  JOSEPH  HOWARD,  NASHVILLE 
RUSSELL,  ROBERT  VANCE,  NASHVILLE 
RUTLEDGE,  S AML  BENTON,  NASHVILLE 
RYDEN,  FRED  WARD,  FRANKLIN 
RYU,  CHI  YOL,  MADISON 
SACKS,  EUGENE  I,  NASHVILLE 
SADLER,  ROBT  NEIL,  NASHVILLE 
SALCEDO,  PEPITO  YAPIT,  MADISON 
SALYER,  HOWARD  LEE,  NASHVILLE 
SAMPSON,  LOUIS,  NASHVILLE 
SANDERS  III,  DAN  SUMNER,  NASHVILLE 
SANOERS  JR,  DAN  SUMNER,  NASHVILLE 
SANDERS,  HARVEY  STANFORO,  NASHVILLE 
SANOERS,  MITCHELL  KEITH,  NASHVILLE 
SANDERS,  RICHARD  JAMES,  MADISON 
SANDIOGE,  PAULA  CONAwAY,  NASHVILLE 
SANES  JR,  GILMORE  M,  HENDERSONVILLE 
SANTI,  MICHAEL  THOMAS,  NASHVILLE 
SARRATT,  MADISON  H,  NASHVILLE 
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SATOR,  INUCENTES  A,  OLD  HICKORY 
SATTERFIELD,  ROBERT  G,  DONELSON 
SAUNDERS,  CHARLES  E,  NASHVILLE 
SAWYERS,  JOHN  L,  NASHVILLE 
SAWYERS,  JULIA  EDWARDS,  NASHVILLE 
SAYERS  JR,  JUSEPh  H,  NASHVILLE 
SCHAFFNER,  WILLIAM,  NASHVILLE 
SCHATZ,  MARY  L PULL  I G , NASHVILLE 
SCHILLIG,  STEPHEN,  NASHVILLE 
SCHNE I DFK , RICHARD  PAUL,  NASHVILLE 
SCHUETTLE,  TIMOTHY  P,  NASHVILLE 
SCHULL,  LAWRENCE  G,  NASHVILLE 
SCHULMAN,  HERBERT  J,  NASHVILLE 
SCHULTENOVER , STEPHFN  JOHN,  NASHVILLE 
SCHULTHFISS,  DAVID  EARL,  NASHVILLE 
SCHWABER,  MITCHELL  KEITH,  NASHVILLE 
SCHWARTZ,  JONATHAN  MARTIN,  NASHVILLE 
SCHWEIKEkT,  JOHN  RUBT,’  NASHVILLE 
SCHWF1KERT,  NANCIE  R,  NASHVILLE 
SCOBEY,  JUS  wILHURN,  MADISON 
SCOTT  JR,  HENRY  wM,  NASHVILLE 
SCOVILLE  JR,  ADDISON  H,  NASHVILLE 
SCOVILLE  JR,  GEORGE  S,  NASHVILLE 
SEARS,  KENNETH  LEwIS,  NASHVILLE 
SELL,  CHAS  GORDON  RENNICK,  NASHVILLE 
SELL,  SARAH  HAMILTON  WOOD,  NASHVILLE 
SERGENT,  JOHN  STANLEY,  NASHVILLE 
SESHUL,  MICHAEL  BOYD,  NASHVILLE 
SETTLE,  CHARLES  SIDNEY,  NASHVILLE 
SEWELL,  RUBT  ALVIN,  NASHVILLE 
SHACK,  ROBERT  BRUCE,  NASHVILLE 
SHACKLEFORD,  EL  BERT  C,  HENDERSONVILLE 
SHAFF,  MAX  I,  NASHVILLE 
SHANK  LF , NELSUN  EDWARD,  NASHVILLE 
SHARP,  KENNETH  W,  NASHVILLE 
SHARP,  VERNON  H,  NASHVILLE 
SHELL  JR,  WILLIAM  ALFRED,  NASHVILLE 
SHENAI,  JAYANT  P,  NASHVILLE 
SHERIDAN  JR,  WILLIAM  E,  NASHVILLE 
SHIAU,  WEN  T,  NASHVILLE 
SHIELOS,  JOHN  ALFRED,  NASHVILLE 
SHIVITZ,  IRA  A,  NASHVILLE 
SHMERLING,  ABRAM  CARL,  NASHVILLE 
SHULL  JR,  HARRISON  J,  NASHVILLE 
SHULL,  HARRISON  J,  NASHVILLE 
SHUPE,  DAVIO  RALSTON  w,  NASHVILLE 
SIKES,  J GREGURY,  NASHVILLE 
SILBERT,  BURTON,  NASHVILLE 
SIMPKINS  SR,  THOS  E,  NASHVILLE 
SIMPSON,  LUC  1 1 N CALDWELL,  NASHVILLE 
SIMS,  NORMAN  LE  MASTER,  APO,  NY 
SINGH,  ALVIN  R,  MURFREESBORO 
SKINNER.  WILLIAM,  NASHVILLE 
SLATON.  PAUL  ERNEST,  NASHVILLE 
SLONECKER,  wM  THOS,  BRENTWOOD 
SNEAD- POELLNITZ,  STEPHANIE,  MAOISON 
SMITH  JR,  GROVER  R,  NASHVILLE 
SMITH,  BRADLET  EDGERTON,  NASHVILLE 
SMITH,  BRUCE  M , NASHVILLE 
SMITH,  CHARLtS  RAY,  NASHVILLE 
SMITH,  CHAS  BURNETT,  NASHVILLE 
SMITH,  HAROLD  PATTON,  NASHVILLE 
SMITH,  LANGDDN  G,  ANTIOCH 
SMITH,  LOTHER  EDwARD,  NASHVILLE 
SMITH,  MURRAY  WILTON,  NASHVILLE 
SMITH,  RAPHAEL  FORD,  NASHVILLE 
SMITH,  RUSSELL  R.  GDOOLE T T S V I LLE 
SMITH,  SAMUEL  A,  NASHVILLE 
SNELL  JR,  JAMES  D,  NASHVILLE 
SNELL.  BARBARA  B,  NASHVILLE 
SNOW,  S STEVt,  NASHVILLE 
SNOWDEN,  MART  ANN  R,  NASHVILLE 
SNYDER,  RO  8 T BRUCt , NASHVILLE 
SOFRANKn,  JOS  FU  w AR  0 , MAOISON 
SOMAYAJI,  BUNT  WAL  N,  NASHVILLE 
SON,  CHOON  DUCK,  MADISON 
SOPER,  BRENT  ALESHIPE,  MADISON 
SPALDING,  M I C H A E L JON,  NASHVILLE 
SPENGLER,  DAN  M,  NASHVILLE 
SPERRINC,  STEVEN  J,  NASHVILLE 
SPICKARD,  w ANDERSON,  NASHVILLE 
SPIGFL,  STUART  CHAS,  NASHVILLE 
SPROFKIN,  BERTRAM  E,  NASHVILLE 
SPROUSE,  DAPHINE,  NASHVILLE 
SRINIVAS,  NAVEEN,  NASHVILLE 
STAGGS,  STEPHEN  MICHAEL,  BRENTWOOD 
STALLARC,  DAVID  JUNATHAN,  NASHVILLE 


STARNES,  DANIEL  L,  NASHVILLE 
STEIN,  RICHARD  S,  NASHVILLE 
STEIN,  RUBT  ELLIOT,  NASHVILLE 
STFVENS  JR,  FRANK  W,  NASHVILLE 
* STEVENS,  FRANK  WILSON,  NASHVILLE 
STEWART  III,  RADFORD  C,  NASHVILLE 
STEWART,  LEE  WM,  NASHVILLE 
STEWART,  RICHARD  BAIRD,  NASHVILLE 
STOLZ,  MARGARET  M,  ANTIUCH 
STONE,  WILLIAM  JOHN,  NASHVILLE 
STONEY,  WM  5HANNUN,  NAShVlLLE 
STOUDER,  DENNIS  ALAN,  NASHVILLE 
STRANGE  JR,  GLEN  J,  NASHVILLE 
STRATTON,  CHARLES  W,  NASHVILLE 
STRAYHORN  III,  WM  DA Y I 0 , NASHVILLE 
STRICKLIN,  GEORGE  P,  NASHVILLE 
STRODE,  WILBURN  D,  NASHVILLE 
STROUP,  STEVEN  L,  NASHVILLE 
STUBBLEFIELD,  MARK  THOMAS,  NASHVILLE 
STUMB,  PAUL  RUST,  NASHVILLE 
STUYVESANT,  V WILFRED,  MAOISON 


SULLIVAN,  JAMES  N,  NASHVILLE 
SUMPTER  JR,  WM  DAVID,  NASHVILLE 
SUNDELL,  HAKAN  WILHELM,  NASHVILLE 
SUNGA-GUEVARA , MARIETTA,  MADISON 
SUSSKIND,  CYNTHIA  G,  NASHVILLE 
SUSSMAN,  CRAIG  RICHARD,  NASHVILLE 
SUTHERLAND  JR,  ARTHUR  J,  NASHVILLE 
SUTHERLAND.  JUS  EDWARD,  GOODL ETTS V ILLE 
SUWANAWONGSE , MEUHA,  MADISON 
SWANSON,  GARY  0,  PARIS 
SWENSON,  BRIAN  ROBERT,  NASHVILLE 

swindle,  h -ark,  humewoud,  al 

SWITTER.  DAVID  JOHN,  NASHVILLE 
TABFR,  DAVID  S,  NASHVILLE 
TACOGUE,  L0YOA  C,  NASHVILLE 
TALLENT  JR,  MARION  8 , NASHVILLE 
TANNENBAUM,  JEROME  S,  NASHVILLE 
TANNER,  JOHN  M,  NASHVILLE 
TARPLEY,  EDWARD  LEWIS,  NASHVILLE 
TATE,  HARRY  T,  MAOISON 
TATE,  STEVEN  M , NASHVILLE 
TAYLOR,  DEAN  GATES,  NASHVILLE 
TERRY,  RICHARO  B,  NASHVILLE 
TESCHAN,  PAUL  ERHARD,  NASHVILLE 
THACH  JR,  ANDREW  BLAINE,  NASHVILLE 
THIGPEN,  VOLANOA  ANNETTE,  NASHVILLE 
THOMAS  JR,  CLARENCE  S,  NASHVILLE 
THOMAS,  CLARENCE  S,  NASHVILLE 
THOMAS,  E DEwEY,  NASHVILLE 
THOMAS,  MELISSA  KAY,  NASHVILLE 

Thomas,  michael  carey,  nashville 

THOMBS,  DAVIO  DAWSON,  NASHVILLE 
THOMISON  JR,  JOHN  B,  NASHVILLE 
THOMISON,  JOHN  R,  NASHVILLE 
THOMISON,  RENA  M,  NASHVILLE 
THOMPSON  JR,  JOHN  G,  NASHVILLE 
THOMPSON,  JULIA,  GOOULETTSVILLE 
THOMPSON,  WILLIAM  CLAkK,  NASHVILLE 
THORNE,  CHAS  B,  NASHVILLE 
THORNTON,  SPENCER  P,  NASHVILLE 
THURMAN,  GRAFTON  H,  MADISON 
THURMAN,  STEPHEN  S,  NASHVILLE 
TICAPIC,  STEPHEN  THEODORE,  MAOISON 
TILLEY,  KENNETH  SHANNUN,  NASHVILLE 
TIPTON,  EOMUNU  F,  NASHVILLE 
TIRAO,  BENYLIN  LYNDA  0,  MADISON 
TIRAO,  JESUS  FERNANDEZ,  MADISON 
TIRRILL  III,  WILLARD  0,  NASHVILLE 
TITUS  III,  WILLIAM  P,  NASHVILLE 
TODD  JR,  KIRKLAND  W,  NASHVILLE 
TOMICHEK,  RICHARD  C,  NASHVILLE 
TOMPKINS,  THOMAS  E,  NASHVILLE 
TOOMEY,  THOMAS  PHILIP,  NASHVILLE 
TOSH,  ROBT  H,  NASHVILLE 
TRARUE,  ANTHUNY  t,  NASHVILLE 
TRAPP,  JOHN  DOUGLAS,  NASHVILLE 
TRAUGHBER  JR,  LESLIE  E,  NASHVILLE 
TRAVIS,  LAWRENCE  WARREN,  NASHVILLE 
TREAOWAY,  CHAS  RICHARD,  NASHVILLE 
TRIGGS,  ELIZABETH  GRIMES,  NASHVILLE 
TUCKER  JR,  AUBREY  LEE,  NASHVILLE 
TUDOR  JR,  JOHN  M,  NASHVILLE 
TULIPAN,  NOEL  BRISTOW,  NASHVILLE 
TURNER,  BRU.Ct  IRWIN,  NASHVILLE 
TURNER,  DUROTHY  J,  NASHVILLE 
TURPIN,  BUFORD  PAUL,  MADISON 
URRANEK,  ANTHONY  P,  NASHVILLE 
VALLEY,  MICHAEL  THOMAS,  NASHVILLE 
VALOSIK,  kOBERT  A,  NASHVILLE 
VAN  GORDER,  PAUL  NORMAN,  MADISON 
VANDEVENDER,  FRANK  KARL.  NASHVILLE 
VANHOOYOONK,  JOHN  E,  NASHVILLE 


* VIEHMAN,  ARTHUR  J,  MAOISON 
VINCENT,  JAMES  L,  NASHVILLE 
VIRE,  C GORDUN,  NASHVILLE 

VORA,  PRAV INCHANDRA  Z,  NASHVILLE 
WAOLEY,  FREDIA  S,  NASHVILLE 
WADLINGTON,  WM  B,  NASHVILLE 
WAGNER,  MARTIN  H,  NASHVILLF 
WAHL,  ROBT  WILHELM,  NASHVILLE 

- WAITES,  JOHN  A,  NASHVILLE 

* WALKER,  ETHEL,  NASHVILLE 
WALLAS,  CHARLES  H,  NASHVILLE 
WAMPLER,  JOHN  MILLARD,  NASHVILLE 

- WANG,  PETER,  NASHVILLE 
WARD  JR,  JAMES  W,  MADISON 

♦ WARD,  JAMES  WILLIAM,  NASHVILLE 

♦ WARD,  RUSSELL  0,  HENDERSONVILLE 

* WARDER,  THOS  F,  JACKSONVILLE,  FL 
WARNER,  JOHN  J,  NASHVILLE 
WARNER,  JOHN  SLOAN,  NASHVILLE 
WASUOEV,  GEETA  PRAMOD,  NASHVILLE 
WASUDEV,  PRAMOO  B,  NASHVILLE 
WATERHOUSE,  GEORGE,  NASHVILLE 
WATSON,  HORACE  EUGENE,  NASHVILLE 
WATTS,  DAVID  REED,  NASHVILLE' 

WAYBURN  JR,  GATES  JOKOAN,  NASHVILLE 
WEAVER,  GREGORY  R,  NASHVILLE 

- WERB,  KAREN  DARLENE,  NASHVILLE 
WEBB,  ROSEANNA  AILEEN,  NASHVILLE 

♦ WEBSTER,  B H,  NASHVILLE 

WE  HR , ANN  OUELLETTE,  NASHVILLE 
WEINBERG,  JANE  RUTH,  NASHVILLE 
WELLS,  CHAS  E,  NASHVILLE 
WENTZ,  ANNE  COLSTON,  NASHVILLE 
WENTZ,  DENNIS  KEITH,  NASHVILLE 
WESLEY,  RALPH  E,  NASHVILLE 
WEST,  ROBERT  R,  NASHVILLE 
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WEST*  W SCOTT*  NASHVILLE 
WHEELER,  ARVILLE  VANCE*  NASHVILLE 
WHEELER*  PAUL  W,  NASHVILLE 
WHETSELL  JR,  WILLIAM  0,  NASHVILLE 

- WHITE,  GREGOR  V RICHARO,  NASHVILLE 
WHITE,  STEVF  A,  MADISON 
WHITEIELO  JR,  THOMAS  C,  BRFNTWOUD 
WHITFIELD,  JEFF  DAVID,  NASHVILLE 

* WHITFIFLD,  JUE  T,  FRANKLIN 
WHITWOPTH,  THUS  CLAYTON,  NASHVILLE 

* WILKINSON,  FPLF  EwING,  NASHVILLE 
WILKS,  HAkVET  S,  NASHVILLE 

williams  jk.  w carter,  nashville 
WILLIAMS,  LESTER  E,  NASHVILLE 
WILLIAMS,  MEL BORNE  A,  NASHVILLE 
WILLI ARD,  KENNY  E,  NASHVILLE 
WILLIS,  LARRY  GALE,  NASHVILLE 
WILSON,  DAVID  COLEMAN,  NASHVILLE 
WILSON,  JAMES  PHILLIP,  NASHVILLE 

* WILSON,  VERNUN  EARL,  PAYSON,  A/ 

* mILSON,  WENDELL  WINFRED,  OLD  HICKORY 
WINFIELD,  ALAN  C,  NASHVILLE 
WINTER,  EUGEN  J,  NASHVILLE 

* WITHERSPOUN,  FRANK  G,  NASHVILLE 
WITHERSPOON,  JOHN  0,  NASHVILLE 
W1TTHAUE  R,  NORMAN  EVERETT,  NASHVILLE 

* WITZTUM,  HARRY,  LOS  ANGELES,  CA 
WOFFORD,  ELIZABETH  0,  NASHVILLF 
WOLF  JR,  JOHN  STUART,  NASHVILLE 
WOLFE,  LAWRENCE  KENNETH,  NASHVILLE 

* WOMACK  JR,  FRANK  C,  FRANKLIN 
WONG,  SONG  W,  NASHVILLE 
WOOD,  ALASTAIR  J J,  NASHVILLE 
WOOD,  GEO  WALLACE,  NASHVILLE 
WOODCOCK  JR,  CLARENCE  C,  NASHVILLE 

* WOODFIN,  HOSE  CLARKF,  NASHVILLE 

* WOODS,  JOHN  KUrtT,  OCALA,  EL 
WOOSLEY  JR,  RAYMOND  L.  NASHVILLE 
WOOTEN  III,  N ERIC,  NASHVILLE 
WORKMAN  III,  CLAUDE  H,  NASHVILLE 
WORKMAN,  RUBEKT  JAY,  NASHVILLE 
WORTHINGTON,  rILLIAM  B,  NASHVILLE 

- WUUTER,  SUSAN  L,  NASHVILLE 
WOUTERS,  BEN,  NASHVILLE 
WRAY,  TAYLOR  M,  NASHVILLE 
WRIGHT,  DORIS  JACQUELYN,  NASHVILLE 
WRIGHT,  ELLEN  PAYNE,  NASHVILLE 
WRIGHT,  GEORGE  0,  NASHVILLE 
WRIGHT,  JOHN  KELLY,  NASHVILLE 

* WYATT,  JOHN  L,  NASHVILLE 
WYATT,  KENNETH  N,  HE  NOE R S ONV I LL E 
YATES,  DAVID  ROBT,  HERMITAGE 

* YNARES,  CHRISTINA  “,  NASHVILLE 
YOUNG,  LARRY  CRESTON,  NASHVILLE 
YOUREE,  CYNTHIA  C,  BKENlwOOU 
ZIMMERMAN,  CARL  WAYNE,  NASHVILLE 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

AKINS  JR,  CHAS  WESLEY,  UNION  CITY 
ALCEE  JR,  WYATT  R,  DYERSBURG. 

ALLISON,  JACK  R,  DYERSBURG 
ANDERSON,  CHARLES  E,  DYERSBURG 

* BAIRD,  JESSE  P,  OYERSHURG 

* BANKS,  THOS  V,  DYERSBURG 
BASHAW,  RUBERT.  DYERSBURG 
BEALE,  HOBART  U,  MARTIN 
BLANTON  III,  MARVIN  A,  UNION  CITY 
BOSTON,  THOMAS  E,  DYERSBURG 
BRAOBERRY,  SAM,  UNION  CITY 
BROWN,  BRUCE  B,  UNION  CITY 
BUTLER  JR,  ARDEN  JONES,  RIPLEY 
BUTLER , HAROLD  OEE,  UNION  CITY 
CAMERUN,  ROBT  LYNN,  UNION  CITY 
CAMPBELL,  JOE,  UNION  CITY 

CARR,  KENNETH,  MAPTIN 
CHU,  ROY  W,  DYERSBURG 
CLENDENIN  JR,  ROBT  E,  UNION  CITY 
CRUTHIRDS,  TLRRY  PARK,  MARTIN 
DAVID,  MARY  SUSAN,  DYERSBURG 
DAVID,  WALTER  E,  DYERSBURG 
DODD,  HALBERT  8,  UNION  CITY 
DUNCAN,  WM  LLOYD,  MARTIN 
EASON,  WILLIAM,  MARTIN 
FAN,  SIK  MAN,  RIPLEY 
FREEMAN,  GORDON,  DYERSBURG 

* GARY,  DAN  CARMACK,  UNION  CITY 
GOOCH,  ALLEN  CHRISTOPHER,  TROY 
GREEN  JR,  DANL  PARKER,  DYERSBURG 
HARRINGTON,  ROBT  LEE,  DYERSBURG 
HARRIS,  LEE  S,  DYERSBURG 
HAYNES  JR,  DOUGLAS  8,  DYERSBURG 
HILL,  CHESLEY  HESTER,  TROY 
HILL,  ROBERT  PAUL,  TROY 

HINDS,  MICHAEL,  MARTIN 
HONICK,  MURRAY,  DYERSBURG 
HUNT,  JOE,  RIPLEY 

* INCLAN,  AURELIO  PETER,  DYERSBURG 
JERNIGAN,  JERRY  MARSHALL,  OYERSBURG 

* JETER,  ROBT  MC  KENZIE,  GLEASON 
JOHNSON,  EL01ETT,  DYERSBURG 
JOHNSON,  JANICE  SUSAN,  MARTIN 
JONAS,  KARL  C,  COVINGTON 
JONES,  DAVID  D,  MARTIN 

JONES,  LAURENCE  WALLER,  UNION  CITY 
JOYNER,  JOHNNY  BARRY,  DYERSBURG 
KERR,  ROBT  THOMPSON,  DYERS8URG 


KING,  ELTUN  AARON,  DYERSBURG 

* KINGSBURY,  EDWARD  P * UNION  CITY 
LAWRENCE,  ROY  FINCH,  UNION  CITY 
LEWIS,  PODGER  PATRICK,  UNION  CITY 
LYERLY,  OUNALU  NEwTON,  DYERSBURG 
MALONEY,  KENNETH  ROSCOE,  OYERSBURG 
MARSIDI,  PAUL,  UNION  CITY 
MCINTOSH,  MAKQUERITE,  NEWBERN 
MOORE  III,  FRED,  OYERSBURG 

* MOORE,  JAMES  CHALMERS,  DYERSBURG 
MULAY,  PAMAKANT  ,1,  DYERSBURG 
NOONAN,  JAMES  ROTHWELL,  DYERSBURG 
PATRICK,  ROBERT  G,  MARTIN 

* PHILLIPS,  WM  LEROY , NEWBERN 

* POLK,  JAMES  ftALTER,  UNION  CITY 

* PORTER,  IRA  FORD,  GREENFIELD 
PORTER,  NATHAN  F,  GREENFIELD 
RAGSDALE,  JAMES  HOWARD,  UNION  CITY 
REAVES.  JOHN  ANDREW,  DYERSBURG 
REYNULOS,  JAMES  RALPH,  DYERSBURG 
ROBBINS,  BILLY  GERALD,  HALLS 
SANNER,  RUBERT  F,  UNION  CITY 
SCHLEIFER  III,  GRUVER  F,  UNION  CITY 
SHORE,  JAMES  »M,  MARTIN 

SMITH  JR,  U KAY,  MARTIN 
SMITH,  OAVID  ANDREW,  MAkTIN 
SMITH,  JAMES  HERMAN,  DYERSBURG 
ST  CLAIR,  OAVID  SMITH,  UNION  CITY 
SUTTON,  RICHARD  U,  MARTIN 
THOMPSON,  THOS  REECE,  OYERSBURG 
THORNTON  JR,  w I,  OYERSBURG 
TUCKER,  WM  HENRY,  RIPLEY 
WARNER , LYNN  ANDREW,  OYERSBURG 

* WEBB,  CLAUDE  RAYMOND,  RIPLEY 
WOLFE,  JOSEPH  W,  DYERSBURG 
WONG*  LUIS,  RIPLEY 

YOUNG  JR,  ROBT  ROGER,  UNION  CITY 

OVERTON  COUNTY  MEDICAL  SOCIETY 

CLARK,  MALCOLM  E,  LIVINGSTON 
COX,  MICHAEL  THOMAS,  LIVINGSTON 

LOOPEk,  eked  b,  livingstun 

MASON,  LARRY,  LIVINGSTON 
QUARLES  JR,  R I LL  G,  LIVINGSTON 
ROE,  JACK  MICHAEL,  LIVINGSTON 
SHIPLEY,  JERKY  LYNN,  LIVINGSTON 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

ANDERSON,  ROY  R,  COOKEVILLE 
BARNARD  JR,  VAUGHN  N,  CUUKEVILLE 
BARNES,  SAM  TAYLOR,  COOKE V1LLF 
BRFYER,  JAMES  L,  COOKEVILLE 

* CHAPIN,  FREDERICK  J.  COUKEVILLF 

* CLARK,  JACK  L,  CUUKEVILLE 
COONCE,  DANIEL  F,  COOKEVILLE 
CRABTREE,  JOHN  0,  CUUKEVILLE 

* OE  BERRY,  JAMES  T,  COOKEVILLE 
DERRYBFRRY , WALTEk  E,  COOKEVILLE 
DOBALIAN,  VAUoHN  ERIC,  COOKEVILLE 
DONOVAN,  DANIEL,  COOKEVILLE 
DOUGLAS,  DALE  F,  COOKEVILLE 
FKANCIS,  WM  CLARK,  CUOKEVILLL 
FRANKLIN,  LLUYO  DOUGLAS,  CUUKEVILLE 
GILLESPIE,  JAMES  T,  COOKEVILLE 
GLASGOW,  SAMUEL  MCPHEETEKS,  COOKEVILLE 
GORYL,  STEPHEN  V,  CUUKEVILLE 

GPAY,  JAhtS  C,  COOKEVILLE 
GRISULANO,  JAMES  MARTIN,  COOKEVILLE 
HALL,  R GLENN,  CUUKEVILLE 
HASSLER,  LLOYD  R,  COOKEVILLE 
HOLLMANN,  CARL  M,  CUUKEVILLE 
HULMES,  ALBERT  K,  CUUKEVILLE 
HUDSON,  TUNET  B,  COOKEVILLE 
HUMPHREY,  WM  MERRITT,  CUUKEVILLE 
JACKSON  JR,  JOHN  M,  COOKEVILLE 
JONES  JR,  CLAkENCE  LEE,  COOKEVILLE 
JOPOAN  III,  LHAS  EDWARD,  COOKEVILLE 
KLEIN,  KARL,  COOKEVILLE 
LAWRENCE,  THOMAS  L,  COOKEVILLE 
LIMBACHFR,  JOHN  P,  COOKEVILLE 
LOVE,  STEWART  T,  COOKEVILLE 
LOWE,  JFKb  W,  COOKEVILLE 
LYNN,  KENNY  W,  COOKEVILLE 
MOORE  JR,  JOHN  T,  ALGUOU 
MOSS  III,  WALTER  DICKSON,  COOKEVILLE 
NEAL,  JAMES  GREGURY,  COOKEVILLE 
PANZER,  JAMES  OAVIO,  COOKEVILLE 
SAMPLES,  KANUALL  GARY,  COOKEVILLE 
SHAW,  JAMES  WILLIAM,  COUKEVILLE 

* SHIPLEY,  THURMAN,  COUKEVILLE 
STURER,  HARRY  L,  COOKEVILLE 
TALMAGE,  JAMES  B,  COOKEVILLE 
TANSIL,  DONALD  WAYNE,  COUKEVILLE 
TAYLOR,  WM  SNOOGRASS,  COOKEVILLE 

* WAHL,  JOSEPH  w,  COOKEVILLE 

* WILLIAMS,  CLAUDE  M,  COOKEVILLE 
WOLFE,  KATHERINE  G,  MONTEREY 
WOMACK  III,  CHARLES  T,  COOKEVILLE 
YELTON,  JAMES  CRISS,  COOKEVILLE 

* ZIMMERMAN  JR,  GUY,  HYRDST  OWN 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

AHLER,  ALBERT  JULIAN,  HARRIMAN 
BARRY,  FREDERICK  JAMES,  OAK  RIDGE 
BEARD,  ALICE  C ANOERSON,  KINGSTON 


BENNETT,  * I LL I A M E.  HARkIMAN 

* BIGELOW,  ROBT  RAMSEY,  UAK  R I UGE 
BINGHAM,  TERRY  " , HARRIMAN 

* BISHUP,  ARCHER  w,  CLINTuN 
BLOCK  JR,  CLEMENT  H,  OAK  RIDGE 
BOYE,  HARRY  GEORGE,  ROCKWOUO 
BRANTLEY,  RICHARD  GREEN,  OAK  R I UGE 
BROWN  JR,  GERUM,  OAK  RIDGE 

bruton  jr,  Charles  w,  oak  rioge 

BUNICK,  ELAINE  MARIE,  OAK  RIOGE 
BUPSTEN,  BEN,  OAK  RIDGE 
CALDWELL  JK,  THOMAS  C,  OAK  RIOGE 
CALDWELL,  MARVIN  GENE,  UAK  RIDGE 
CAMP,  POBERT  B,  UAK  R I UGE 
CASEY,  RUBERT  REID,  OAK  RIOGE 
CASTER,  C NICHOLAS,  COALFIELD 
CLARY,  THOMAS  L,  OAK  RIUGE 
CUMPTON,  OAVIO  R,  OAK  RIOGE 

conrau,  Daniel  e,  oak  rioge 

CURFA,  CHAS  JUS,  HARkIMAN 
CREWS,  JOHN  PEARCE,  OAK  RIDGE 
CUNNINGHAM,  ELBERT  C,  HARRIMAN 
DARLING  JR.  CHAS  ELLETT,  OAK  RIOGE 

* OE  PEKSIO.  JOHN  U,  OAK  KIDGE 

DE  VEGA,  ARMANDO  FERNANOU,  UAK  RIOGE 
DEW,  RICHARD  ALLAN,  ULIVER  SPRINGS 
OOTSUN,  ROBERT  SCOTT,  UAK  RIOGE 
DRY,  LAURENCE  REVELLE,  UAK  KIDGE 
EVERSOLE  JR,  EARL,  OAK  RIOGE 
FISHER,  ADA  M,  UAK  RIOGE 
FULLER,  RUBERT  PAUL,  OAK  RIDGE 
GENFLLA  JR,  PRANK  H,  OAK  RIOGE 
GENTRY,  RUBERT  E,  KNUXV1LLE 
GILLESPIE,  JAMES  TRIGG,  OAK  RIOGE 
GUSWITZ,  FRANCIS  ANDREW,  OAK  PIOGE 
GOSWITZ,  HELEN  A VODOPICK,  UAK  RIOGE 
GUWDER.  TIMOTHY  DENNIS,  OAK  RIDGE 
GURNEY,  CHAS  BRYSON,  OAK  R I UGE 

* HARDY,  WM  P,  OAK  RIDGE 
HARTMAN,  DONALD  LEE,  OAK  RIUGE 
HEADRICK,  MAKY  M,  DAK  RIDGE 
HEALO,  DAVID  GRANT,  OAK  RIDGE 
HE  DOE  N Jk,  HENRY,  CLINTUN 
HELLMANN  JR,  ROBERT  S,  HARRIMAN 
HPNORIX,  ERNEST  LEE,  OAK  RIOGE 
HENRY  JR,  JAMES  E,  UAK  KIDGE 
HILTON,  JAMES  ISAIAH,  OAK  RIOGE 
HOWARD,  RUBT  G,  UAK  RIOGE 
JENKINS,  THOS  ARTHUR,  OAK  RIOGE 
JERNIGAN,  JOHN  FORREST.  UAK  KIDGE 

* JOHNSON,  RAYMOND  A,  UAK  RIDGE 

* JONES,  H STRATTON,  HARRIMAN 
KAEBNICK,  ERNEST  ELLIUTT,  OAK  RIDGE 
KEPLEY,  HARULO  EUGENE,  UAK  RIOGE 
KING,  AVERY  PARSONS,  OAK  RIOGE 
KRISHNAN,  LALITA,  OAK  RIDGE 

LEW,  IRA  EUGENE,  OAK  RIUGE 
LONG,  OAVIO  DALE,  OAK  RIUGE 
LOY,  WM  ALLEN,  OAK  RIOGE 
LUCKMANN,  KENNETH  F,  OAK  RIUGE 
LUSHBAUGH,  CLARENCE  C,  UAK  RIOGE 
LYNNES,  HOWARD  M,  ROCKWOOD 
LYON,  JOSEPH  S,  OAK  RIOGE 
MARTIN,  WILLIAM  H,  UAK  RIOGE 
MCMAHON, -CLETUS  JUSEPH,  UAK  RIOGE 
MCMILLIN,  ROONEY  M,  HARRIMAN 
MCNEELEY,  EU«ARO  TPENT,  NORRIS 
MCNFELEY,  HOWARD  B,  NORKIS 
MCNEELEY,  SAMUEL  GENE,  NORRIS 
METCALF,  THOMAS  H,  OAK  KIDGE 
MILLER  JR,  KENNETH  T,  OAK  RIOGE 
MITCHELL,  CHARLES  STONE,  OAK  RIOGE 
MOLONY,  WILLIAM  LAWRENCE,  OAK  RIDGE 
MOORE,  RICHARD  J,  FAYETTEVILLE,  NC 
NORTICK,  ADAM,  KNOXVILLE 
OESCH,  TIMOTHY  RALPH,  OAK  RIOGE 

* PALMER,  ETNA  LITTLE,  OAK  RIDGE 
PARET,  ROBERT  W,  OAK  RIUGE 
PARRISH,  RICHARO  E,  OAK  RIDGE 
PHILLIPS,  JAMES  E,  UAK  KIDGE 
PUSMAN,  CLIFFORD  L,  OAK  KIDGE 
PRATER,  WILLIAM  K,  OAK  RIDGE 

* PRESTON,  LEWIS  FREDERICK,  OAK  RIDGE 

* PUGH  JR,  WM  m,  OAK  RIDGE 

* RAGAN,  CHAS  JULIAN,  OAK  RIDGE 
REID,  FRANCIS  R,  OAK  RIOGE 
RICKS.  PHILLIP  M,  OAK  RIUGE 
ROUSE,  JAMES  M,  UAK  RIOGE 

* RULEY,  HENRY  B,  UAK  RIDGE 
SCHOLO,  ALAN  CRAIG,  OAK  KIDGE 
SCHULTZ,  RICHARO  L,  OAK  RIDGE 
SEAY,  OAVID  WURRELL,  OAK  RIOGE 

* SENSENBACH,  CHAS  WILLIS,  OAK  RIDGE 
SHARP,  DONALD  ALAN,  OAK  RIDGE 
SHEELY,  LUWRY  LINDSEY,  OAK  RIDGE 
SIGMAR,  LISELOTTE  E,  OAK  J*  IOGE 
SISK,  JOHN  R,  HARRIMAN 

SMALLEY,  LEE  ALAN,  OAK  RIOGE 
SNOOGRASS,  JOHN  VASS,  ROCKWOOD 
SPRAY,  PAUL  LLLSWORTH,  UAK  RIDGE 
STANLEY,  OAVIU  GRANVILLE,  OAK  RIOGE 
STEVENS  III,  GEO  MILLER,  OAK  RIDGE 
TEDDER,  MIRIAM  8,  HARRIMAN 
THOMAS,  OANL  MARTIN,  CLINTON 
THURSTON,  FLOYO  E.  OAK  RIDGE 
TITTLE,  JOE  EVAN,  OAK  RIDGE 
UPCHURCH,  D THOMAS,  OAK  RIDGE 

* VAN  HOOK,  STONEWALL  J,  OLIVER  SPRINGS 
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WALKER . RUBERT  EARL,  OAK  RIDGE 
WEE"S,  »LAN  KCKURkAV,  OAK  RIOGE 
WEIGHT,  GLEN  R.  OAK  RIOGE 
WELCH  JR,  JOHN  WH,  OAK  RIOGE 
WILLETT,  UAVIO  PRATER,  KINGSTON 
WILLETT,  OwIGhT  H.  KINGSTON 
ZANOLLI,  GINO,  OAK  RIOGE 

ROBERTSON  COUNTY  MEDICAL  SOCIETY 

BASSEL.  JOHN  BURR,  SPRINGFIELD 
CRUNK,  TOK«Y  ",  SPRINGFIELD 

* ELOER,  RObT  H,  CEDAR  HILL 
GRAY,  JAKES  TRAVIS,  SPRINGFIELD 
HAYES,  "AkkEn  G,  SPRINGFIELD 

* JACKSON,  JOHN  “C  REYNULOS,  GREENBRIER 
KRUEGER,  THO"AS  C,  SPRINGFIELD 
KUKAR,  S ARBJEET  SINGH,  SPRINGFIELD 

LE  w I S , W "IC.HAEL,  GREENBRIER 
O'DONNELL  IM,  JOHN  *K,  SPRINGFIELD 
QUARLES,  JA"£S  RICHARD,  SPRINGFIELD 
SATPATHY,  PANCHANAN,  SPRINGFIELD 
SCHWISOW,  DONAVON,  CROSS  PLAINS 

* STONE,  A"  PIPKIN,  SPRINGFIELD 

* TURNER,  JOHN  BUNTAN,  SPRINGFIELD 
kEBSTER,  KATRUND  HARRIS,  SPRINGFIELD 
wHFELHOUSfc.  w ALTER  H,  SPRINGFIELD 

RUTHERFORD  COUNTY  STONES  RIVER 
ACADEMY  OF  MEDICINE 

ABERNATHY,  J!»ES  PAUL,  "URFREESBORO 

« AOA"S,  CARL  E,  NURFREESBURO 

AKIN,  HAROLD  THOS,  KUR  FKE  FS9URO 
AL-A60ULLA,  ABOUL-SAHIB  K , "URFREESBORO 
ALEYANOE8,  JOHN  HUTCHINS,  "URFREE S BORO 

* ALLEN,  JAKES  THOS,  KURFREES80R0 
ANDREWS,  SUSAN  T,  “URFKtESBORO 
BAILEY,  JOS  C,  KDRFrEESBURO 
BEASLEY,  TIXUTHY  J,  KURFREESBORO 
BELL,  RICHARD  BRYAN,  KURFREESBORO 
BOERNER,  JAKES  L,  "URFREESBORO 
BOONE,  JOSEPH  EDO INS,  "URFREES8UKO 
BORN,  PARK  L,  NASHVILLE 

BROWN,  WILLI!"  AnORFk,  KURFREESBORO 
BRYANT,  ROONEY  CkAIO,  WOODBURY 
BRYANT,  w"  ARTHUR,  wUOOBURY 
BULLOCK,  SALLY  HILL,  KURFREESBORO 
BUTLER  JR,  HENRY  K,  KURFkEESBORO 
BYRNES,  JOHN  KITCHELL.  SKYRNA 
CAISSIE,  KENNETH  F,  KURerEESBORU 
CA "B BELL , JERRY  SEAL,  KURFREESBORO 
CARTER  III,  SA-  FRANK,  KURFREESBORO 
CARTER,  DENNIS  CHARLES.  KURFREESBORO 

Cleveland,  Robert  r,  "urfreesboru 

* COHEN,  HENRY  A,  BARRINGTON,  KI 
CUNNINGHAH,  JOHN  THOS,  KURFREESBORO 

* DAVISON,  aERNARD  S,  KURFkEESBORO 
DIXON,  JOHN^HERKAN,  KURFREESBORO 
GOOD,  DAVID  T,  NUBFREESBURO 
ORAY,  ROBERT  J,  KURFREESBORO 
ECKLES.  GEORGE,  KURFREESBORO 
ESTES,  PAUL  CASEY,  KURFREESBORO 
GARNER  JR,  JAKES  RK,  KURFREESBORO 

« GARRISON  JR,  SIDNEY  C,  KURFRtESBURO 
GARRISON,  RUFUS  J,  KURFREESBORO 
GOODNAN  JR,  CHAS  EDWARO,  KURFREESBORO 
GREEN,  RICHARD  E,  WOODBURY 
HACKKAN,  ROBT  HENRY,  KURFREESBORO 

» HAY,  SA"L  HUTSON,  -URFREESBORO 

HESTER,  GEORGE  STEPHEN,  KURFREESBORO 
HOPKINS,  GEORGE  UAVIO,  KURFREESBORO 
HUDSON,  DAVID  LEE.  KURFREESBORO 
HUNT,  KENNETH  OAcE,  NURFREESBOPU 

* HUTCHISON,  NORTON  H,  SHELBYV ILLE 
JbKOT,  W ILL  I aK  J,  "URFREESBORO 
JOHNS.  OSCAR  THOkaS,  KURFREESBORO 

* KAUF-AN,  JAKES  KEnnFTh,  KURFREESBORO 
KNIGHT,  JOS  C,  KURFREESBORO 
KNIGHT,  ROBT  TAVEL,  "UREREESBORO 
LAROCHF,  ELIZABETH  READ,  KURFREESBORO 
LEOOUX,  PAUL  OAVIO,  KURFREESBORO 
LERIS,  CHAS  w I NGO , KURFkEESBORO 
LEWIS,  “4KVIS,  KURFREESBORO 

LONG,  SA-KIE  INEZ,  KURFkEESBORO 
LOVELACE,  FRED  ROYCE,  KURFREESBORO 
LOWERY  JR,  EDwlN  kAY,  KURFREESBORO 
LOwY,  SAK  J,  KURFREESBORO 
KCKNIGHT,  DAVID  THOKAS,  "URFREESBORO 

* KOORE,  RALPH  B,  CANDLER,  NC 
"ULLEN,  STANLEY  PAUL,  KURFRES  BORO 
KURPHY,  OOROTHY  SNOOOY,  KURFREESBORO 
KURPHY,  wAYNE , KURFREESBORO 

» KYERS,  RUSSELL  E,  WOODBURY 
NUNNERY,  JAKES  A,  KURFREESBORO 

* ODO",  EUGENE  PORTER,  "URFREESBORO 
OOOK,  STEPHEN  GUY,  "URFREESBORO 
PIERCE,  GREGURY  wAYNE,  "URFREESBORO 
RANSOK,  R03T  GEO,  "URFREESBORO 
REUHLAND,  LEON  LOVON,  WQOOBJRY 
ROGERS,  RICHARO  A,  KURFREESBORO 
RUDO,  J DANIEL.  KURFREESBORO 
SANDERS,  ROBT  S"ITH,  "URFREESBORO 
SHACKLETT,  W»  WHITE,  "URFREESBOkU 
SHELTON,  BEN  A,  S"YRNA 

SKITH,  GEO  WILBURT,  KURFREESBORO 
SKITH,  RUBERT  J,  "URFREESBORO 
SKITH,  UK  RADFORD,  KURFREESBORO 


STAPRETT,  JAKES  ALAN,  "URFREESBORO 
TENPENNY,  JA»ES  «,  “URFREESBORO 
TOLBERT,  E C,  "URFREESBORO 
T(J*  A , ROBERT  PAUL,  KURFREESBORO 
VAN  OYRE,  ANN  ELIZABETH,  KURFREESBORO 
WARNER,  BARTON  wAYNE,  KURFREESBORO 
WESTMORELAND,  • wAYNE,  "URFREESBORO 
W ILL  I A "S , OLIN  DL IS,  KUkEREESBORO 
WITT,  TERRY  JAKES,  "URFREESBORO 
WOLF,  HERBERT  RICHAPO,  wUOOBURY 
YOUNG  JR,  JESSE  HOWARD,  "URFREESBORO 

SCOTT  COUNTY  MEDICAL  SOCIETY 

COFFEY,  OAVIO  B , ONEIDA 
HALL.  THOKAS  K,  ONEIDA 
HUFF,  "AXwELL  E,  ONEIDA 
KLINE,  GEO  LITTON,  ONEIDA 

* LEEDS,  HORACE  “D IT , UNFIGA 
"CCOLLU",  JOHN  E , RObBIHS 

* "COONALr.  Ror  l,  oneioa 
PERKINS,  "ICHAEL,  ONEIDA 

SEVIER  COUNTY  MEDICAL  SOCIETY 

bqzfkan  ii,  Charles  h,  seviekville 

* BROADY,  R03T  A.  SE  V I fcR  V ILLE 

* HICKKAN  Jft,  JAKES  H,  KODAK 
JACOBS  Jk,  JOHN  t,  SEVIERVILLE 

k i on  jo,  Charles  e,  sevierville 
kcgaha,  sa»uel  «,  sevierville 
ROACH,  CHARLES  L,  SEVIERVILLE 
SKITH,  STEVEN  SEVIERVILLE 

SONNER,  JOHN  L,  SEVIERVILLE 
TOLLEY,  VINCENT  HLANE , SEVIERVILLE 
VAN  ARSOALL,  JA"ES  R,  SEVIERVILLE 

SMITH  COUNTY  MEDICAL  SOCIETY 

BRATTON,  EDGAR  <,  HAKTSvILLE 
GREEN,  HUGH  h,  CARTHAGE 
PETTY  JR,  OAVIO  G,  CARTHAGE 
PETTY,  OAVIO  G.  CARTHAGE 
RUTHERFORD,  RICHARO  T,  CARTHAGE 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

ADAKS,  WESLEY  F.  BRISTOL 
AGUIRRE,  DENNIS  "ANIJAL,  BRISTOL 
ALLEY,  EOKOND  LYNN,  KINGSPORT 
ARMSTRONG,  JOSEPH  R.  BRISTOL 
8 A C HK  A N JR,  HARRY  «ILSON,  BRISTUL 
BAKER,  RICHARO  OUULEY , KINGSPORT 
BALES,  DONALD  w.  KINGSPGwT 
BALLINGTON,  KAREN  LOUISE,  BRISTUL 
8AN0EIAN,  JOHN  J,  BRISTUL 
BECHTEL  JR,  JACK  T,  BRISTOL 
BELL,  W ILL  I A"  K,  K I NGSPOK  T 
BICE,  CHAS  ROBT.  KINGSPORT 
BLANO,  SUSAN  ",  KINGSPQkT 
BLANTON  JR,  FRANK  S.  BRISTOL 
3LICKENSTAFF,  THEKON,  KINGSPORT 
BOCKIAN,  HERBERT  HAROLO,  BRISTOL 
BOLING.  FREDERICK  F,  KInGSPUkT 
BODKOOT,  J “IChAEL.  KINGSPORT 
BOOZE,  GEO  W",  KINGSPORT 
BDwKAN,  JA"ES  h,  3RISTUL 
BOYD.  ARTHUR  "ORGAN,  KINGSPORT 
BOYLE,  GARY,  BRISTOL 
3RASFIELD,  JM  C,  BRISTOL 
BREEDING,  SA1UEL  OAVIO,  KINGSPORT 
BRIO,  EOwAfcO  NEAL.  BRISTOL 

* BRINKLEY,  BILLY  BOOTH,  BRISTUL 
BROCK  JR,  HOWARD  THOS,  KINGSPORT 
8R0GLI0,  ANTHONY  LEE,  BRISTOL 
BROOKSHIRE  JR,  PAUL  F,  KINGSPORT 

* BROWN,  HENRY  JAKES.  KINGSPORT 

* 3R0WN,  ROBT  i,  HENOEkSONV ILLE,  NC 
BUDDINGTON,  RICHARD  S,  ABINGOON,  VA 
BUTTERwORTH  JR,  JACKSUN,  BRISTOL 
BYERS  JR,  JOHN  G,  BRISTOL 
BYRD,  KEITH  HAROLD,  KINGSPORT 
CALCUTE,  CLAUDE  KC  GHEE,  BRISTOL 
CALDWELL,  RONALD  DAVID,  BR I STUL 
CARR,  HENRY  AUSTIN,  BRISTOL 
CARTER,  EDWARO  KENT.  KINGSPORT 
CARTER,  LUCKc  YANCEY,  KINGSPORT 
CARTER,  PICHAKO  S.  KINGSPORT 
CASEY,  GARY  GUILLEN,  KINGSPORT 
CATE.  JOHN  COLU"BUS,  KINGSPORT 
CATLIN,  ROGER  w,  BRISTOL 
CHAKbERLIN,  K A R IAN  L,  KINGSPORT 
CHANDLER,  JOHN  ",  BRISTOL 
CHAPKAN,  CHAS  E "" I TT , BRISTOL 
CHAPKAN,  JOHN  L,  KINGSPORT 
CHARTIF8,  GILBERT  JOHN,  KINGSPORT 

* CHEW,  NATHANIEL  JOHN,  BRISTOL 
CHRISTENSEN,  ROBT  CHAS,  KINGSPORT 

Clark,  ja«es  w,  church  hill 

CLARK,  WARNER  L,  CHURCH  HILL 
COOPER,  JJE  BYRON,  KINGSPORT 
COWAN  JR,  BENNETT  Y,  BRISTOL 

* COWAN,  BENNETT  YOUNG,  BRISTOL 
COWAN,  RICHARO  H,  KINGSPORT 
COWOEN,  DAVID  ANTHONY,  KINGSPORT 
COX,  DAVID  LEHUEL.  R I NGSP ORT 
COX,  LARRY  H,  KINGSPORT 

* CRAWFORD,  ALVIN  S,  HILTON  HEAD  ISL. 

* CREOLE,  WK  SWINDELL,  HILTON  HEAD,  SC 


CROCKETT  JR,  CLAUOE  H,  BRISTOL 
CROWOER,  JACK  ROBERTS,  KINGSPORT 
DALLAS.  JOHN  L,  KINGSPORT 
DAVIS,  P ALAN,  BRISTOL 
DICKERSON,  OANL  LAWRENCE,  KINGSPORT 
OOELL , ROBERT  J,  KINGPORT 
OONALOSON,  ROBERT  C,  KINGSPORT 
« OOTT,  ROBT  0,  KINGSPORT 

OYER  JR,  W"  "ILLS,  KINGSPORT 

* EARLY,  JAKES  LAwRENCE,  bRISTOL 
EKERSON,  wILLIA",  KINGSPORT 

* ERWIN,  J w,  BRISTOL 
ESTES,  TERRELL  C,  BRISTOL 

* EXU",  W»  ALLEN,  KINGSPORT 
FEIT,  RICHARD  A,  KINGSPURT 
FERGUSON,  JERE  w,  BRISTOL 
FINCHEP  JR,  JUHN  A,  BRISTOL 
FLORA,  DON  ATLEE,  KINGSPURT 
FOSTER,  LARRY  J,  KINGSPURT 
FUNKE,  ROBERT  H,  KINGSPORT 
GANTT,  PICKENS  A,  BRISTOL 
GARFIELD,  CLAUDE  R,  KINGSPORT 
GARRIOTT,  DAVID  KENT,  KINGSPORT 
GATLOR,  WALTER  k,  BRISTOL 
GEER,  ROeT  "AC,  KINGSPORT 
GENDRON,  R K,  KINGSPORT 

* 5IBSDN,  JOHN  THOS,  BRISTOL 
GINN,  OAVIO  ROY,  KINGSPURT 
GINTHER,  JEFFREY  P,  BRISTOL,  VA 
Glasgow,  kobt  "Orris,  Bristol 

* GLENN,  ROBT  URRUS.  NOUNTAIN  CITY 
GOLDEN,  BILLY  N,  KINGSPORT 
GONCE,  JOEL  U , KINGSPORT 
GUNOO,  JUAN,  KINGSPORT 
GORReLL,  ALAN  L,  BRISTOL 
GOURDIN,  FREDERICK  w,  KINGSPORT 
GR^EAR  JR,  FREO  BUNHA",  BRISTOL 
GREEN  JP,  wavERLY  S,  BRISTOL 
GREENE,  EL"E<  ALBERT,  KINGSPORT 

grfcve,  thokas  c.  Bristol 

GRIFFIN,  wILLIak  C,  KINGSPORT 
« GRIGSBY  Jk . wK  C,  BRISTOL 
GRIGSBY.  «K  »AUL,  KINGSPORT 
GROCE,  ANN,  JOHNSON  CITT 
GwALThEY,  OAVIO  NELSON,  BRISTOL 
HADDAD,  KIC«EL  NASRI,  KINGSPORT 

* HARRISON  JR.  W" , KINGSPORT 
HARTER,  BaSIe  T,  BRISTOL 
HERNANDEZ,  GUSTAVO  E,  KINGSPORT 
HICKS,  "ACK  L,  KINGSPORT 
HIRE,  ERVIN  A,  KINGSPORT 
HQFFEK,  PHILLIP  FRANKLIN,  BRISTOL 
HUFFNUNG,  JACK,  BRISTOL 

* HUGAN  JP,  "ArSHALL  DAVIS,  KINGSPORT 
HUDSON,  wILLlAK  DUDLEY,  KINGSPORT 
HUNTER,  RONALD  w,  KINGSPORT 
JACKSON  JR,  HENRY  GUY,  KINGSPORT 

« J A" I SON , KING  ARCT,  BRISTOL 
JARVIS,  RUV  JJE,  KINGSPORT 
JAYNE  JR,  J LAWRENCE,  BRISTOL 
JERNIGAN,  ROBT  H,  KINGSPORT 
JEWELL,  NEAL  A,  BRISTOL 
JOHNSTONE,  WILLIA"  H,  BRISTOL 

* JUNES,  RObT  Clark,  KINGSPORT 
JONES,  SANUEL  RIOOLE,  KINGSPORT 
KEITH,  ROBT  EARL,  KINGSPORT 
KELLY,  RONALD  CLARK,  BRISTOL 
KIOWELL  JR,  t R,  KINGSPORT 

* KIESA'J,  kENNeTH  RUDOLPH,  KINGSPORT 
KING,  JOSEPH  AUSTIN,  KINGSPORT 

» KNAPP,  JOHN  ALLEN,  PLACIOA,  EL 
KNICKERBOCKER,  FREO  RAY,  BRISTOL 
KURRE  JR,  JOS  H,  BRISTOL 
KUTTY,  I H , KINGSPORT 
LANE,  OAVIO  L,  KINGSPORT 
LAPIS,  JAKES  L.  BRISTOL 
LINK,  NFLSON  EOWARO,  BRISTOL 
LOwRY,  KERHIT,  BRISTOL 
LY“BEk I S , "ARVIN,  KINGSPORT 
LYNCH,  KENNETH  CLYOE,  KINGSPORT 
NACOONALD.  R SCOTT,  KINGSPORT 
"ALOY,  JOS  KENNETH,  KINGSPORT 

* KARCY,  JOHN  0,  BRISTOL 

* "CCONNELL,  FREORICK  GRAY,  KINGSPORT 
KCCOY,  JAKES  L,  KINGSPORT 
NCGINN,  DEBRA  LEE,  BRISTOL 
KCGUIRE , JA-ES  ELORIOGE,  KINGSPORT 
"CILWAIN,  wlLLIA"  A,  8RIST0L 
"C"URR  A Y , JOHN  "ARK,  KINGSPORT 
"ICHALS,  HERBERT  JA"ES,  KINGSPORT 
"ILLER,  DAVID,  KINGSPORT 
KILLER,  JERRY  LEE,  KINGSPORT 

* KILLER,  LEE  HUTTER,  KINGSPORT 
NITCHELL,  JOE  ELIAS,  BRISTOL 

* KONGLE,  BRUCE  w",  BLOUNTVILLE 
KOONEY,  NEIL  FRANCIS,  BRISTOL 
KOORE  III,  JOHN  H,  KINGSPORT 
■ORGAN,  STEVEN  w,  BRISTOL 
KORIN,  J R AD JL , KINGSPORT 
"ORRIS.  LAwPENCE  RAY,  KINGSPORT 

* KORRISON,  PHILIP  HAPWORTH,  BRISTOL 
NORTON,  RALpH  F,  KINGSPORT 
KOSRIE,  AZETT  JIKKIE,  KINGSPORT 
"OUKHEIPIK,  NAB  I L w,  KINGSPORT 
KURRAT  JR,  "A  R I ON  JULIAN,  BRISTOL 

SC  MAGALLA,  LAKSHKAN  R,  BRISTOL 

NEELY,  E K,  KINGSPORT 
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NICHOLS  JR.  JAMES  B.  KINGSPORT 
NICLEY,  FLOYD  EOWARO.  BRISTOL 
NORTHROP,  ROBERT  EDWARDS,  KINGSPORT 
NOWLIN,  WADE  HAMPTON,  BRISTOL 
OLNEY,  LA  VERNE  E,  KINGSPORT 
OWEN,  C RICHAkO,  KINGSPORT 
PATTON,  CHARLEY  MACK,  KINGSPORT 
PATTON,  ROBT  CARROLL,  KINGSPORT 
PEARSON,  RANDALL  EUGENE,  KINGSPORT 
PEAVYHOUSE,  JOEL  U,  KINGSPORT 
PER  DOE  SR,  JOHN  MARVIN,  KINGSPORT 
PEREZ  JR,  ROPERTO  E,  KINGSPORT 
PERLMAN,  PAUL  ELLIOT,  KINGSPORT 
PETERSON,  DOUGLAS  W,  KINGSPURT 
PETTIGREW,  JAMES  ANOREW,  BRISTOL 
PHILLIPS,  JAMES  H,  KINGSPORT 
PHILLIPS,  JAMES  CURTIS,  KINGSPURT 

* POWERS  JR,  JOHN  S,  KINGSPORT 
PROPPER,  NORMAN  S,  KINGSPORT 
REDDICK,  LOVETT  P,  KINGSPORT 

* REED,  JOHN  S,  KINGSPORT 
REIFF,  ROBERT  H,  KINGSPURT 
RENFRO,  CLAY  ARLtN,  KINGSPORT 
REPASS,  ROBT  A,  BRISTOL,  VA 
REYNOLDS  JR,  LESLIE  B,  KINGSPORT 
RIDGEWAY,  NATHAN  ALVAH,  KINGSPORT 
ROBBINS,  JEFFREY  PHILIP,  BRISTOL 
ROBERSON,  TRAVIS  HUBERT,  CHURCH  HILL 
ROGFRS,  MALCOLM  E,  KINGSPORT 
ROLEN,  ALVIN  CURRY,  BRISTOL 
ROSSER,  ROBEkT  A,  KINGSPURT 
RUCKER,  THOS  NELSON,  KINGSPORT 
SALCEDO,  JULIO  A,  KINGSPORT 
SARGENT,  JEFFREY  DALE,  BRISTUL 
SCHERMER,  WILLIAM  J,  BRISTOL 
SCHILLING,  DAVID  E,  CHURCH  HILL 

* SCHMIOT,  WM  F,  BRISTOL 
SEWELL,  DAVID  H,  KINGSPURT 
SIDFS  JR,  PAUL  J,  KINGSPORT 
SIKURA,  FRANK  STEVEN,  BRISTOL 
SIMS,  HARULO  A,  BPISTUL 
SLAUGHTER,  FREOERICK  0,  BRISTOL 
SLOCUM,  CARL  WM,  KINGSPURT 
SMIODY,  JUS  FRANKLIN,  KINGSPURT 
SMITH,  GALEN  R,  KINGSPORT 
SMITH,  LYLE  R,  KINGSPORT 
SMITH,  RONALD  STEVEN,  KINGSPURT 
SMITH,  WARREN  YOUNG,  KINGSPURT 
SMITH,  WILLIAM  DAVID,  BRISTOL 
SOREL,  ABRAHAM  ISAAC,  KINGSPORT 
SOLOMON,  DALE  E,  KINGSPORT 
SPEAR,  JOHN  MICHAEL,  BRITSOL 
SPRINGER,  DOUGLAS  JOHN,  KINGSPORT 
STRAOER,  LORENZO  0,  BRISTOL 
STRANG  JR,  RUBERT  T,  KINGSPURT 
STRANG,  ROBT  TUDOR,  KINGSPURT 
STURBS,  HAL  SESSION,  BRISTOL 
SULKOWSKI,  VIKTOR  P,  KINGSPURT 
SULLIVAN,  HUGH  MILTON,  KINGSPORT 
SULLIVAN,  MICHAEL  JUUE,  KINGSPORT 
TALTON  JR,  BROOKS  M,  KINGSPURT 

* TOOO,  THOS  C,  BRISTOL 
TOOTHMAN,  CLARA  J,  BRISTOL,  VA 
TURNER,  HARRISON  0,  KINGSPORT 
VALDES— RODRIGUEZ,  ANTONIU,  KINGSPORT 
VANCE  JR,  FREOERICK  V,  BRISTOL 

* VANCE,  DOUGLAS  DORIOT,  BRISTUL 

* VERMILLION.  JAMES  S,  KINGSPORT 
WAOEWITZ,  PETER,  KINGSPORT 
WESTERFIELO,  LARRY  H,  KINGSPURT 
WESTMORELAND,  DENNIS  G,  KINGSPORT 
WHISNANT,  WM  HOWARD,  BRISTOL 

* WHITAKER  JR,  SIDNEY  S,  bRISTUL 
WHITT,  HIRAM  JACKSON,  KINGSPURT 
WIKE,  SIDNEY  ALFRED,  BRISTOL 

* WILLIAMS,  HOMER  P,  BRISTOL 
WILLIAMS,  JOAN  THOMPSUN,  KNOXVILLE 
WILLIAMS,  ROBT  HERMAN,  KINGSPORT 
WILSON,  EARL  K,  BRISTOL 

* WILSON,  JOHN  AARON,  KINGSPORT 
WINOES,  LOIS  H,  KINGSPORT 
WINSOR,  MICHAEL  JON,  KINGSPORT 
WOLFE,  JAMES  w,  GATE  CITY,  VA 
MYKER,  ARTHUR  TOwNSENO,  KINGSPORT 
YOUNG,  RUTH  T,  KINGSPORT 

Z A I 0 I , SAKFRAZ  ALI,  BRISTOL 

SUMNER  COUNTY  MEDICAL  SOCIETY 

BARTER,  JOHN  G,  GALLATIN 
BLACKSHEAR,  J R,  GALLATIN 
BROWN,  LLOYO  TYNTE,  GALLATIN 
CAGLE,  OIEDRE.  GALLATIN 
CALDWELL,  WILLIAM  RUDOLPH,  GALLATIN 
CAREY  JR,  JACK  WILLARD,  HARTSVILLE 
CARTER,  THOS  FOSTER,  WESTMORELAND 
CASE  JR,  KENNETH  RYON,  GALLATIN 
COX,  JOE  OAVIO,  GALLATIN 

* OITTES,  ALBFRT  G,  PORTLAND 
FLYNN,  JOHN,  HENOE RS ON V I LLE 

GARRETT,  WILLIAM  EOWARO,  HENDERSONVILLE 
GOOOIN,  ELLIS  LEN,  GALLATIN 
HILL,  TED  W,  GALLATIN 
HOOPER  JR,  H WAYNE,  GALLATIN 
HOOPER,  HALOEN  WAYNE,  GALLATIN 
HUFFMAN,  CHARLES  0,  HE NUE R SONV I LL E 
KARALAKULAS INGAM,  RAJAH,  PORTLAND 
KELLEY,  IRA  N,  CARTHAGE 


KING,  A SIDNEY,  GALLATIN 

♦ LADD,  JAMES  TRU8LE , P0R1LAN0 
LANZ,  ELWIN,  HENDERSONVILLE 
LILLY,  JAMES  AARON,  GALLATIN 
MASSEY,  WM  RUE,  GALLATIN 
MCALEAVY , JOHN  C,  HE UDE K S ON V l LL £ 
MCDANIFL,  ROBERT  E,  GALLATIN 
MCGRIFF  JR,  JAMES  E,  GALLATIN 
MCNULTY,  JOHN  P,  PORTLAND 
MILLER.  RONALD  V,  GALLATIN 
MITCHELL,  ROBERT  T,  GALLATIN 
PARSH,  ft R A H M S,  MURFREESBORO 
PONCE,  LU,  PORTLAND 

RUARK,  CHARLES  S,  OLO  HICKORY 
RUCKLE,  R H,  PORTLAND 
SANDERS,  CLARENCE  RAMEY,  GALLATIN 
S I MONT  ON  JR,  RALPH  W,  PORTLAND 
SPENCER,  CHARLES  NORMAN,  GALLATIN 

♦ S TE  °HENS  ON , WALTER  H,  GALLATIN 
STEWART,  WM  DAVID,  GALLATIN 
THOMPSON,  JOHN  K,  GALLATIN 
TOOO,  M ALFRED,  G f LL  AT  I N 
TORMES,  FELIX  R,  HENDERSONVILLE 

♦ TROUTT  JR,  JAMES  K,  GALLATIN 
WALLACE,  JOHN  8 , GALLATIN 
WEBB,  ROBERT  T,  GALLATIN 
WEBSTER,  ROBT  CLAYTON,  GALLATIN 
wesley,  Raymond,  henuersunville 

WILLIS,  ROBERT  A,  GALLATIN 

TIPTON  COUNTY  MEDICAL  SOCIETY 

♦ ALEXANDER,  WARREN  ALISON,  COVINGTON 
BEASLEY,  JIMMIE  L,  COVINGTON 
BOLTON,  TRAVIS  LEON,  COVINGTON 
BROFFITT,  SAMUEL  L,  COVINGTON 
CANNON  JR,  JESSE  J,  COVINGTUN 
FISCHL,  HENRY  J,  COVINGTON 

GUODE,  FLETCHER  HOWARD,  MILLINGTON 
HO.  JUINN  H,  MILLINGTON 

♦ HYATT,  NORMAN  LYLE,  COVINGTON 
JANOVICH,  JOHN  R,  COVINGTON 
MATTHEWS,  JOSEPH  BARRET,  COVINGTON 
MCCULLOUGH,  BILLIE  S,  CUVINGTON 

♦ RUFFIN  JR,  JAMES  S,  COVINGTON 
VAUGHN,  HUGH  wYNN,  MUNFURO 
VIPRAKASIT,  OEJO,  COVINGTON 
VIPRAKASIT,  SUTTIWARA,  CUVINGTON 

♦ W I THE  R I NGT  ON  JR,  A S,  MUNFOKU 

♦ WITHERINGTUN,  JAMES  0,  COVINGTON 

WARREN  COUNTY  MEDICAL  SOCIETY 

BIGBEF,  WALLACE  BURNS,  MCMINNVILLE 
BRATTON,  DAVID  M,  MCMINNVILLE 
8URCK  JR,  HARRY  E,  MCMINNVILLE 
CATFN,  JOSEPH,  MCMINNVILLE 
CHASTAIN,  BRYAN  U,  MCMINNVILLE 
DAVIS.  W GLENN,  NASHVILLE 
DEL  VALLE,  RENE  CARLOS,  MCMINNVILLE 
FISHER,  JUS  F,  MCMINNVILLE 
GAW,  J C,  MCMINNVILLE 
GLOVER,  DANNIE  WELOEN,  MCMINNVILLE 
HARRIS,  HOYT  L,  MCMINNVILLE 
HAYNES,  DOUGLAS  BRANUT,  MCMINNVILLE 
HIGGINS,  LAURA,  MCMINNVILLE 
JACOBS.  G JACKSON,  MCMINNVILLE 
JENKINS,  JIMMY  E,  MCMINNVILLE 

♦ KNIICHS,  ULUIS  A,  PALM  COAST,  FL 
KNOWLES  JR,  WILLIAM  w,  SMITHVILLE 
LEY,  JOSEPH  ANTHONY,  MCMINNVILLE 
MCABEE,  WENDELL,  MCMINNVILLE 
MOORE,  JAMFS  L,  MCMINNVILLE 
MUKHEKJI,  B Ak  UNO  I T Y A , MCMINNVILLE 
PEDIGO,  THURMAN  LEE,  MCMINNVILLE 
PRUETT,  J BRUCE.  MCMINNVILLE 
RAGSDALE,  TUMMY  MAC,  MCMINNVILLE 
RHINEHAPT,  MAKGRET  WKENN,  SPENCER 

♦ SMOOT,  BETHEL  CAMPBELL,  MCMINNVILLE 
SPIVEY,  OSCAR  SMITH,  MCMINNVILLE 
TROOP  JR,  JOE  RAYMONO,  MCMINNVILLE 
WHITMORE,  MARK  ALLAN,  MCMINNVILLE 
WINTERS,  OE  ft  D R AH  ANN,  MCMINNVILLE 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

AHMAO,  IRSHAU,  JOHNSUN  CITY 
ALI,  MOHMEI)  E,  JOHNSUN  CITY 
ALISON,  HAROLD  W,  JUHNSUN  CITY 
ALLEN,  CHAS  EDWARD,  JOHNSON  CITY 
ALLEN,  ROBERT  C,  JOHNSON  CITY 
AMFS,  GREGORY  GENE,  JONESBORO 
ANOERSON,  ALAN  E,  JOHNSON  CITY 
BAILEY  JR,  WILLIAM  P,  JOHNSON  CITY 
BATTLE  JR,  JAMES  WAYNE,  JOHNSON  CITY 
BATTLE,  GAY  KIRCHNER,  GRAY 
BEAVER,  WALTER  RICHAKO,  JOHNSON  CITY 
BERRY,  BOYCE  M,  JOHNSON  CITY 
8ERT0TTI,  MARIAN  L,  JOHNSON  CITY 
BLAIK,  ZIAO,  JOHNSON  CITY 
BOREL,  TERRY  C,  JOHNSON  CITY 
BORTHWICK,  THOMAS  R,  JOHNSON  CITY 
BOWIE,  RICHARD  R,  JOHNSON  CITY 

♦ BOWMAN,  JOSEPH  R,  SINGER  ISLAND,  FL 
BOX,  STEPHEN  T,  JOHNSON  CITY 
8RIDGF0RTH  JR,  WM  ADAMS,  JOHNSON  CITY 
BROWN  JR,  PAUL  EOWARO,  JOHNSON  CITY 


* BROWN,  GEO  HENDERSON,  JOHNSON  CITY 
BROWN,  JANET  0,  JOHNSON  CITY 
8UDD,  DUANE  COLEMAN,  JOHNSON  CITY 
BURNETT,  HAROLD  w,  JOHNSON  CITY 

* CAMPBELL,  E MALCOLM,  JOHNSON  CITY 
CANCELLARU,  LUUIS  A,  JOHNSON  CITY 
CARAVELLO,  PETER  M,  JOHNSON  CITY 
caudle,  scdtt  okrina.  Johnson  city 

CLARK,  ROBT  L,  JOHNSON  CITY 
CLEMONS.  DONALD  E,  JUHNSUN  CITY 
COLE,  CHAS  PITTMAN,  JOHNSUN  CITY 
COLINGER  JR,  JUDO  WALTON,  ERWIN 
CONE,  WILLIAM  JOSEPH,  JOHNSON  CITY 
COOGAN,  PHILIP  S,  JUHNSUN  CITY 

* COSBY  JR,  LEwIS  F,  JOHNSON  CITY 
COSTNER,  ALFRED  NIXON,  JOHNSON  CITY 

* CROCKETT,  DOUGLAS  HARMAN,  JOHNSON  CITY 
CUPP  JR,  HORACE  BALLAkD,  JOHNSON  CITY 
OAVIO,  DANIEL  J,  JOHNSON  CITY 
DENNIS,  ROBT  G,  JOHNSON  CITY 

DEWIT,  ALBERTINE,  JOHNSON  CITY 
DEWITT,  JAN  ALLEN,  JOHNSON  CITY 
OHALIwAL,  AVTAR  SINGH,  JOHNSON  CITY 

* DO  AK , ALFRED  0 , JOHNSON  CITY 
DOANE,  DAVID  G,  JOHNSON  CITY 
DOSSETT  JR,  BURGIN  E , JOHNSON  CITY 
DOUGLAS,  HERSCHEL  L,  JACKSONVILLE,  EL 
ORUMRIGHT,  CURTIS  K,  JOHNSON  CITY 
DUNKELBFRGER,  BRIAN  H,  JOHNSUN  CITY 
EUENS , FRED  K,  JOHNSON  CITY 
ELLIOTT,  RICHARD  LEVERE,  JOHNSON  CITY 

* ELLIS,  MACKINNON,  GRAY 

FISH,  CHAS  ABRAHAM,  JOHNSON  CITY 
FREEMUN.  OAVIO  NOBLE.  JOHNSON  CITY 
FRIZZELL,  BYRON  w,  JOHNSUN  CITY 
FULTON,  LYMAN  AVARO,  MOUNTAIN  HOME 

* GARLAND,  NEWTON  FARR,  JOHNSON  CITY 
GIBSON  JR,  JAMES  W,  JOHNSON  CITY 
GILLETT  JR,  R CLARK,  JOHNSON  CITY 
GODFREY,  JAMES  HODGE,  JOHNSON  CITY 
COFFIN,  FL  0 YU  8,  TROY,  NY 

GORDON  JR,  LAWRENCE  E,  JOHNSON  CITY 
GOULDING  III,  CLARENCE  E,  JOHNSON  CITY 
GOULOING  JR,  CLARENCE  E.  JOHNSON  CITY 
GRAHAM,  LARRY  GILL,  JOHNSON  CITY 

* GRESHAM,  CHAS  SUMNER,  JUHNSUN  CITY 
GUBLER.  kUBT  JAY,  JOHNSON  CITY 
HALEY,  TONY  O'NEAL,  JOHNSON  CITY 
HALL,  BEN  0AV1D,  JOHNSON  CITY 
HANDY , RONALU  C,  JOHNSON  CITY 
HAMEL,  STEVEN  C,  JOHNSON  CITY 

* HANKINS,  WALTER  DOUGLAS,  JOHNSON  CITY 
HARRIS,  ARTHUR  SALE,  JOHNSON  CITY 
HARTLEY,  FREOERICK  C,  JUHNSUN  CITY 

* HARVEY,  ROBT  H,  ERWIN 

HAWS,  CLAUDE  C,  JOHNSON  CITY 
HE  I NT  Z , RICHARD  BRUCE,  JACKSUN 
HEMPHILL,  CHK IS  B,  JUHNSON  CITY 
HILLMAN,  CHAS  HARLAN,  JOHNSON  CITY 
HINES  JR,  ROBERT  STICKLEY,  JUHNSON  CITY 
HINTON,  PHILIP  J,  JOHNSON  CITY 
HOLLIER,  PAUL  A,  ERWIN 
HOLSEY  JR,  ROYCE  L,  NAPLES,  FL 
HOWELL,  MARK  ALLAN,  JOHNSON  CITY 
HUDDLESTON,  SAM  N,  JOHNSON  CITY 
HUDSON,  LARRY  0,  JOHNSON  CITY 
HUTCHINS,  ROBT  GORDON,  JOHNSON  CITY 
HYDER  JR,  NAT  EDENS,  JOHNSON  CITY 
JERNIGAN,  THOMAS  M,  JOHNSON  CITY 
JOHNSON  JR,  FRANK  P,  JOHNSON  CITY. 
JOHNSON,  CALVIN  JOHN,  JOHNSON  CITY 
JOHNSON,  JOHN  C,  JOHNSON  CITY 
JONES,  DAVID  W,  JOHNSON  CITY 
JOROAN  JR,  L COLLIER,  JOHNSON  CITY 
KENNEDY,  WM  ENNIS,  JOHNSON  CITY 
KIMBROUGH,  BARBARA  0,  JOHNSON  CITY 
KIMBROUGH,  STEPHEN  M,  JOHNSON  CITY 
KINCAID,  WM  RALPH,  JOHNSON  CITY 
LANG,  FORREST,  JOHNSON  CITY 
LAWSON,  ELIZABETH  ANNE,  JOHNSON  CITY 
LAWSON,  JOHN  FULLER,  JOHNSON  CITY 
LLOYO,  JACQUELINE  JORDAN,  JOHNSON  CITY 

* LONG,  CARROLL  HAKOY,  JOHNSON  CITY 
LOPEZ,  ALFONSO  0,  JOHNSON  CITY 
LURIE,  DAVID  P,  JOHNSON  CITY 
MAOEN,  WILLIAM  L,  JOHNSON  CITY 
MAHONEY,  JAMES  COOPER,  JOHNSON  CITY 
MATHES  JR,  WM  T,  JOHNSON  CITY 
MCCOY,  SUE,  JOHNSON  CITY 
MCGINNIS,  THOMAS  BRYAN,  JOHNSON  CITY 
MCGOWAN  JR,  wINEURD  R,  JOHNSON  CITY 
MCGOWAN,  JUOSUN  C,  JOHNSON  CITY 
MCGOWAN,  KONALO  L,  JOHNSON  CITY 

* MCKEE,  THUMAS  PRESTON,  JOHNSON  CITY 
MEEKS,  EDWIN  A,  JOHNSON  CITY 
MEHTA,  JAYANT  8 , JOHNSON  CITY 

* METTETAL,  RAY  WALLACE,  JUHNSON  CITY 
MICHAL.  MARY  L.  JOHNSON  CITY 
MILLER,  JOHN  MC  CLELLAN,  JOHNSON  CITY 

* MILLER,  W RUTLEOGE,  BLOWING  ROCK,  NC 
MILLS,  RALPH  L,  JOHNSON  CITY 
MITCHELL,  JARLATH  J,  JOHNSON  CITY 
MODICA,  LOUIS  A,  MOUNTAIN  HOME 
MOFFATT,  LAWRENCE  STRONG,  JOHNSON  CITY 
MONTENEGRO,  FRANKLIN,  JOHNSON  CITY 
MORGAN  JR,  CALVIN  VERE,  JOHNSON  CITY 
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it’s  “ow”  and  “garn”  that  keep  her  in  her  place 327 

just  a rhinestone  cowboy 112 

marines  and  snails  and  puppy-dog  tails 404 

New  Year’s  resolution 54 

on  being  moral,  ethical,  and  polite 590 

on  DRGs  and  things 326 

sailing  the  rainy  Hyades 463 

the  changing  of  the  guard 708 

the  mark  of  a relatively  minor  beast  (ed) 752 

things  that  go  bump  in  the  night — and  day 168 

thoughts  for  the  ides  of  March 169 

to  a preeminent  centenarian 709 

Education,  Medical 

attitudes  and  experiences  of  fourth  year  medical 

students  in  a teaching  nursing  home  project  (*) 13 

medical  melting  pot  in  Tennessee — school  of  graduation 

of  MDs  according  to  race,  1987  454 

Emergency  Medical  Technicians 

prehospital  defibrillation  by  EMTs — results  of  a 

pilot  study  in  Tennessee  (*) 144 

Environment 

be  fruitful  and  multiply  (ed) 751 

Gutenberg,  eat  your  heart  out  (ed) 464 

marines  and  snails  and  puppy-dog  tails  (ed) 404 

Ethics,  Medical 

AIDS  dilemma  (pp) 109 

AMA  CEJA  Report  A (ed) HO 
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ethics  and  AIDS  (AMA  IM-87) 89 

medical  ethics  (pp) 167 

on  being  moral,  ethical,  and  polite  (ed) 590 

Folk  Medicine 

rural  health  beliefs  and  practices  (*) 229 

Gastrointestinal  Disease 

diverticulosis  of  the  ileum  with  perforation  (*) 620 

synchronous  small  cell  and  squamous  cell  carcinoma 

of  the  esophagus  (*) 288 

Geriatric  Medicine 

attitudes  and  experiences  of  fourth  year  medical 

students  in  a teaching  nursing  home  project  (*) 13 

home  health  vs.  nursing  home  care  (*) 86 

metabolic  bone  disease:  a review  (*) 293 

role  of  the  medical  director  in  the  nursing  home  (*) 437 

Tennessee  Geriatric  Society  (mb) 464 

Health  and  Environment  Report 

AIDS  surveillance  in  Tenn.:  trend  report,  1982-1988  641 

identification  of  risk  factors  in  children  to  reduce 

hypertension 315 

lead  toxicity  screening  through  the  Medicaid 

EPSDT  program 700 

medical  melting  pot  in  Tennessee:  school  of 

graduation  of  MDs  according  to  race,  1987  454 

Medicaid  and  medical  services  for  pregnant 

women  and  children 580 

patient  sexual  behavior  and  the  risk  of  AIDS: 

the  vital  role  of  the  physician 157 

protecting  the  child  passenger 249 

public  health  perspective  on  violent  death 103 

reported  cocaine  deaths  rise  in  Tennessee 42 

Tennessee  WIC  infant  formula  rebate  program 521 

Tennessee  changes  vital  records 742 

Health  Care  (See  also  Contract  Medicine  & Costs) 

a hot  time  in  the  ol’  town  (ed) 528 

a hot  time  in  the  ol’  town:  reprise  (si) 625 

and  among  the  things  . . . (ed) 327 

celebrating  the  Fourth  (ed) 462 

ChoiceCare  (mb) 652 

ChoiceCare:  a jury’s  view  (si) 509 

ChoiceCare:  judgment  day  for  an  IPA  (si) 443 

DRG  correspondence  (si) 298 

medicine,  the  compassionate  profession  . . . (si) 93 

on  DRGs  and  things  (ed) 326 

PRO  admissions  policy  (mb) 261 

primary  care  physician  distribution  in  Tenn  (*) 81 

primary  care  physician  supply  in  Tenn  (*) 16 

profile  of  health  beliefs  and  practices  in  a rural  East 

Tennessee  community  (*) 229 

RCT  (pp) 587 

the  bottom  line  (pp) 325 

Health  Maintenance  Organizations  (See  Medical  Practice) 
Hematology 

multiple  maternal  isoimmunization  (*) 435 

thrombotic  thrombocytopenic  purpura  associated 

with  pulmonary  sarcoidosis  (*) 285 

Waldenstrom’s  macroglobulinemia  with  pulmonary 

involvement  (*) 431 

History 

health  care  in  Memphis  1830-1930  713 

Shelby  Medical  College  and  John  Shelby,  M.D.  (*) 562 

Tennessee  families  in  Southern  Surgical  Association  (*)  . .497 

to  a preeminent  centenarian  (ed) 709 

Hyperglycemia,  neuropathy  of  non-ketotic  (*) 77 

IMPACT  (See  Political  Action) 

In  Memoriam 55,  113,  173,  261,  328,  405, 

465,  531,  592,  653,  711,  754 
Independent  Practice  Association  (IPA)  (See  Med  Practice) 
Infectious  Disease  (See  also  AIDS) 

Listeria  monocytogenes  endocarditis  (*) 21 

thrombotic  thrombocytopenic  purpura  associated 
with  pulmonary  sarcoidosis  (*) 285 
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tuberculous  empyema  with  bronchopleural 

fistula  revisited  (*)  622 

Insurance  (See  also  Disability  & Liability  Insurance) 

an  open  letter  to  Blue  Cross  (si) 91 

DRG  correspondence  (si) 298 

in  the  woods  with  medically  unnecessary  services 739 

insurance  plans  sponsored  by  TMA 473 

keeping  the  sharks  away  (pp) 749 

lead  toxicity  screening  through  the  Medicaid 

EPSDT  program 700 

Medicaid  and  medical  services  for  pregnant  women 

and  children 580 

Medicare  revisited  (pp) 51 

medicine,  the  compassionate  profession  . . . (si) 93 

on  DRGs  and  things  (ed) 326 

Law 

Physician’s  Guide  to  Tennessee  Law  (suppl) 183 

Liability  Insurance  (See  also  Loss  Prevention) 

great  expectations  (ed) 53 

how  do  you  spell  relief?  (ed) 259 

medical  writing  (pp) 649 

new  proposal  to  resolve  malpractice  crisis  (si) 234 

professional  liability — an  open  letter  (si) 23 

Loss  Prevention  Case  of  the  Month 

a monument  to  failure 250 

let  the  record  speak — please! 701 

“minor”  surgery 41 

not  him,  again! 455 

not  my  responsibility! 523 

patient  walks  in — patient  walks  out 316 

primary  care  equals  primary  responsiblity 159 

where  is  that  prenatal  record? 640 

Mail  Box 261,  464,  531,  652,  754 

Malpractice  (See  Liability  Insurance  & Loss  Prevention) 
Medicaid-Medicare  (See  Insurance) 

Medical  Grand  Rounds 

hemophilia,  current  problems  in  treatment 97 

Rocky  Mountain  spotted  fever  (American  tick  typhus)  . . .691 

ulcer  disease 30 

white  coat  hypertension 569 

Medical  Homes  (si) 93 

Medical  Practice  (See  also  Contract  Med  & Liability  Ins) 

celebrating  the  Fourth  (ed) 422 

ChoiceCare  (mb) 652 

ChoiceCare:  a jury’s  view  (si) 509 

ChoiceCare:  judgment  day  for  an  IPA  (si) 443 

in  the  eye  of  the  beholder  (si) 689 

keeping  the  sharks  away  (pp) 749 

Physicians’  Guide  to  Tennessee  Law  (suppl) 183 

primary  care  physician  distribution  in  Tenn  (*) 81 

primary  care  physician  supply  in  Tenn  (*) 16 

Medicolegal  Update 

in  the  woods  with  medically  unnecessary  services 739 

on  a clear  day  you  can  see  peer  review 637 

MRI  Case  of  the  Month  (See  Radiology  Case  of  the  Month) 

National  Geographic  (ed) 709 

National  Library  of  Medicine  (ed) 711 

Neurology 

absence  of  corpus  callosum  (*) 557 

non-ketotic  hyperglycemia  neuropathy  (*) 77 

New  Members 55,  113,  173,  261,  328,  406, 

465,  532,  592,  653,  710,  755 

Obstetrics 

management  of  single  intrauterine  fetal  death  in 

a twin  pregnancy  (*) 291 

multiple  maternal  isoimmunization  (*) 435 

otocephaly:  a case  with  ultrasound  findings  (*) 736 

Orthopedic  Surgery  (See  Surgery) 

Pediatrics 

adolescent  suicide  prevention  program 595 

identification  of  risk  factors  in  children 
to  reduce  hypertension 315 
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protecting  the  child  passenger 249 

Tennessee  WIC  infant  formula  rebate  program 521 

trends  in  death  rates  of  black  and  white 
youths  in  Tennessee,  1939  to  1985  (*) 615 

Peer  Review 

on  a clear  day  you  can  see  peer  review 637 

PRO  admissions  policy  (mb) 261 

Personal  News 55,  113,  175,  262,  329,  406, 

465,  533,  593,  654.  754 

Phvsician  Recognition  Award  Recipients 56.  113.  174, 

262,  328,  405.  466,  532,  593,  653,  710,  754 

Placement  Service 61,  123.  181,  269,  337, 

413,481,541.603.663,721,789 

Political  Action 

a call  to  action 756 

a November  masquerade  (ed) 651 

flotsam  and  jetsam  (ed) 171 

IMPACT  (pp) 461 

President’s  Page 

federal  largesse 527 

IMPACT 461 

keeping  the  sharks  aw  ay 749 

medical  ethics 167 

medical  w'riting 649 

Medicare  revisited 51 

RCT 587 

read  those  contracts 255 

TMA's  board  of  trustees 401 

the  AIDS  dilemma 109 

the  bottom  line 325 

toward  a smokeless  society 707 

Pulmonary  Disease  (See  also  Radiology  Case  of  the  Month) 

bulla  versus  pneumothorax:  a diagnostic  dilemma  (*) 686 

pulmonary  function  loss  in  patients  on  long-term 

anticonvulsive  therapy  (*) 677 

pulmonary  talc  granulomatosis  due  to  IV  Ritalin  (*) 560 

thrombotic  thrombocytopenic  purpura  associated 

w'ith  pulmonary  sarcoidosis  (*) 285 

tuberculous  empyema  with  bronchopleural 

fistula  revisited  (*) 622 

Waldenstrom's  macroglobulinemia  with 

pulmonary  involvement  (*) 431 

Radiology  (See  also  Radiology  Case  of  the  Month) 

absence  of  corpus  callosum  (*) 557 

nonsurgical  management  of  peripheral 

vascular  disease:  state  of  the  art  (*) 731 

otocephaly:  a case  with  ultrasound  findings  (*) 736 

Radiology  Case  of  the  Month 

asthma  and  right  upper  lobe  atelectasis  (CXR) 247 

fever,  chest  pain,  and  a pleural-based  density  (CXR) 519 

focal  nephritis  (CT) 636 

hypoxemia  and  a left  upper  lobe  density  (CXR) 155 

progressive  dyspnea  (CXR) 313 

subacute  subdural  hematoma  (MRI) 452 

Relative  Value  Study  (ed) 528 

Seat  Belts 

New  Year’s  resolution  (ed) 54 

protecting  the  child  passenger 249 

Shelby  Medical  College,  and  John  Shelby.  M.D.  (*) 562 

Smoking 

a world  without  Oreos  (ed) 530 

things  that  go  bump  in  the  night — and  day  (ed) 168 

toward  a smokeless  society  (pp) 707 

Social  Security  (See  Disability  Update) 

Southern  Surgical  Association  (*) 497 

Special  Items 23,  91,  92,  93,  234,  238, 

298,  300,  443,  509,  625,  689 

State  Board  of  Medical  Examiners 

minutes  of  the  July  21-22.  1987  meeting 116 

minutes  of  the  September  29-30,  1987  meeting 118 

minutes  of  the  February  16-17,  1988  meeting 598 

minutes  of  the  April  5-6,  1988  meeting 715 


Surgery  (See  also  Trauma  Rounds) 

diverticulosis  of  the  ileum  with  perforation  (*) 620 

lumbar  hernia  (*) 227 

retroperitoneal  lipoma  as  an  adnexal  mass  (*) 225 

synchronous  small  cell  and  squamous  cell  carcinoma 

of  the  esophagus  (*) 288 

total  ankle  arthroplasty:  a review  of  37  cases  (*) 682 

use  of  traction  for  removing  transvenous  pacing 

electrodes  in  the  presence  of  infection  (*) 504 

Tennessee  Medical  Association 

community  service  awards,  1988 376 

component  society  officers,  1988-1989 472 

distinguished  service  awards,  1988  375 

ducks  in  a row  (ed) 402 

highlights  of  the  board  of  trustees  meetings 

January  16-17,  1988 264 

April  13  and  16.  1988  409 

July  9-10.  1988 597 

house  of  delegates,  composition  (annual  meeting) 377 

house  of  delegates,  index  to  proceedings 

(annual  meeting) 357 

house  of  delegates,  proceedings  (annual  meeting) 359 

insurance  plans  sponsored  by 473 

membership  statistics — 1988  656 

officers  and  committees,  1988-1989  468 

outstanding  physician  of  the  year.  1988 374 

reports  of  officers 386 

TMA’s  board  of  trustees  (pp) 401 

Tennessee  Medical  Association  Auxiliary  Report 

a call  to  action 756 

adolescent  suicide  prevention  program 595 

health  care  in  Memphis  1830-1930  713 

Knoxville  health  education  center 659 

membership  programs 467 

upcoming  seminars 535 

Thomison,  John  B. — the  new  president 256 

Trauma  Rounds 

acetabular  fracture  in  multiple  trauma  patient 516 

blunt  hepatic  vein  disruption 37 

blunt  vascular  trauma  of  the  upper  extremity 307 

flail  chest,  current  concepts  in  management 631 

major  peripheral  vein  injury 151 

occult  unstable  cervical  spine  injury 243 

tracheo-innominate  artery  fistula 446 

traumatic  carotid-cavernous  sinus  fistula 695 

traumatic  hemobilia 575 

Vanderbilt  Morning  Report 

abdominal  pain 310 

abormal  liver  function 40 

alcohol  withdrawal 101 

asbestos  and  lung  disease 449 

bronchiolitis  obliterans  organizing  pneumonia 311 

cryptococcal  meningitis 246 

dermatomyositis 153 

drug-induced  lupus 579 

dyspnea,  an  unusual  cause  of 450 

large  abdominal  mass 634 

Legionnaires’  disease 515 

meningitis  and  purpura 101 

methanol  ingestion 245 

musculoskeletal  debility  and  multiorgan  dysfunction 697 

pancytopenia 514 

pneumococcal  meningitis  and  sepsis 154 

quinine  purpura 578 

splenic  abscess 39 

subcutaneous  deposition  of  elemental  mercury 698 

typhoid  fever 635 

Vascular  Disease 

nonsurgical  management  of  peripheral 

vascular  disease:  state  of  the  art  (*) 731 

Word,  James  E.  (ed) 708 

X-ray  (See  Radiology  Case  of  the  Month) 
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An  A+  rating 
from  A.M.  Best  Company 
and  twelve  years  in  business 
is  SVMIC  today. 


SVMIC  - exclusively 
approved  by  the  Tennessee 
Medical  Association  - has 
a twelve  year  history  of 
providing  the  best  medical 
liability  insurance  to 
Tennessee  physicians  at 
affordable  premiums. 
Our  success  is  proven 


by  an  A+  rating  - a 
rating  which  speaks  for 
competent  underwriting, 
cost  control,  efficient 
management,  adequate 
reserves  for  undischarged 
liabilities,  net  resources 
and  soundness  of 
investments. 
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